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President’s  Comments 


Richard  M.  Pearson,  MD 


A New  Year:  To  Live,  To  Be 

Endings  are  much  more  complex  than  beginnings.  That  is  what  is  significantly  refreshing 
about  the  new  year.  We  all  have  a sanctioned  excuse  for  putting  past  difficulties  and  complica- 
tions behind  us  and  looking  ahead  to  a hopefully  less  complex,  less  complicated  future.  In 
every  nation  humanity  allows  itself  this  escape  from  the  reality  of  time  once  a year.  We  pre- 
sume that  the  cosmic  train  stops  each  year  for  an  immeasurable  moment  and  allows  us  to 
disembark  and  then  reboard  with  fresh  energy,  fresh  hopes,  and  fresh  visions. 

“On  a clear  day  you  can  see  forever.”  If  your  clear  day  can  fall  at  the  start  of  the  year,  you 
can  see  how  transient  are  possessions,  life,  and  time.  Everywhere  there  are  dinosaur  tracks, 
but  nowhere  are  there  dinosaurs — nothing  is  so  big  that  it  can  escape  time  except  the  human 
spirit.  When  you  reboard  the  cosmic  train  this  year,  resolve  to  travel  toward  a larger  human 
spirit  rather  than  a larger  net  worth. 

There  are  two  kinds  of  time:  time  that  endures  and  time  that  flees.  We  are  all  familiar  with 
the  times  that  endure.  They  are  the  times  of  great  joy  or  great  sorrow.  Some  we  control,  such 
as  love,  family,  sharing,  giving;  some  we  do  not  control — life,  death,  pain.  But  we  are  em- 
powered to  use  all  of  these  enduring  times  to  build  the  human  spirit.  We  are  less  familiar  and 
ill  at  ease  with  the  times  that  flee,  because  they  escape  us:  drudgery,  ambivalence,  missed 
opportunities,  aimless  stress,  forgotten  dreams. 

The  wound  in  the  heart  of  our  society  is  that  we  have  become  a nation  which  focuses  on 
“getting”  rather  than  “becoming.”  “Getting”  leads  only  to  “having,”  whereas  “becoming” 
leads  to  “being.”  When  we  use  our  time  for  “getting,”  it  becomes  an  expendable  currency — 
fleeting  time — in  the  marketplace  of  “having.”  But  when  we  use  our  time  for  “becoming”  it 
will  be  a permanent  milepost— enduring  time — on  our  journey  to  “being.” 

The  greatest  wealth  is  contentment.  Contentment  is  the  state  of  having  become  someone 
by  great  personal  effort.  No  external  wealth  compares  with  it.  “Becoming”  feeds  and  satisfies 
our  hunger  for  life.  “Getting”  is  a very  low  calorie  feast — it  does  not  satisfy  our  lust  for  life, 
but  propels  us  to  more  seeking.  You  can  hold  onto  this  new  year  only  if  you  use  it  to  become 
more  than  you  are.  If  you  use  it  to  get  more,  you  will  not  be  able  to  hold  what  you  have.  With 
matters  of  the  human  spirit  you  can  keep  only  what  you  give  away. 

Life  and  time  teach  us  the  same  eternal  lesson.  “To  have  or  to  have  not”  isn’t  the  issue.  “To 
be,  or  not  to  be:  that  is  the  question.” 
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Editorials 


John  B.  Thomison,  MD 


New  Year  1997:  Happy  or  Not? 

While  the  earth  remaineth,  seed  time  and  harvest,  and  cold  and  heat, 

and  summer  and  winter,  and  day  and  night,  shall  not  cease 

The  Holy  Bible,  Genesis  8:22 

Out  of  the  black  night  sky  huge,  soggy  snowflakes  zipped  past  the  headlights  and  zapped 
the  windshield  with  a splatter  of  slurry.  Though  it  was  never  quite  able  to  ice  the  roadways, 
the  snow  still  managed  to  frost  the  ground  and  cover  standing  structures  with  a lumpy  patina 
that  glistened  eerily  in  the  glow  of  the  lamps.  In  the  more  thinly  covered  areas  of  the  ground 
an  irregular  stubble  of  grass  or  brush  sometimes  protruded  like  a growth  of  facial  hair  the 
morning  after.  On  this  particular  morning  after,  daylight  unveiled  a magical  transformation  of 
the  fading  remnants  of  autumn  into  an  unanticipated  winter  wonderland.  The  wet  snow  had 
softened  once  bare  branches  with  ermine,  and  in  the  early  morning  sunlight  the  still  clinging, 
colorful  foliage  was  intermittently  highlighted  by  a rosy  glow.  Well  before  midmorning, 
though,  the  gaps  between  the  leafless  boughs  that  the  night  winds  had  further  stripped  of 
their  leaves  disclosed  only  a harsh,  leaden  sky,  and  the  meringue  had  been  slowly  eaten  from 
the  boughs  by  the  sluggishly  moderating  temperature.  Though  Nature’s  timing  can  be  pre- 
dicted only  with  trepidation,  none  of  this  more  or  less  seemingly  aberrant  weather  should 
have  come  as  any  great  surprise,  since  it  was  the  tenth  of  November. 

Today  is  a bleak,  cold  day  with  no  winter  wonderland  and  no  autumn  finery.  It  is  Novem- 
ber 1 1,  now  called  Veterans’  Day,  and  appropriately  so.  When  I was  young,  though,  it  was 
Armistice  Day,  commemorating  the  end  of  the  war  of  my  father’s  generation,  or  the  Great 
War,  as  it  was  referred  to  in  my  youth,  the  war  that  was  to  make  the  world  safe  for  democ- 
racy. The  war  of  his  father’s  generation  was  the  American  Civil  War,  known  variously,  de- 
pending on  who  was  telling  it,  as  the  War  of  the  Rebellion,  the  Wawuh,  de  Waw  (as  in  ’fo  de 
waw),  the  War  Between  the  States,  or,  as  I like  to  think  of  it,  the  Late  Unpleasantness  Be- 
tween the  States.  Whichever,  it  was  still  a hot  topic  of  conversation  in  the  South  of  my 
boyhood,  and  “damnyankee”  was  still  one  word  in  our  lexicon.  The  war  of  my  generation 
was  the  Second  World  War,  but  that  hadn’t  happened  yet. 

Whatever  the  war  of  your  generation,  the  carnage  of  war  is  always  vast  and  hideous.  The 
Great  War,  though,  had  a unique  horror  all  its  own:  trench  warfare.  It  is  certainly  true  that 
many  a veteran  of  the  Second  World  War  can  tell  of  having  shared  a foxhole  with  a corpse, 
sometimes  his  closest  friend’s.  But  the  Great  War  had  vast  expanses  of  dead,  gassed  or  blown 
apart  in  the  trenches,  that  all  the  living  had  to  pass  as  they  crouched  along  those  narrow 
highways  through  the  killing  fields.  Since  much  of  the  worst  of  that  war’s  carnage  was  in 
wintertime,  as  it  has  ever  been,  November  seems  an  appropriate  time  of  year  for  remember- 
ing our  war  veterans,  many  of  whom  still,  or  again,  experience  bleak  days  of  another  sort, 
lonely  days  filled  with  sorrow  and  pain  unassociated  with  the  weather.  Though  I suspect  the 
timing  of  the  holidays  was  fortuitous  on  our  part,  it  may  have  been  on  God’s  timing  that  it  is 
in  spring  that  we  remember  our  dead — spring,  the  time  of  renewed  life — and  our  veterans  on 
a day  such  as  today,  when  there  is  no  such  thing. 

It  had  not  been  so  many  days  ago  that  these  streets  and  roads  were  lined  with  the  flaming 
foliage  of  maples  and  sweet  gums  interspersed  with  evergreens  and  less  spectacular  oak,  ash, 
and  hickory.  As  the  often  torrential  rains  of  late  October  were  followed  by  winds  that  were 
often  gusty  and  sometimes  more,  the  leaves  swirled  and  scattered  to  cover  lawns  and  pave- 
ment indiscriminately  with  variegated  carpets.  Now  those  carpets  had  turned  white  with 
speckles  of  brown  and  green,  but  as  it  succumbed  to  the  influence  of  the  warm  ground,  the 
whiteness  soon  gave  way  to  the  re-emergent  greenery.  A little  longer,  and  it  will  return  to 
basic  brown,  emphasizing  and  confirming  that  it  is  once  again  the  “dead  of  winter.’’  The  sun 
will  again  become  weak-eyed,  wan,  and  pale  in  its  seat  low  in  the  southern  sky. 
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All  that  glory.  And  for  what? 

The  ancient  Druids  kept  a close  watch  on  the  heavens,  and  to  help  them  do  that  they 
constructed  not  only  Stonehenge  but  also  other  megalithic  structures  throughout  northern 
Europe.  Each  year  they  watched  as  the  sun  sank  lower  and  lower  in  the  sky,  threatening  to 
disappear.  Then  came  the  magical  day.  On  December  21,  the  winter  solstice,  the  sun  would 
begin  its  return  journey  northward.  Again  it  would  not  forsake  them,  at  least  not  this  year. 
For  all  their  knowledge  and  cunning,  the  Druids  had  not  the  assurance  held  in  God’s  promise 
of  the  seasons. 

All  that  glory.  And  for  what? 

All  that  our  own  sophisticated  knowledge  and  cunning  have  done  is  remove  God  from  the 
process,  assigning  it  to  “natural  laws,”  without  a thought  as  to  whence  came  those  laws,  and 
the  promise  that  they  would  remain  constant.  After  the  winter  solstice  and  the  sun’s  return 
comes  the  New  Year,  and  though  “green-up”  is  to  be  delayed  by  many  more  frosty  days,  the 
promise  of  spring  remains  foremost  in  everyone’s  mind.  It  makes  the  cold  and  dark  tolerable, 
as  each  day  shows  a few  more  minutes  of  stronger  daylight.  Springtime  is  a time  of  wonder, 
as  new  life  in  abundance  daily  makes  its  appearance.  There  is  no  such  promise  in  autumn.  Its 
promise  is  for  months  of  cold,  bleak  days  and  long,  dark  nights.  Now  it  is  a time  of  denial: 
Maybe  this  winter  will  be  shorter,  or  warmer,  or  both,  than  usual,  we  tell  ourselves.  The 
wooly  bear’s  stripes  say  it  will  be  warmer  (or,  Heaven  forbid,  colder).  And  so  it  goes.  All 
sorts  of  speculation.  And  denial.  That  denial  spreads  to  other  areas  of  our  being.  Small  won- 
der that  the  suicide  rate  goes  higher  nearer  the  Arctic  Circle  as  reality  sets  in. 

As  I write,  it  is  not  yet  Thanksgiving.  Winter  is  ahead.  On  the  other  hand,  it  will  be  six 
weeks  before  you  read  this,  and  by  then  the  daylight  will  be  on  the  mend.  The  coldest  days  of 
winter  will  still  lie  ahead,  but  the  promise  is  there.  The  new  year  will  be  upon  you  when  you 
receive  the  magazine,  and  it  is  not  unlikely  that  by  the  time  you  will  be  reading  it  we  will  be 
in  1997. 

And  what  of  the  new  year?  We  concern  ourselves,  if  we  can  tear  ourselves  away  from  the 
football  games  long  enough  to  think  at  all,  with  concerns  about  the  economy,  activities  in 
Washington,  and  our  weight  and  what  to  do  about  it.  All  about  what  the  coming  year  will  do 
for  us  or  to  us.  If  we  survive,  the  new  year  will  certainly  leave  us  a year  older,  a little  less 
strong  and  resilient,  with  our  joints  a little  stiffer  and  perhaps  more  painful.  Doubtless  some 
loved  ones  or  valued  friends  will  have  left  us,  leaving  us  wondering  if  we  shall  sometime, 
somewhere  see  them  again,  or  if  that  hope  is  all  just  a myth. 

If  January  1 is  anything  more  than  a hangover  and  football  games,  it  is  a time  for  reflec- 
tion, a day  of  promises  made.  If  January  2 is  anything  more  than  the  day  we  struggle  back  to 
work  after  too  much  of  a good  thing,  it  is  likely  to  be  the  first  of  many  days  of  promises 
broken.  Only  God  is  faithful.  In  our  reflections  we  might  have  dwelt  on  all  that  glory,  and  His 
promise  that  so  long  as  the  earth  lasts,  seed  time  and  harvest  shall  not  cease.  We  might  have 
asked  ourselves  whether  what  we  are  doing  individually  and  collectively  will  ensure  that  the 
earth  will  last,  or  if  we  are  helping  ensure  that  it  will  not.  For  God  did  not  promise  that  it 
would  last.  His  promise  was  only  that  He  would  take  care  of  it  so  long  as  it  did.  Man  seems 
to  be  doing  his  level  best  to  destroy  it  by  altering  its  ecological  and  climatic  systems,  by 
tearing  it  apart  bit  by  bit,  for  his  own  instant  gratification,  even  though  he  seems  to  have 
postponed  nuclear  destruction,  at  least  for  the  present,  to  a later  date. 

Perhaps  the  thing  President  John  F.  Kennedy  will  be  longest  remembered  for,  aside  from 
his  assassination,  is  his  exhortation  to  his  countrymen  to  “ask  not  what  your  country  can  do 
for  you.  Rather,  ask  what  you  can  do  for  your  country.”  I think  it  takes  no  great  spiritual 
insight  to  believe  that  God  would  have  us  extend  that  to  “what  you  can  do  for  My  Creation,” 
of  which  each  one  of  us  is  a part.  God  gave  us  His  best.  Our  duty  is  to  do  no  less. 

All  that  glory!  And  for  what?  For  you  and  me,  for  our  enjoyment  and  edification,  that’s  for 
what.  And  for  generations  yet  unborn.  See  to  it  that  it’s  still  here. 

Happy  New  Year! 
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Ask  TMA 


A number  of  years  ago  when  I was  in  Washington  with  some  free  time  on  my  hands  as  a 
member  of  TMA’s  Legislative  Committee,  several  of  us  decided  to  go  to  hearings  that  were  in 
progress  in  some  of  the  Senate  Committees.  I found  myself  in  the  Senate  Finance  Committee, 
where  Senator  Teddy  Kennedy  was  fighting  for  his  health  insurance  bill.  When  asked  a ques- 
tion, he  would  incline  his  ear  toward  Mr.  Jay  Constantine,  one  of  his  advisors  seated  behind 
him,  and  after  a period  of  intense  listening  he  would  address  the  question.  This  dependency 
by  our  elected  representatives,  particularly  a senator,  on  hirelings  was  at  least  unsettling,  but  in 
fairness  to  the  Senator,  I have  to  say  that  this  turns  out  to  be  common  practice,  necessitated  by 
the  complexity  and  sheer  weight  of  the  testimony  and  its  underpinnings.  Maybe,  in  fact,  we 
are  the  better  off  for  it,  but  it  shows  the  power  of  the  civil  servants  who  make  up  the  various 
staffs. 

The  TMA  committees  comprise  a hardworking,  informed  membership  with  generally 
outstanding  chairmen.  Nevertheless,  there  is  besides  the  usual  agenda  items  a great  deal  of 
additional,  often  only  tangentially  related  material,  that  is  occasionally  necessary  to  the  proper 
functioning  of  the  committees.  It  is  a part  of  the  job  of  the  assigned  staff  people  to  assimilate 
this  material  and  make  it  available  to  the  committees  in  a timely  fashion,  which  means  right 
then  and  on  the  spot,  as  Mr.  Constantine  did  for  Senator  Kennedy. 

As  editor  of  Tennessee  Medicine  I try  to  enlighten,  and  occasionally  entertain,  you  with  it, 
and  I also  try,  with  the  help  and  sometimes  the  direction  of  the  Publications  Committee,  the 
Task  Force,  and  the  various  staff  members,  to  make  it  conform  to  your  needs  and  wishes. 
One  of  the  contributions  to  come  out  of  the  deliberations  of  the  Task  Force  was  that  this 
wealth  of  extraneous  information  assimilated  by  the  staff  may  not  always  be  truly  extrane- 
ous, and  that  when  it  is  not  it  should  be  directed  toward  you  to  help  you  solve  the  myriad 
problems  that  have  been  thrust  upon  you  by  our  current  health  care  morass.  There  is  so  much 
information  available,  however,  that  you  could  be  overwhelmed  by  it  if  it  weren’t  sorted  out 
and  edited.  Through  his  contacts  with  the  various  committees  and  other  staff  members,  Russ 
Miller,  our  senior  vice-president  for  Communications,  has  done  a first-rate  job  of  picking  out 
individual  topics  and  having  knowledgeable  people  prepare  communications  about  them  for 
you. 

In  addition  to  those  communications,  though,  we  thought  there  must  be  other  things  both- 
ering you  that  haven’t  surfaced  through  those  channels.  We  have  therefore  initiated  in  this  first 
issue  of  the  new  year  a series  entitled  “Ask  TMA.”  It  will  appear  irregularly,  sort  of  PRN, 
when  we  have  enough  questions  to  warrant  a page  or  so  of  Journal  space.  They  will  be  brief 
topics  that  don’t  require  the  full  treatment,  yet  ones  that  we  believe  represent  a general  con- 
cern of  the  membership.  Those  items  will  be  addressed  individually  by  the  staff  member  most 
familiar  with  the  subject,  and  other  persons,  staff  or  otherwise,  that  he  may  choose. 

Unlike  some  staffs  that  I have  observed,  I think  none  of  this  one  believes  or  acts  as  if  he 
runs  anything  he  has  not  been  assigned  to  run.  I may  be  the  only  one  around  there  who  thinks 
he  runs  anything,  but  then  I’m  anomalous  as  far  as  my  position  is  concerned.  I’m  sort  of  staff 
and  sort  of  not — a fish  with  feathers,  as  it  were.  Thus  far  over  the  years  I have  mercifully 
managed  to  avoid  having  any  tar  put  under  those  feathers,  though  a few  times  just  barely. 
That  may  be  because  whenever  from  time  to  time  I do  a reality  check,  it  tells  me  that  the 
Journal  is  not  mine,  but  yours. 

If  you  have  questions,  send  them  in.  If  it  seems  appropriate  because  of  general  interest,  the 
best  qualified  people,  either  staff  or  otherwise,  will  attend  to  them. 

Since,  like  the  TMA  generally,  this  publication  is  after  all  yours,  no  matter  any  propriety 
notions  I might  entertain,  use  it.  Unlike  the  IRS,  we  are  here  to  help  you.  Honest  Injun,  we 
are.  (Don’t  call  me.  Call  Russ!) 
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Most  brokerage  companies  today  will  gladly  select  a professional 


money  management  firm  for  you.  For  a steep  fee.  These  relationships  are 
called  “WRAP”  accounts.  With  total  annual  costs  up  to  3°/o  a year7  they're 
awfully  expensive. 

So  we've  got  a better  idea. 

Hire  Boatmen's  Trust  as  your 
professional  money  manager. 

We've  got  a superior  long-term 
performance  record  versus  the  major  stock  and  bond  indices.  We'll  help  you 
construct  a portfolio  that  makes  sense  for  your  situation.  And  our  average 
annual  cost  is  only  1.05o/o  (including  management  fee  and  trading  costs). 

So  if  you  want  help  in  managing  your  money7  talk  to  the  people 
who  manage  more  of  it  than  many  major  mutual  funds  do.  Just  call 
Brian  Dunston  at  901-762-6241. 


BOATMEN'S  TRUST  COMPANY 

A Trust  Company  That  Knows  How  To  Manage  Money. 


BOATMEN'S  TRUST 
VS.  'WRAP''  ACCOUNTS 

Fees  charged  on  $500,000  Account 


4.0%  r- 
3.5% 
3.0% 
2.5% 
2.0% 
1.5% 
1.0% 
0.5% 
0.0% 


Brokerage 
WRAP  Account* 


Boatmen’s  Trust 
Investment 
Account* 


Source:  The  Wall  Street  Journal,  Financial  Planning  Magazine, 
Fortune  Magazine,  Personal  Finance  Magazine. 

1 Includes  investment  management  fees  and  trading  costs. 


Practicing  Medicine 


Ask  TMA  . . . . 


Marc  E.  Overlock,  Senior  Vice-President  and  General  Counsel 
Robert  J.  Gonzales,  Staff  Attorney 


Editor’s  Note: 

The  TMA  is  introducing  a special  periodic  feature 
with  this  article.  It  is  called  “Ask  TMA”  and,  like  other 
troubleshooting  type  articles,  should  provide  readers 
with  some  guidance  in  practice  issues  that  arise  from 
time  to  time. 

If  you  have  a question  or  concern  that  TMA  may 
be  able  to  address,  contact  “Ask  TMA,”  PO  Box 
120909,  Nashville,  TN  37212-0909,  or  fax  your  ques- 
tion to  “Ask  TMA”  at  (615)  383-5918.  TMA  will  re- 
spond in  writing  and  later  reprint  summaries  of  key 
answers  that  will  assist  other  TMA  members.  (Please 
include  a daytime  phone  number  in  case  TMA  staff 
needs  to  clarify  an  issue  or  provide  follow-up.) 

You  may  also  submit  your  questions  and  read  re- 
sponses online  through  TMA’s  homepage  MEDWIRE 
(http://www.medwire.org). 


Q:  May  chiropractors  be  granted  active  medical  staff  privi- 
leges at  hospitals  in  Tennessee?  What  about  ordering  tests 
such  as  MRIs  ? 

A:  The  Tennessee  Board  for  Licensing  Health  Care  Fa- 
cilities has  answered  both  questions.  The  Board’s  regulations 
do  not  allow  chiropractors  privileges  in  Tennessee  hospitals. 
They  state  that  hospital  and  medical  staff  bylaws  “may  in- 
clude provisions  for  medical  staff  appointments  granting  ei- 
ther active,  associate,  or  courtesy  medical  staff  membership 
and/or  grant  clinical  privileges  to  licensed  optometrists,  li- 
censed clinical  psychologists,  and  certified  nurse-midwives. 
Such  individuals  must  practice  within  the  scope  of  their  Ten- 
nessee license,  except  that  they  cannot  be  granted  indepen- 
dent patient  admission  privileges,  and  the  overall  care  of  each 
patient  must  be  under  the  supervision  of  a physician  member 
of  the  medical  staff.”  Rule  I200-8-3-.02(2)(e). 

“To  be  eligible  for  membership  on  a staff  an  applicant  must 
be  a graduate  of  an  approved  program  of  medicine,  dentistry, 
osteopathy,  podiatry,  optometry,  psychology,  or  nurse-mid- 
wifery, legally  licensed  to  practice  in  the  State  of  Tennessee, 
competent  in  his  respective  field,  and  worthy  in  character  and 
in  matters  of  professional  ethics.”  Rule  1200-8-3-.02(3). 


In  a September,  1990,  declaratory  order,  the  Board  ruled 
that  chiropractors,  “within  the  scope  of  their  license,  may 
now  order  radiology  and  similar  diagnostic  testing  and  ob- 
tain such  testing  on  an  outpatient  basis,  in  accordance  with 
all  hospital  policies  and  procedures.”  Thus,  it  would  appear 
that  a hospital  may  set  up  guidelines  detailing  the  extent  to 
which,  or  the  limitations  under  which,  chiropractors  may  or- 
der radiology  and  similar  diagnostic  testing  . . . on  an  out- 
patient basis .... 

Any  time  a limited  license  practitioner  asks  a hospital  for 
admitting  or  more  limited  privileges,  the  medical  staff  should 
consult  its  attorney,  along  with  the  attorney  for  the  hospital. 
Allied  health  practitioners  should  not  be  excluded  from  hav- 
ing limited  privileges  merely  because  they  will  compete  with 
physician  members  of  the  medical  staff.  If  a hospital  board, 
which  by  law  is  the  ultimate  authority  on  credentialing  deci- 
sions, deems  it  necessary  to  exclude  a class  of  practitioners, 
then  the  board  should  document  that  the  exclusion  decision 
was  based  on  patient  care  reasons  and  not  economics,  which 
might  be  found  to  be  a violation  of  antitrust  law. 

Q:  May  physical  therapists  treat  patients  who  have  not  been 
first  referred  to  them  by  a physician  ? In  this  particular  situa- 
tion, the  TMA  member  reported  that  a local  company  wanted 
to  get  him  to  rubber  stamp  a 30-day  treatment  referral  of  its 
injured  employees  to  a local  physical  therapist.  Once  injured, 
the  employee  would  be  seen  by  the  company  nurse  who  would 
refer  the  patient  to  the  physical  therapist  for  an  evaluation.  The 
physical  therapist  would  send  the  employee ’s  chart  to  the  physi- 
cian who  could  simply  approve  or  disapprove  physical  therapy. 

A:  No.  Tennessee  law  prohibits  physical  therapists  from 
treating  patients  without  an  initial  referral  from  a licensed 
physician.  The  only  exception  to  this  rule  is  that  physical  thera- 
pists may  conduct  the  initial  evaluation  without  a physician’s 
referral.  The  company’s  proposed  protocol  would  require  a 
physician  to  render  a medical  opinion  without  having  ever 
seen  the  patient.  Not  only  does  this  present  a malpractice 
issue,  it  could  also  raise  fraud  and  abuse  issues  with  insurance 
carriers  under  the  new  Kennedy/Kassebaum  law  titled  the 
“Health  Insurance  Portability  and  Accountability  Act  of  1 996.” 
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Q:  My  medical  practice  employs  four  people.  Am  l sub- 
ject to  the  Family  and  Medical  Leave  Act? 

A:  No.  The  Federal  Family  and  Medieal  Leave  Aet  only 
applies  to  employers  with  50  or  more  employees.  For  em- 
ployees in  sueh  entities,  however,  the  law  provides  up  to  12 
weeks  per  year  unpaid  leave  for  specified  qualifying  rea- 
sons such  as  the  birth  of  a child,  a serious  illness,  or  if  the 
employee  needs  to  care  for  a seriously  ill  family  member. 


Q:  Is  it  legal  to  ask  about  HIV  status  on  a new  patient/ 
general  information  form? 

A:  Although  the  answer  is  yes,  physicians  must  be  cau- 
tious in  what  they  do  with  the  information,  assuming  the 
patient  is  HIV  seropositive.  Once  armed  with  HIV  informa- 
tion, doctors  may  not  treat  infected  patients  differently  than 
non-infected  patients.  Physicians  should  be  guided  by  the 
Americans  with  Disabilities  Act  (ADA),  Tennessee’s  own 
prohibition  on  discrimination  based  on  HIV  infection  or 
AIDS,  and  the  OSHA  Bloodborne  Pathogens  Rules,  which 
requires  that  physicians  follow  universal  precautions.  The 
Board  of  Medical  Examiners  has  a similar  requirement.  Ten- 
nessee law  also  requires  that  physicians  report  HIV  and  AIDS 
diagnoses  to  the  appropriate  health  authorities. 


Q:  What  should  I do  as  a physician  if  I am  aware,  either 
through  patient  complaints  or  otherwise,  that  a colleague  is 
performing  unnecessary  office  procedures  for  financial  gain  ? 

A:  The  TMA  encourages  its  member  physicians  to  report 
such  incidents  to  the  TMA  so  that  the  component  medical 
society  may  conduct  peer  review  and  teach  the  physician  the 
proper  and  legal  course  of  conduct.  TMA  encourages  similar 
reports  from  disgruntled  patients  who  may  file  peer  review 
complaints.  TMA  advises  physicians  to  be  cognizant  that  the 
larger  society  and  the  General  Assembly  are  watching  how 
physicians  conduct  their  professional  and  business  affairs. 
Peer  review  is  a privilege,  as  is  the  right  to  self-police  the 
profession.  If  physicians  fail  to  exercise  the  right  to  police 
their  profession,  the  government  will  step  in.  Congress  has 
already  taken  severe  steps  to  deal  with  illegal  upcoding  and 
insurance  billing  conduct  with  the  fraud  and  abuse  laws  and 
the  Health  Insurance  Portability  and  Accountability  Act  of 
1996.  Physicians  may  face  licensure  sanctions  and  civil  fines 
for  such  behavior,  not  to  mention  exclusion  from  Medicare 
and  Medicaid  (TennCare). 

Q:  As  a physician,  what  duty  do  I owe  to  an  epileptic  pa- 
tient (and  to  the  public)  to  make  the  patient  aware  of  legally 
imposed  driving  restrictions? 


A:  There  is  no  statutory  duty  to  report  epileptic  patients’ 
conditions  to  state  government,  nor  is  there  immunity  from 
liability  for  so  doing.  The  Tennessee  Department  of  Safety’s 
Driver  Control  Division  has  published  rules  stating  that  “[ i ]t 
is  the  policy  of  the  Department  not  to  license  anyone  who 
suffers  from  momentary  lapses  of  consciousness  . . . until  he 
has  remained  ‘lapse  free’  for  a period  of  two  years,  and  then 
only  upon  receipt  of  a medical  statement  from  a physician 
specializing  in  neurology  or  psychiatry.”  It  appears  that  an 
unpublished  amendment  may  have  reduced  the  lapse-free  pe- 
riod to  six  months,  and  TMA  is  seeking  a formal  opinion 
from  the  Department  of  Safety  to  clear  up  the  confusion.  In 
order  to  avoid  betraying  patient  confidences  with  the  poten- 
tial for  medical  licensure  sanctions,  however,  a physician 
should  not  disclose  to  the  Department  the  name  of  the  epi- 
leptic patient  that  he  is  treating.  Given  the  evolving  nature  of 
disclosure  duty  case  law,  a physician  should  explain,  and  pro- 
vide a copy  to  his  epileptic  patient  of,  the  Department  of 
Safety’s  regulations  that  restrict  epileptic  patients’  right  to 
drive  an  automobile.  The  physician  should  document  this  com- 
munication and  the  suggestion  that  the  patient  contact  the 
Department  of  Safety  with  information  about  his  condition. □ 


OWEN  GRADUATE  SCHOOL  OF  MANAGEMENT 


Manage  Change  Before 
Change  Manages  You 

VANDERBILT 

UNIVERSITY 

Health  Care  Management 
Seminars 


■ Learn  to  manage  change 
at  one  of  the  nation’s  leading 
business  schools.  Vanderbilt  s 
Owen  Graduate  School  of 
Management  offers  a full 
range  of  executive  seminars 
specifically  designed  for 
health  care  professionals  and 
managers. 


Management  Program  for  Health  Care 
Professionals  and  Managers 

Thursday  evenings  February  through  May. 

Addresses  management  and  leadership  concerns 
faced  by  health  care  professionals,  focusing  on 
business,  operations,  legal,  and  human  re- 
sources perspectives.  Instruction  on  finan- 
cial analysis,  marketing,  strategy,  regula- 
tory environment,  quality  management, 
crisis  planning,  and  change  management 
and  leadership. 


For  information,  contact:  Executive 
Seminars,  Owen  Graduate  School  of 
Management,  Vanderbilt  University,  401 
21st  Avenue  South,  Nashville,  TN  37203 
Phone:  615-322-2513  Fax:  615-343-2293 

owenexec@ctrvax.vanderbilt.edu 
httpd/www.  Vanderbilt.  edu/Owen 


©wen 
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Practicing  Medicine 


TennCare  Partners  Program — 
Preparing  for  More  Change 

Angela  Stewart-Meyer 


If  the  brief  history  of  the  state’s  Medicaid  waiver  pro- 
gram has  a recurring  theme,  it  is  surely  that  it  has  rushed  to 
implement  its  managed  care  components  before  acknowl- 
edging the  concerns  of  those  who  would  actually  deliver 
the  care.  Of  course,  compared  to  the  initial  implementation 
nightmares  of  TennCare,  TennCare  Partners  has  gotten  off 
to  a relatively  smooth  start.  Nonetheless,  it  too  has  hit  a few 
snags  that  could  have  been  avoided  if  more  provider  con- 
cerns had  been  resolved  before  the  launch. 

In  his  address  to  the  Select  Committee  on  TennCare  Over- 
sight, Tennessee  Alliance  of  the  Mentally  111  president  George 
Haley  commented:  “It  (TennCare  Partners]  has  some  faults, 
but  I feel  that  any  undertaking  of  this  magnitude  would  have. 
It  would  be  helpful  if  more  funding  were  available  to  pro- 
duce a larger  capitation  rate.  There  are  housing  problems  and 
formulary  issues  that  need  to  be  addressed.  In  addition,  there 
are  legitimate  concerns  that  have  been  brought  forward  by 
the  community  mental  health  centers  and  other  providers.” 

Not  surprisingly,  most  of  the  problems  the  program  faces 
are  economic;  the  managed  care  organizations  (MCOs)  and 
the  behavioral  health  organizations  (BHOs)  seem  to  have 
reached  agreements  on  paper  as  to  who  will  pay  for  what, 
but  they  interpret  the  agreements  differently  in  practice.  As 
far  as  caregivers  are  concerned,  this  has  led  to  much  confu- 
sion. Hence,  this  article  is  an  effort  to  shed  some  light  on 
what  is  known  about  the  program  thus  far. 

Program  Makeup 

The  Tennessee  Department  of  Mental  Health  and  Men- 
tal Retardation  (TDMHMR)  is  responsible  for  the  TennCare 
Partners  Program.  It  has  assigned  all  1.2  million  TennCare 
enrollees  to  one  of  two  BHOs  for  mental  health  and  sub- 
stance abuse  services. 

There  are  two  benefit  packages  available  under  the  Part- 
ners Program.  The  Basic  Benefits  Package  is  available  to 
all  TennCare  enrollees,  while  the  Enhanced  Benefits  Pack- 
age is  limited  to  those  who  have  been  identified  as  the  “pri- 
ority population”  (adults  with  severe  and  persistent  mental 


Angela  Stewart-Meyer  is  the  former  editor  for  Inside  Managed 
Care,  a market  tracking  publication  published  in  Nashville. 


illness  [SPMI]  and  children  with  severe  emotional  distur- 
bance [SED]).  Both  benefits  packages  include  inpatient  and 
outpatient  services  that  are  deemed  medically  necessary.  The 
major  difference  is  that  the  basic  package  has  limits  on  ser- 
vices such  as  the  number  of  covered  inpatient  days  and  out- 
patient visits  per  year.  With  the  enhanced  package,  those 
limits  are  lifted  and  case  management  is  required. 

Unlike  the  TennCare  MCOs,  each  of  the  TennCare  BHOs 
must  provide  services  throughout  the  state.  Outpatient  ser- 
vices must  be  offered  within  a 30-mile  radius  of  any  enrol- 
lee,  and  inpatient  services  must  be  within  a 60-mile  radius. 

Each  TennCare  MCO  is  paired  with  one  TennCare  BHO 
to  provide  mental  health  care  services  to  enrollees.  At  pres- 
ent, four  independent  BHOs  have  combined  to  form  the  two 
TennCare  BHOs:  Tennessee  Behavioral  Health  and  Merit 
Behavioral  Care  Corporation  joined  forces  to  form  Tennes- 
see Behavioral  Health,  Inc.  AdvoCare  of  Tennessee  and 
Columbia  Behavioral  Health  of  Tennessee  have  combined 
to  form  Premier  Behavioral  Health  Systems  of  Tennessee. 
(A  third  entity  in  the  Premier  BHO — Foundation  PsychCare 
Services — pulled  out  of  the  program  in  mid-August.) 

Funding 

TennCare  Partners  has  a reported  annual  budget  of  ap- 
proximately $350  million.  Prior  to  its  July  1 launch  date,  it 
was  reported  that  the  BHOs  would  be  paid  a single  blended 
capitation  rate  of  approximately  $22  per  enrollee  per  month. 

Early  on,  it  was  decided  that  partial  funding  for  the  Part- 
ners Program  would  have  to  come  from  TennCare.  About 
$100  million  of  the  annual  Partners  budget  was  garnered 
through  a $7.53  per  month  reduction  in  capitation  that  was 
formerly  paid  to  the  MCOs  for  mental  health  coverage. 

The  balance  of  the  funding  was  a portion  of  the  TDMHMR 
budget  that  had  previously  been  used  to  reimburse  (on  a 
fee-for-service  basis)  the  state’s  five  regional  mental  health 
institutes  and  29  community  mental  health  centers  for  treat- 
ment of  the  severely  impaired  or  institutionalized. 

Apparently,  the  start-up  costs  of  the  program  were  un- 
derestimated, which  is  part  of  the  reason  why  almost  every- 
one agrees  that  it  is  underfunded.  One  case  in  point  is  the 
unexpected  pullout  of  Foundation  PsychCare  Services  just 
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six  weeks  into  implementation. 

“Less  than  two  months  into  the  program  we  could  clearly 
see  that  it  was  underfunded,”  says  Foundation  director  of 
network  operations  Marvin  Coburn.  “Our  position  was  not 
to  build  a program  on  the  backs  of  the  providers.  In  August, 
we  made  a pure  business  decision  that  it  didn’t  make  sense 
for  us  to  stay  in.  We  were  fortunate  that  we  had  an  out.” 

Both  Coburn  and  George  Haley  believe  that  the  basis  for 
meeting  the  program’s  primary  goals — better  care  for  the 
mentally  ill  and  lower  costs  for  the  state — is  to  reduce  the 
number  of  people  who  are  institutionalized.  To  meet  these 
goals,  the  BHOs  have  encouraged  outpatient  services  and 
stringent  case  management.  The  problem  is  that  almost  half 
of  these  patients  have  been  involuntarily  committed  by  the 
state.  The  BHOs  have  absolutely  no  voice  in  how  these  cases 
should  be  handled  until  after  the  preestablished  three-week 
evaluation/lreatment  process  has  been  completed.  Though 
most  of  these  involuntary  commitments  are  to  state  facili- 
ties, a three-week  stay  in  any  hospital  is  cosily  and  the  BHOs 
now  have  to  absorb  that  cost. 

George  Haley  of  TAMI  says  that  a part  of  the  problem  is 
that  the  $340  million  the  state  formerly  budgeted  for  the 
priority  population  is  now  expected  to  cover  the  entire 
TennCare  population  as  well.  Haley  estimates  that  this  leaves 
only  $285  million  for  priority  population  care. 

Says  Haley,  “The  most  seriously  ill  are  still  there  to  be  tak- 
en care  of.  Now  you’ve  got  the  most  expensive  patient  care 
being  paid  out  of  a reduced  pot.” 

Provider  Concerns 

This  “reduced  pot”  situation  has  led  to  another  nagging 
problem,  the  one  that  most  concerns  physicians.  Since  the 
state  did  not  insist  on  clear-cut  practice  guidelines  prior  to 
implementation,  some  MCOs  and  BHOs  have  taken  to  fin- 
ger pointing.  Of  course,  the  MCOs  and  BHOs  have  contrac- 
tual agreements  of  their  own,  but  in  most  cases  those  have 
been  so  broad  as  to  open  themselves  up  to  interpretation. 
Naturally,  each  entity  likes  its  own  interpretation  best. 

The  absence  of  such  guidelines  has  led  to  a plethora  of 
vexing  issues  for  providers,  including  treatment,  referrals, 
formularies,  reimbursement,  transportation,  credentialing, 
data  reporting,  and  education.  This  leads  to  problems  for  pa- 
tients as  well  as  providers.  Such  confusion  over  who  is  pay- 
ing what  can  only  add  to  the  distress  when  a patient  is  suf- 
fering mental  or  emotional  turmoil. 

At  a legislative  oversight  committee  meeting,  executive 
director  of  Cherokee  Health  Systems  Dennis  Freeman,  PhD, 
testified  that  most  of  the  problems  were  caused  by  referral 
to  mental  health  specialists  of  cases  that  could  have  been 
handled  by  primary  care  physicians  (PCP).  Freeman  asserted 
that  if  this  were  to  continue,  the  demand  would  soon  exceed 
the  capacity  of  the  mental  health  community. 


James  D.  King,  MD,  a family  practitioner  in  Selmer,  Tenn., 
agrees:  “If  I were  to  try  to  refer  a patient  I think  to  be  suicidal 
to  one  of  the  mental  health  centers  today,  they  would  tell  me 
it  would  be  two  weeks  before  they  could  get  that  patient  in. 
There  are  not  enough  psychiatrists  in  the  United  States  to 
refer  to  according  to  the  draft  guidelines  we  have  received 
on  this  program  . . . much  less  in  Tennessee.” 

As  with  most  managed  care  programs,  referrals  in  rural 
areas  are  troublesome  because  there  just  aren’t  enough  spe- 
cialists in  these  areas.  In  fact,  TMA  has  heard  from  many 
rural  doctors  who  say  that  if  they  were  to  refer  some  of  their 
patients  to  a psychiatrist,  they  wouldn’t  go.  The  reality  is, 
there  is  still  a stigma  when  it  comes  to  mental  health  care, 
especially  for  people  who  live  in  isolated  areas. 

King  says  that  when  it  comes  to  ailments  such  as  mild 
depression,  attention  deficit  disorder,  anxiety,  and  alcohol- 
ism, there  should  be  no  question  that  the  PCP  should  be  the 
one  to  initiate  treatment. 

Says  King:  “In  family  practice  we  receive  that  training 
in  our  residency.  These  cases  comprise  anywhere  from  5% 
to  40%  of  our  practice.  From  what  I gather  about  the  Part- 
ners Program,  it  would  limit  the  scope  of  our  practice,  but 
not  because  we’re  not  qualified.  Besides,  there  is  only  one 
psychiatrist  who  practices  in  our  county  and  he’s  here  for 
only  one  and  one-halfdays  a week.  When  I asked  him  how 
many  more  patients  from  this  county  he  could  take  on,  he 
said  ‘About  three,  if  I got  here  at  7:00  am.’  ” 

Education 

Another  irritant  for  King  is  the  lack  of  reliable  informa- 
tion. He  says  that  although  he  is  not  aware  of  any  cases  where 
the  PCP  has  been  penalized  for  delivering  mental  health  care, 
the  information  that  the  MCOs  and  TDMHMR  have  been 
sending  out  has  so  far  served  only  to  confuse  and  frighten 
physicians.  King  recounted  that  at  a recent  congress  of  del- 
egates meeting  for  the  Tennessee  Academy  of  Family  Physi- 
cians he  asked  for  a show  of  hands  for  those  who  knew  what 
the  TennCare  Partners  Program  was.  Only  a third  of  them 
raised  their  hands.  When  they  were  asked  if  they  understood 
the  program  or  how  it  would  affect  them,  not  one  hand  was 
raised. 

From  the  outset,  all  parties  agreed  that  communication 
and  education  for  providers  would  be  key.  However,  it  ap- 
pears that  no  one  agrees  as  to  who  should  do  that,  either. 
Even  if  the  MCOs  and  BHOs  agreed  on  who  should  give 
providers  the  information  they  need,  they  have  yet  to  agree 
on  exactly  what  to  tell  them. 

Andrea  Thaler  of  Access  . . . Med  Plus  says,  “We  origi- 
nally contacted  our  physicians  and  told  them  of  the  changes. 
We  had  hoped  there  would  be  more  education  on  the  part  of 
the  BHO,  but  it  has  taken  them  three  months  to  make  a move 
toward  that.” 
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Formulary 

Of  all  the  issues  doctors  have  raised,  the  formulary  prob- 
lem is  a concern  that  is  shared  by  PCPs  and  psychiatrists 
alike.  Robert  Neaderthal,  MD,  said  that  he  became  alarmed 
when  he  first  saw  the  Partners  formulary  because  it  included 
drugs  for  urinary  incontinence,  attention  deficit  disorders, 
headaches,  and  other  symptoms  medical  doctors  regularly 
treat. 

Says  Neaderthal,  “I  asked  [BHO  representatives]  if  they 
were  ready  to  deal  with  some  of  these  problems.  They  didn’t 
appear  too  excited  about  the  prospect.” 

Neaderthal  said  he  thinks  the  formulary  has  changed  for 
the  better,  but  he’s  not  sure.  He  said  that  he  has  been  given 
permission  to  prescribe  those  drugs  in  his  internal  medicine 
practice. 

Nashville  psychiatrist  Greg  Kyser,  MD,  says  that  though 
he  doesn’t  see  TennCare  patients  in  his  office,  he  does  oc- 
casionally treat  them  in  the  hospital,  and  has  encountered  for- 
mulary problems  there.  “There  have  been  situations  where  I 
would  prescribe  Drug  A to  a patient  in  the  hospital  without 
any  consequence.  But  when  the  patient  was  released  with  that 
same  prescription,  the  pharmacy  would  say  they  had  to  substi- 
tute with  Drug  B,  because  Drug  A wasn’t  on  the  formulary.” 
When  asked  who  would  reimburse  a PCP  for  prescribing 
Prozac  to  a patient  with  mild  depression,  Andrea  Thaler  re- 
sponded, “Access  . . .Med  Plus  wouldn’t  because  we  don’t  have 
any  psychotropics  on  our  formulary  anymore.” 

Thaler  went  on  to  say  that  Access  . . . Med  Plus  had  in- 
formed TBH  that  they  should  include  their  PCPs  in  the  BHO 
network  so  they  could  use  the  TBH  formulary.  TBH  agreed, 


but  said  they  couldn’t  do  that  and  maintain  their  NCQA 
status  unless  those  physicians  were  credentialed.  Now  there’s 
a question  as  to  whether  the  PCPs  who  have  already  gone 
through  the  credentialing  process  with  their  MCO  will  have 
to  go  through  the  exact  same  process  with  their  BHO  just  to 
use  that  formulary. 

Problems  Being  Solved,  Slowly 

A TennCare  Partners  Program  Medical  Oversight  Commit- 
tee has  been  established  to  function  much  like  the  TennCare 
Oversight  Committee.  The  short-term  goal  of  the  committee 
is  to  focus  on  two  key  issues — educating  the  medical  com- 
munity and  addressing  credentialling  issues. 

In  addition  to  the  Medical  Oversight  Committee,  repre- 
sentatives from  the  BHOs,  MCOs,  TDMHMR,  and  other  in- 
terested parties  have  met  at  various  times  to  discuss  the  best 
practice  guidelines. 

According  to  Phyllis  Franklin,  one  of  the  TMA  staff  rep- 
resentatives serving  as  an  advisor  to  the  committee,  progress 
has  been  slow. 

“In  the  first  few  meetings,  I left  with  the  understanding 
that  agreements  had  been  reached  on  certain  issues,  but  many 
of  those  same  issues  continue  to  surface,”  said  Franklin.  Fu- 
ture planning  sessions  will  be  held  at  the  TMA  headquarters, 
as  requested  by  representatives  from  the  BHOs  and  MCOs. 

Presumably,  when  the  best  practice  guidelines  have  been 
mutually  agreed  upon  by  the  MCOs,  BHOs,  TDMHMR,  and 
the  medical  advisors  to  the  committee,  someone  will  have  to 
take  responsibility  for  communicating  them  to  physicians. 
Unfortunately,  at  this  point  no  one  knows  when  that  will  be.Q 


ACCESSING  SERVICES 


PREMIER. ...Contact  Bob  Moore,  Pre-Authorization,  Phone  (615)  313-4452 


Blue  Cross 

Health  Net 

OmniCare 

Phoenix 

John  Deere 

VHP  Community  Care 


PCP  can  deliver  care  up  to  six  months  or  six  visits  and  then  calls  BHO 

PCP  delivers  care  for  mental  health  as  usual 

PCP  delivers  care  for  mental  health  as  usual 

PCP  delivers  care  for  mental  health  as  usual 

PCP  delivers  care  for  mental  health  as  usual 

PCP  delivers  care  for  mental  health  as  usual 


TBH Contact  Rena  Nunally,  Director  of  Provider  Services,  Phone  (423)  470-7687 

Blue  Care 


Prudential 

Preferred  Health  Partnership 
Access  . . . Med  Plus 
TLC 

Healthsource 


PCP  coverage  will  be  transferred  to  the  BHO  when  treatment  extends  beyond  six  continuous 
months  starting  with  the  first  office  visit  or  six  office  visits  within  a calendar  year 

BHO  will  pay  for  first  visit  to  PCP,  but  PCP  must  receive  BHO  approval  prior  to  the  second  and 
subsequent  visits 

BHO  will  pay  for  first  visit  to  PCP,  but  PCP  must  receive  BHO  approval  prior  to  the  second  and 
subsequent  visits 

BHO  assists  with  referrals  for  complicated  cases  that  require  treatment  of  more  than  six  months 
or  six  office  visits 

BHO  is  responsible  for  services  related  to  a diagnosis  of  mental  health  or  substance  abuse  and 
MCO  is  responsible  for  medical  services 

BHO  will  pay  for  first  visit  to  PCP,  but  PCP  must  receive  BHO  approval  prior  to  the  second  and 
subsequent  visits 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 


Was  Forewarning  Ignored? 


J.  Kelley  Avery,  MD 


Case  Report 

A 33-year-old  divorced 
mother  of  two  was  on  her  re- 
quest to  have  an  elective  tu- 
bal ligation.  She  had  a past 
history  of  hypertension  that 
had  been  treated  with  medi- 
cation with  good  results  for 
about  one  year,  but  she  had 
had  no  medication  for  the 
past  year. 

Preoperative  examination 
by  the  anesthesiologist  re- 
vealed blood  pressure  1 30/90 
mm  Hg,  pulse  90/min,  respi- 
rations 1 6/min.  The  chest  and 
heart  were  normal  and  the 
abdomen  revealed  no  masses 
or  tenderness.  Preoperative 
medication  consisted  of 
Demerol  50  mg,  Phenergan 
25  mg,  and  atropine  0.2  mg. 
The  nurse  anesthetist  noted 
on  the  record  that  the  patient 
was  “very  apprehensive.”  She 
was  given  Fentanyl,  nitrous 
oxide,  and  Ethrane.  Within  1 0 
minutes  of  the  induction,  the 
pulse  rate  had  risen  to  210/ 
min,  but  after  Inderal  was 
given  IV  the  rate  dropped  to 
1 10/min,  and  a decision  was 
made  to  continue  with  the 
surgery.  She  was  then  given  Pentothal  200  mg  and  Anectine 
80  mg,  and  intubated  with  a 7.5  ETT.  The  operation  was  con- 
tinued but  had  progressed  only  to  the  skin  incision  when  the 
pulse  rate  suddenly  dropped  to  38/min  and  the  blood  pres- 
sure to  about  80  mm  Hg  systolic.  Additional  atropine  (0.1 
mg)  was  given,  but  the  bradycardia  continued,  with  unde- 
tectable blood  pressure  or  pulse.  External  cardiac  message 
was  begun,  and  50  ml  of  sodium  bicarbonate  was  given  IV 


twice  in  a 7.5%  solution.  The  blood  pressure  was  supported 
with  Dopamine.  The  heart  rate  rose  to  142/min  and  the  blood 
pressure  to  1 10/80  mm  Hg  and  stabilized  at  about  this  level. 
Narcan  0.4  mg  was  given  IV,  and  the  patient  seemed  to  im- 
prove. She  was  extubated  and  transferred  to  the  ICU  breath- 
ing on  her  own. 

She  never  regained  consciousness.  A tracheostomy  was  re- 
quired to  maintain  respiration  and  clear  the  trachea,  and  a gas- 
trostomy feeding  tube  was  inserted.  The  patient  remained  in 
the  hospital  for  about  three  months  without  any  change  in  her 
condition,  after  which  she  was  transferred  to  a nursing  home. 
She  lived  for  six  years  in  a vegetative  state  before  she  died. 

A lawsuit  had  been  filed  charging  the  attending  physi- 
cian, the  anesthesiologist,  and  the  nurse  anesthetist  with  neg- 
ligence in  the  preoperative  evaluation  of  the  patient  with  re- 
spect to  her  hypertensive  history,  the  failure  to  adequately 
support  the  patient  on  induction  of  the  anesthesia,  and  the 
decision  to  continue  with  the  surgery  after  the  initial  episode 
of  tachycardia  on  induction. 

A satisfactory  explanation  of  the  cause  of  death  could  not 
be  given,  but  there  was  expert  testimony  pointing  to  several 
possibilities.  Expert  testimony  for  the  defendants  was  less 
than  aggressive.  A large  settlement  was  made  that  included 
the  care  received  in  the  nursing  home  and  support  of  her  minor 
children. 

Loss  Prevention  Comments 

When  this  kind  of  unanticipated  bad  result  occurs,  there 
is  no  shortage  of  possibilities.  Should  there  have  been  a more 
complete  cardiac  workup  because  of  her  history  of  hyperten- 
sion? Should  the  patient  have  been  observed  for  a time  to 
determine  whether  or  not  she  did  sometimes  have  significant 
hypertension?  She  had  not  had  medication  for  a year  and  her 
blood  pressure  was  borderline  at  130/90  mm  Hg  on  the 
preoperative  examination.  Was  the  comment  in  the  record  by 
the  nurse  anesthetist  that  the  patient  appeared  extremely  ap- 
prehensive after  her  preoperative  medication  and  before  the 
anesthesia  was  begun  an  observation  that  should  have  been 
conveyed  to  the  anesthesiologist  before  induction?  How  was 
one  to  interpret  the  sudden  tachycardia  at  the  beginning  of 
the  surgery?  Did  she  have  an  unexpected  reaction  to  the  an- 


Dr.  Avery  is  a member  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
order  to  make  it  less  easy  to 
identify.  If  you  recognize  your 
own  case,  please  be  assured 
that  it  is  presented  solely  for 
the  purpose  of  emphasizing  the 
issues  presented. 
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esthetic  agents?  Should  the  operation  have  been  canceled  at 
this  point  and  the  patient  allowed  to  stabilize?  All  of  these 
questions  and  more  have  been  raised  in  this  case,  without  a 
satisfactory  answer. 

There  is  no  question  whatever  that  the  team  who  took  care 
of  this  young  mother  has  examined  their  own  individual  and 
collective  involvement  in  this  case  carefully  and  in  depth.  All 
we  can  do  is  look  retrospectively  at  this  tragedy  and  try  to  es- 
tablish more  safeguards  for  our  patients  in  the  future.  The  his- 
tory of  hypertension  should  have  led  to  a search  for  evidence 
of  cardiac  or  renal  damage  that  could  have  contributed  to  the 
outcome  in  this  case.  The  tachycardia  without  any  known 
cause  should  have  caused  the  postponement  of  the  surgery 
until  more  answers  to  these  questions  were  forthcoming. □ 


Carolyn  Avery  & Associates,  Inc. 

Offers  a range  of  services 

• Physician  and/or  Staff  Consulting 

• On-Site  Training  & Seminars 

• Policies  & Procedures  Manuals 

• Employee  Handbooks 


PO  Box  159012  • Nashville,  TN  37215-9012 

(615)  383-6321  • Fax  (615)  385-9777 


Physicians  Beware! 


Promptly  Send  Address  Changes  to  BME 

Each  year  at  license  renewal  time,  many  physicians  never  get  a renewal  form  because  they  forgot  to  notify 
the  Board  of  Medical  Examiners  about  their  office  relocation.  Don’t  get  caught  in  this  trap  and  have  the  BME 
administratively  revoke  your  license!  Once  revoked,  you  will  spend  lots  of  time  and  attorney’s  fees  getting 
! reinstated.  Use  this  form  to  report  address  changes: 

I Old  Address 

| Name 

| Address 

| Address 

I City/State/Zip 

I New  Address 

I Address 

I Address 

I City/State/Zip 

1 Phone  Fax 

I E-Mail  Address  Effective  Date  of  New  Address 

I 

Copy  this  form  and  send  by  Then,  send  a copy  to: 

“return  receipt  requested ” mail  to:  Tennessee  Medical  Association 

Tennessee  Board  of  Medical  Examiners  PO  Box  120909 

426  Fifth  Avenue  North,  First  Floor  Nashville,  TN  37212-0909 

j Nashville,  TN  37247-1010  or  fax  it  to  TM A at  (615)  383-5918 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF  Health  Professions 
Toll  Free 

1-800-423-USAF 


The  Journal 


Original  Contribution 

Adult-Onset  Focal  Dystonias: 

Presentation  and  Treatment  Options 

Gregory  J.  Esper,  BS;  P.  David  Charles,  MD; 

Thomas  L.  Davis,  MD;  David  Robertson,  MD 


Introduction 

Dystonia  is  defined  as  a 
sustained,  involuntary  muscle 
contraction  that  causes  an 
abnormal  posture.  The  abnor- 
mal posture  has  a twisting 
component  and  it  may  last 
from  seconds  to  hours.  The 
onset  of  adult  focal  dystonia 
(AFD)  is  usually  insidious 
over  several  months,  making 
diagnosis  difficult.  Though 
the  majority  of  cases  are  id- 
iopathic, a familial  inherit- 
ance pattern  is  identified  in 
many  cases.  It  may  some- 
times be  secondary  to  injury 
to  the  central  or  peripheral 
nervous  system1  (Table  1).  A 
genetic  study  of  focal  dystonia  in  Great  Britain  revealed  that 
25%  of  index  cases  with  torticollis,  focal  cranial  dystonia, 
and  writer’s  cramp  had  relatives  with  dystonia.2  The  specific 
pathophysiology  of  AFD  is  unknown.  The  basal  ganglia  have 
been  clearly  implicated  in  the  production  of  the  movements, 
but  the  actual  abnormality  is  not  understood.1-3 

Misdiagnoses  are  common,  and  many  patients  are  initially 
diagnosed  as  suffering  from  a psychogenic  condition.2  Con- 
tributing to  this  incorrect  diagnosis  is  the  sensory  trick.4  This 
type  of  finding  is  not  seen  in  any  other  neurologic  disorder. 
Many  patients  with  AFD  find  that  lightly  placing  the  hand  on 
the  head  or  part  of  the  face  will  temporarily  reduce  the  invol- 
untary movement.  Patients  often  try  to  incorporate  this  “sen- 
sory trick”  into  a natural  looking  posture,  particularly  during 


conversation  or  other  social 
interaction.  AFD  is  socially 
disabling  due  to  the  abnormal 
position  caused  by  the  invol- 
untary muscle  contraction 
(Fig.  1). 

There  are  five  major  forms 
of  AFD  that  typically  occur 
in  specifically  localized  re- 
gions of  the  body.  Cervical 
dystonia  (spasmodic  torti- 
collis) causes  an  involuntary 
turning  or  abnormal  posture 
of  the  head  and  neck.4  Most 
often,  the  sternocleidomas- 
toid muscle  opposite  the  side 
of  the  head  and  the  splenius 
capitis  on  the  same  side  of  the 
head  turn  will  involuntarily 
contract  to  cause  the  abnormal  head  position.  Additionally, 
the  scalene  muscles  may  contribute  to  head  shift  or  tilt,  and 
the  levator  and  trapezius  will  cause  shoulder  elevation.  Deep 
cervical  paraspinal  muscles  can  contribute  to  forward  or  back- 
ward movement  (anterocollis  or  retrocollis).  Most  patients 
experience  a combination  of  abnormal  contractions,  leading 
to  a complex  head  position  in  multiple  planes.  Spasmodic 
torticollis  is  characterized  by  intermittent  periods  of  contrac- 
tion and  relaxation  of  the  affected  muscles.  The  contractions 
can  vary  with  frequent  relaxation  or  voluntary  corrective 

TABLE  1 

SECONDARY  CAUSES  OF  ADULT-ONSET  FOCAL  DYSTONIAS 


ABSTRACT 

Adult-onset  focal  dystonias  (AFD)  are  common  disor- 
ders that  are  often  misdiagnosed  and  incorrectly  treated. 
Their  presentation  is  readily  recognized,  and  botulinum 
toxin  has  become  the  agent  of  choice  for  treating  these  dis- 
orders. Most  of  the  focal  dystonias  include  cervical  dystonia, 
blepharospasm,  oromandibular  dystonia,  spasmodic  dys- 
phonia,  and  limb  dystonia,  specifically  writer’s  cramp.  Their 
onset  is  either  idiopathic,  familial,  or  post-traumatic,  and 
the  pathophysiology  of  the  focal  dystonias  is  not  currently 
known.  Local  injections  of  botulinum  toxin  into  the  affected 
area  result  in  chemical  denervation  of  the  muscle,  resulting 
in  a weakness  of  the  muscles  that  are  involved  in  the  sus- 
tained contractions.  This  weakness  alleviates  the  painful  con- 
traction of  the  dystonia.  In  this  paper  we  present  a case  study 
of  the  most  common  type  of  focal  dystonia,  cervical  dystonia. 
The  etiology  in  this  case  was  post-traumatic,  and  signifi- 
cant improvement  resulted  after  treatment  with  botulinum 
toxin  type  A. 


From  the  Division  of  Movement  Disorders,  Department  of 
Neurology,  Vanderbilt  University  Medical  Center,  Nashville. 

Reprint  requests  to  The  Movement  Disorders  Clinic,  Vanderbilt 
University  Medical  Center,  2100  Pierce  Ave.,  Suite  352,  Nash- 
ville, TN  37212  (Dr.  Charles). 
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Arteriovenous  malformation 
Hemorrhage 
Hemiatrophy 
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Congenital  muscular  problems 
Spinal  abnormalities 
Syringomyelia 


18 


Tennessee  Medicine  ~ January,  1997 


movements  and  produce  movements  that  resemble  tremor.4 
Other  patients  experience  sustained,  involuntary  movements 
that  hold  the  head  in  an  unusual  position  for  long  periods. 
The  involved  muscles  are  often  hypertrophied  and  tender. 

Blepharospasm  is  an  AFD  involving  the  orbicularis  oculi 
muscle  that  causes  intermittent,  involuntary,  forceful  eye 
blinking  or  sustained  eye  closure.5-6  Oromandibular  dystonia 
is  characterized  by  involuntary  movements  of  the  mouth,  jaw, 
and  often  the  tongue.7  Meige’s  syndrome  is  characterized  by 
the  combination  of  oromandibular  dystonia  and  blepharo- 
spasm.7 Spasmodic  dysphonia  is  an  AFD  that  causes  an  in- 
termittent strained  hoarseness  and  uncontrolled  voice  breaks 
or  changes  in  pitch  during  vowel-sounds  in  speech/  It  must 
be  differentiated  from  the  more  common  voice  tremor  asso- 
ciated with  essential  tremor.  The  speech  associated  with  spas- 
modic dysphonia  may  also  be  slow,  tight  and  effortful,  or 
breathy.  It  is  interesting  to  note  that  laughter,  crying,  swal- 
lowing, and  coughing  remain  unaffected/  This  paradox,  like 
the  sensory  trick,  is  strong  evidence  to  support  the  diagnosis 
of  spasmodic  dysphonia,  but  often  leads  the  physician  to  sus- 


Figure.  1.  Typical  head  position  of  a patient  with  cervical  dystonia.  The 
patient  pictured  here  is  not  the  patient  described  in  the  case  report. 


pect  a psychogenic  origin. 

AFD  may  affect  a single  arm,  leg,  or  more  commonly,  a 
hand  or  foot.  Writer’s  cramp  is  an  AFD  that  occurs  only  with 
writing,  and  is  thus  considered  task  specific.  It  is  not  simply 
a tired  and  aching  hand  or  forearm  after  prolonged  writing. 
Writer’s  cramp  is  characterized  by  an  unusual  sustained  con- 
traction of  hand  and/or  forearm  muscles  that  occurs  only  when 
and  soon  after  the  patient  attempts  to  write.1'  The  patient  does 
not  experience  the  involuntary  movement  with  other  tasks 
involving  the  involved  hand  and  forearm.  Other  focal  dys- 
tonias of  the  limbs  may  also  be  task  specific,  such  as  musi- 
cian’s cramp  that  occurs  only  when  the  patient  plays  an  in- 
strument (most  often  stringed  instruments).9  Again,  this 
paradox  often  convinces  the  physician  that  the  movement  is 
psychogenic,  but  its  presence  strongly  supports  the  diagno- 
sis of  an  AFD.  Simple  writer's  cramp  is  present  only  during 
the  act  of  writing,  but  a less  specific  dystonia  of  the  hand 
termed  dystonic  writer’s  cramp  may  be  present  with  writing 
or  performance  of  other  tasks.9 

The  optimal  treatment  for  most  forms  of  AFD  is  injec- 
tion of  botuhnum  toxin  type  A (BTX-A)  to  the  affected  mus- 
cles.4'7l(lBTX-A  is  a purified  form  of  the  neurotoxin  secreted 
by  Clostridium  botulinum.  BTX-A  inhibits  the  release  of  ace- 
tylcholine at  the  neuromuscular  junction.10  This  should  not 
be  confused  with  botulism,  which  is  a systemic  illness  char- 
acterized by  severe,  generalized  paralysis  most  often  brought 
on  by  eating  improperly  canned  food  that  is  contaminated 
with  the  bacteria.  In  the  anaerobic  environment  of  canned 
food,  the  bacteria  secrete  the  neurotoxin  responsible  for  the 
generalized  weakness.  Botulinum  toxin  is  the  most  potent 
neurotoxin  known.  In  its  therapeutic  form,  which  is  highly 
diluted,  it  has  its  effect  only  in  the  local  injection  site.  When 
used  in  therapeutic  doses,  adverse  systemic  effects  are  ex- 
ceedingly rare. 

The  muscles  needing  injection  with  BTX-A  are  identified 
by  observation,  palpation,  and  electromyography  (EMG). 
Proper  identification  and  isolation  of  all  the  affected  muscles 
is  a requirement  for  successful  treatment  of  a particular  AFD. 
During  the  course  of  three  to  ten  days  following  intramuscu- 
lar injection,  denervation  results  in  muscle  weakness.  This 
drug-induced  weakness  then  acts  to  alleviate  the  unwanted 
muscle  contraction.  The  effects  of  BTX-A  are  long  lasting 
but  not  permanent.10  Each  injection  typically  benefits  the 
patient  for  three  to  six  months.  Repeat  injections  can  be  ad- 
ministered three  to  four  times  yearly.  Approved  in  1989  for 
the  treatment  of  ocular  disorders,  BTX-A  has  been  success- 
fully administered  to  patients  over  a period  of  years  without 
a decline  in  effect.1"  Multicenter  clinical  trials  investigating 
BTX-A  for  the  treatment  of  cervical  dystonia,  spasticity,  and 
pain  are  ongoing. 

Side  effects  of  BTX-A  injections  are  most  often  excessive 
weakness  or  temporary  paralysis  of  the  injected  muscle.10 
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Injection  into  the  orbicularis  oculi  can  produce  lid  droop, 
and  injection  into  the  neck  may  cause  swallowing  difficulty. 

The  most  common  form  of  AFD  is  cervical  dystonia.  We 
describe  a typical  case  of  this  AFD. 

Case  Report 

A 52-year-old  right-handed  man  was  referred  to  The 
Movement  Disorders  Clinic  at  Vanderbilt  University  Medi- 
cal Center  for  the  treatment  of  cervical  dystonia.  He  noticed 
the  onset  of  an  unusual  pulling  sensation  in  the  head  and 
neck  soon  after  trauma  to  that  area.  Over  the  course  of  sev- 
eral months  the  neck  became  more  painful,  and  others  no- 
ticed an  unusual  head  position  that  was  not  consistently 
present.  After  two  failed  courses  of  physical  therapy,  the 
symptoms  continued  to  progress  and  became  associated  with 
pain  in  the  occipital  and  posterior  cervical  area.  Finally  the 
unusual  head  posture  was  noted  by  the  patient  as  it  caused 
head  turning  to  the  left,  particularly  during  tense  or  stressful 
situations  or  when  he  attempted  fine  tasks  with  his  hands.  He 
noted  that  placing  his  hand  on  his  chin  or  occipital  region 
would  offer  brief  and  temporary  relief  of  the  turning  move- 
ment. Within  two  to  three  years  the  symptoms  progressed  to 
become  constant,  daily,  and  disabling. 

Prior  to  referral,  treatment  with  baclofen,  trihexyphenidyl, 
and  BTX-A  produced  only  limited  benefit.  Additionally,  high 
doses  of  the  anticholinergic  agent  produced  mild  and  revers- 
ible clouding  of  intellectual  function. 

Examination  at  the  time  of  referral  revealed  hypertrophy  in 
the  right  sternocleidomastoid,  left  splenius  capitis,  left  leva- 
tor and  left  trapezius  muscles.  The  head  was  held  in  a constant 
rotation  to  the  left  with  the  left  shoulder  elevated.  Active  range 
of  motion  was  severely  limited  on  head  turning  to  the  right, 
and  passive  testing  revealed  increased  tone  in  the  same  direc- 
tion of  turning.  The  movement  was  made  worse  with  walking 
or  during  directed  tasks  involving  the  hands,  and  temporarily 
improved  when  he  placed  his  hand  on  his  chin  or  occiput. 

MRI  of  the  brain  and  cervical  spine  showed  no  abnormal- 
ity that  could  be  causative.  He  subsequently  received  an  in- 
jection of  BTX-A  every  three  to  five  months  over  a one-year 
period.  The  most  effective  dose  was  360  units  injected  via 
EMG  guidance  and  divided  equally  between  the  right  sterno- 
cleidomastoid, left  splenius  capitis,  scalene,  and  levator 


muscles.  He  experienced  partial  relief  of  head  turning  and 
moderate  relief  of  pain  for  a period  of  six  weeks  to  two  months 
after  each  injection. 

Discussion 

AFD  is  an  often  misdiagnosed  neurologic  problem  that 
causes  significant  pain,  embarrassment,  and  disability.  In  a 
majority  of  patients  intramuscular  injection  of  BTX-A  offers 
significant  improvement  that  lasts  three  to  six  months.  EMG 
guidance  is  useful  for  identifying  affected  muscles  and  for 
directing  the  toxin.  Repeat  injection  can  be  safely  performed 
for  years  without  the  development  of  tolerance.10  Injections 
should  not  be  given  more  than  once  every  three  months  in  an 
effort  to  avoid  the  development  of  antibodies  to  the  toxin. 

BTX-A  injections  might  not  be  beneficial  in  certain  pa- 
tients. Possible  reasons  for  this  include  the  presence  of  anti- 
bodies to  the  toxin,  which  bind  the  toxin  and  render  it  inef- 
fective, improper  muscle  identification  and  localization  for 
injection,  and  injection  of  too  low  a dose  of  BTX-A.  Differ- 
ent types  of  the  toxin  are  currently  under  development  in 
order  to  circumvent  inefficacy  due  to  antibody  development.10 

The  most  commonly  associated  side  effect  is  excessive 
weakness  in  the  muscles  injected.  When  the  anterior  neck 
muscles  are  injected  for  cervical  dystonia,  swallowing  diffi- 
culty can  develop,  and  in  rare  cases  it  may  be  severe  and 
require  tube  feeding.  Treatment  of  AFD  with  BTX-A  should 
be  carried  out  at  a specialized  center  for  the  treatment  of 
movement  disorders  by  physicians  experienced  in  its  use  and 
equipped  to  treat  side  effects  or  adverse  events. □ 
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HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doctors  who  are 
suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional  illness,  or  both,  including 
certain  behaviors  problematic  for  physicians.  The  thrust  of  the  program  is  rehabilitative,  not  punitive.  The 
Committee  is  composed  of  physicians  who  have  special  expertise  in  these  areas,  some  from  personal 
experience.  Effective  treatment  for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is 
detected  early.  The  Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which 
enables  a physician’s  impaired  condition  to  deteriorate. 

Call  the  TMF  Physicians  Health  Program  at  (615)  893-7755  in  Murfreesboro.  Telephone  message 
service  available  around  the  clock. 
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Introduction 

Ischemic  stroke  is  a major  cause  of  disability  and  death  in 
this  country  and  the  world.  In  order  to  reduce  the  incidence 
of  ischemic  stroke,  each  type  of  stroke  and  its  major  etiolo- 
gies must  be  examined  carefully  to  see  if  there  is  a role  for 
preventative  therapy  or  lifestyle.  Cerebral  embolism  is  an 
important  cause  of  stroke,  and  accounts  for  approximately 
30%  of  all  strokes.  Cerebral  embolism  is  the  result  of  many 
different  diseases,  and  atrial  fibrillation  (AF)  is  the  most  fre- 
quent cause  of  embolism. 

It  has  been  established  that  warfarin  anticoagulation  re- 
duces the  incidence  of  stroke  in  patients  with  rheumatic  valvu- 
lar disease,  especially  when  AF  is  present.  For  many  years  sev- 
eral stroke  experts  recommended  warfarin  anticoagulation  for 
patients  with  non-rheumatic  atrial  fibrillation  (NRAF).  How- 
ever, many  balked  at  this  suggestion  because  of  the  large  num- 
ber of  patients  with  NRAF,  the  difficulty  of  maintaining  some- 
one on  anticoagulation,  and  the  dangers  of  anticoagulation. 

Recently  several  studies  have  demonstrated  that  the  stroke 
rate  in  patients  with  NRAF  is  high,  that  warfarin  antico- 
agulation can  reduce  the  incidence  of  stroke,  and  that 
anticoagulation  can  be  effective  with  reasonable  safety.  This 
report  will  pose  some  of  the  frequently  asked  questions  about 
this  topic,  and  attempt  to  answer  them  with  data  from  the 
published  studies. 

What  Is  (he  Incidence  of  AF? 

AF  is  a common  arrhythmia  in  adults.1  In  the  general  popu- 
lation the  prevalence  of  AF  is  approximately  1%  and  rises  to 
5.9%  in  the  65  years  or  older  group.  AF  is  the  most  common 
arrhythmia  in  the  elderly,  and  is  associated  with  a fourfold  to 
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fivefold  increase  in  the  risk  of  stroke.  The  incidence  of  AF  in 
patients  60  years  or  older  is  0.5%  per  year,  and  50%  of  pa- 
tients with  NRAF  are  75  years  or  older. 

What  Is  the  Incidence  of  Stroke  in 
Patients  With  NRAF? 

The  incidence  of  stroke  in  patients  with  NRAF  increases 
with  age  and  with  the  presence  of  risk  factors.  Hypertension, 
diabetes  mellitus,  and  previous  stroke  or  transient  ischemic 
attack  (TIA)  were  identified  as  the  important  risk  factors. 
These  risk  factors  significantly  influence  the  incidence  of 
stroke.  Patients  who  were  65  years  or  younger  and  had  no 
risk  factors  (lone  AF)  were  at  very  low  risk  of  stroke  (1.0% 
per  year)  whether  or  not  they  received  therapy.  In  this  same 
age  group,  if  one  or  more  risk  factors  were  present  the  an- 
nual risk  rose  to  4.9%.  This  influence  on  the  annual  risk  rate 
was  seen  at  all  ages.  The  effect  of  one  risk  factor  increased 
the  annual  risk  from  4.3%  to  5.7%  in  the  65-75  years  group 
and  from  3.5%  to  8.1%  in  the  older  than  75  years  group. 
Population  studies2'4  have  shown  that  the  relative  risk  for 
stroke  in  patients  with  NRAF  is  5.6  to  7. 1 times  that  in  people 
without  NRAF. 

Several  important  potential  risk  factors  were  found  to  have 
no  influence  on  the  stroke  rate.5  These  include  smoking, 
length  of  time  the  patient  had  been  in  AF,  and  the  type  of  AF 
(chronic  vs.  paroxysmal).  In  many  studies,  however,  smok- 
ing has  been  identified  as  an  important  risk  factor  for  other 
types  of  stroke. 

Patients  with  AF  also  have  more  severe  strokes  than  those 
without  AF.'1  The  Framingham  study  found  the  stroke  rate  in 
AF  patients  to  be  nearly  twice  that  in  patients  without  AF.  In 
addition,  they  found  the  patients  with  AF  to  have  a higher 
recurrence  rate  of  stroke,  more  severe  neurologic  deficits, 
and  a poorer  outcome  than  patients  without  AF. 

Will  Warfarin  Prevent  Stroke  in  NRAF? 

There  have  been  six  major  randomized  studies  on  primary 
prevention  of  stroke  in  patients  with  NRAF  comparing  war- 
farm,  aspirin  and  control  patients,  and  one  study  of  second- 
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ary  prevention.  All  of  the  studies  agree,  and  the  data  are  con- 
vincing that  warfarin  anticoagulation  will  strikingly  reduce 
the  incidence  of  stroke  in  patients  with  NRAF. 

In  an  analysis  of  the  pooled  data  from  the  first  five  ran- 
domized studies,5  1 ,889  patient  years  of  warfarin  therapy  and 
1 ,802  patient  years  of  control  therapy  were  compared.  In  the 
aspirin-placebo  comparison  there  were  1,132  patient  years 
of  aspirin  therapy  and  1 ,133  patient  years  of  placebo  therapy. 
The  following  results  were  evident: 

• The  annual  incidence  of  stroke  in  patients  with  NRAF 
treated  with  warfarin  was  reduced  68%,  from  4.5%  to  1.4%. 

• Warfarin  reduced  stroke  incidence  in  all  groups  studied. 
Both  men  and  women  experienced  a benefit;  there  was  a 60% 
reduction  in  men  and  84%  reduction  in  women. 

• Patients  65  years  or  younger  without  risk  factors  had  an 
annual  rate  of  stroke  of  only  1%.  Warfarin  appears  to  reduce 
the  risk  of  stroke  in  all  other  patients  with  NRAF,  regardless 
of  other  risk  factors. 

• Aspirin  produced  a combined  annual  risk  reduction  of 
36%. 

The  above  data  were  on  primary  prevention  of  stroke  in 
patients  with  NRAF  with  no  prior  history  of  stroke  or  TIA. 
The  European  Atrial  Fibrillation  Trial  (EAFT)  studied  the 
effectiveness  of  warfarin,  aspirin,  and  placebo  in  the  preven- 
tion of  recurrent  stroke  in  patients  with  NRAF  with  prior  his- 
tory of  transient  ischemic  attack  or  stroke.7  Again,  striking 
results  were  obtained;  the  annual  incidence  of  stroke  was  12% 
in  the  placebo  group,  10%  in  the  aspirin  group,  and  4%  in 
the  warfarin  treated  group.  This  represents  a 66%  reduction 
of  the  stroke  incidence.  Therefore,  warfarin  is  as  effective  or 
more  so  in  stroke  prevention  in  patients  with  NRAF  and  pre- 
vious stroke  or  TIA  than  in  asymptomatic  patients  with  NRAF. 

Although  warfarin  is  effective  therapy,  it  imposes  a risk 
of  hemorrhage  and  a need  for  frequent  medical  monitoring 
of  the  therapy.  The  recent  Stroke  Prevention  in  Atrial  Fibril- 
lation III  (SPAF  III)*  study  was  done  to  determine  whether  it 
would  be  as  effective  and  safe  to  treat  NRAF  patients  with  a 
combination  of  low-intensity,  fixed-dose  warfarin  plus  aspi- 
rin as  with  the  adjusted  dose  regimen  summarized  above.  In 
an  open  label  study,  1,044  patients  with  NRAF  and  at  least 
one  risk  factor  were  randomized  to  low-intensity,  fixed-dose 
warfarin  sufficient  to  attain  an  international  normalized  ratio 
(INR)  of  1 .2  to  1 .5  and  aspirin  (325  mg/day)  or  to  adjusted- 
dose  warfarin  (INR  2.0  to  3.0).  The  results  showed  that  the 
adjusted-dose  warfarin  therapy  was  superior  to  the  low-in- 
tensity  warfarin  plus  aspirin,  with  an  annual  stroke  incidence 
1.9%  vs.  7.9%,  respectively. 

In  preventing  stroke  in  patients  with  NRAF  older  than  65 
years  or  with  one  or  more  risk  factors,  warfarin  has  proven 
superior  to  no  specific  therapy,  aspirin  therapy,  or  aspirin  and 
low-intensity  warfarin.  The  questions  are  how  to  prescribe 
the  warfarin  to  achieve  these  good  results  without  causing 


significant  side  effects,  and  how  we  can  better  stratify  the 
patients  in  order  to  select  patients  who  need  specific  thera- 
peutic regimens. 

Are  There  Guidelines  on  How 
To  Prescribe  Warfarin  in  NRAF? 

Unfortunately,  the  major  studies  reviewed  here  used  vari- 
ous degrees  of  anticoagulation.  The  SPAF  IIIs  study  showed 
that  low-intensity  anticoagulation  with  INRs  of  1.2  to  1.5 
were  not  effective  even  when  combined  with  aspirin  in  re- 
ducing the  annual  stroke  rate.  A recent  study  also  showed  a 
dramatic  rise  in  stroke  incidence  when  the  INR  fell  below 
2.O.9  The  risk  of  stroke  doubled  when  the  INR  fell  from  2.0 
to  1 .7,  and  the  risk  increased  further  when  the  INR  was  re- 
duced to  1.4. 

The  risk  of  stroke  with  INRs  greater  than  2.0  was  no  less 
than  with  an  INR  of  2.0,  and  the  risk  of  hemorrhage  did  not 
rise  until  the  INR  reached  4.0.  Therefore,  it  has  been  empha- 
sized that  to  optimize  the  use  of  anticoagulants,  the  target 
INR  needs  to  be  both  high  enough  to  prevent  stroke  and  low 
enough  to  avoid  major  hemorrhage.  The  recommended  range 
of  INR  is  2.0  to  3.0  to  prevent  strokes  in  patients  with  NRAF. 

Summary 

Warfarin  can  strikingly  prevent  stroke  in  patients  with 
NRAF  with  or  without  a history  of  stroke  or  TIA.  The  target 
degree  of  anticoagulation  is  an  INR  between  2.0  and  3.0. 
Any  degree  of  anticoagulation  with  less  than  an  INR  of  2.0 
will  not  provide  full  protection,  any  greater  anticoagulation 
is  no  more  effective,  and  an  INR  greater  than  4.0  increases 
the  risk  of  hemorrhage. 

Patients  65  years  or  younger  without  any  risk  factor  do  no 
better  with  warfarin  than  with  aspirin  or  placebo,  and  should 
not  be  anticoagulated.  All  older  patients  or  those  with  risk 
factors  but  without  contraindications  gain  significant  stroke 
prevention  with  warfarin  anticoagulation  as  recommended 
above.  □ 
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Pulmonary  Hypertension 
Associated  With  Cirrhosis 


Case  Report 

A 62-year-old  man  with  a history  of  alcoholic  cirrhosis, 
esophageal  varices,  hypertension,  and  previous  pulmonary 
histoplasmosis  ( 1 0/9 1 ) came  to  the  emergency  room  for  pro- 
gressive dyspnea  on  exertion  for  two  years  and  a 20  lb  weight 
gain  with  increased  lower  extremity  edema  for  two  months. 
He  denied  chest  pain,  orthopnea,  paroxysmal  or  nocturnal 
dyspnea,  cough,  or  arthritis.  His  medications  included  spi- 
ronolactone, quinapril,  and  omeprazole. 

On  physical  examination  he  was  afebrile,  with  a heart  rate 
of  104/min,  blood  pressure  of  150/74  mm  Hg,  and  a respira- 
tory rate  of  24/min.  Remarkable  findings  included  icteric 
sclerae,  gynecomastia,  and  spider  angiomata.  The  jugular 
venous  pressure  was  12  cm  of  water  with  positive  hepato- 
jugular  reflux.  The  PMI  was  nondisplaced,  with  a regular 
rate  and  rhythm,  a grade  2/6  holosystolic  murmur  heard  best 
at  the  left  fifth  intercostal  interspace,  and  an  increased  pul- 
monic second  heart  sound.  There  was  a 3+  pitting  ankle  and 
pretibial  edema.  Examination  of  the  gastrointestinal  tract, 
lungs,  and  musculoskeletal  system  was  unremarkable. 

Laboratory  studies  revealed  a blood  urea  nitrogen  of  13 
mg/dl,  creatinine  1 .2  mg/dl,  total  bilirubin  3.1  mg/dl,  SGOT 
24  IU/L,  albumin  2.6  gm/dl,  and  prothrombin  time  14. 1 sec- 
onds. The  EKG  revealed  normal  sinus  rhythm,  left  atrial 
enlargement,  and  left  ventricular  hypertrophy.  Chest  x-ray 
revealed  bilaterally  enlarged  pulmonary  arteries,  right  ven- 
tricular enlargement,  and  a chronic,  diffuse  fine  reticular- 
nodular  pattern  (consistent  with  old  histoplasmosis). 

The  patient  was  admitted  for  right-sided  congestive  heart 
failure.  Echocardiogram  revealed  moderate  tricuspid  regur- 
gitation, systolic  pulmonary  artery  pressures  of  90  to  100 
mm  Hg,  right  atrial  ventricular  enlargement,  and  concentric 
left  ventricular  hypertrophy  with  a left  ventricular  ejection 
fraction  of  >55%.  Agitated  saline  study  was  negative  for  in- 
tracardiac shunt.  Arterial  blood  gas  analysis  revealed  pH  7.48, 
Pco,  29  mm  Hg,  and  Po,7 1 mm  Hg  breathing  room  air.  Pul- 
monary function  tests  and  ventilation  perfusion  studies  were 
normal.  Right  and  left  heart  catheterization  revealed  the  fol- 
lowing pressures  in  mm  of  Hg:  right  atrium  8 (mean),  right 
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ventricle  73/10,  pulmonary  artery  73/29,  pulmonary  capil- 
lary wedge  pressure  7 (mean),  and  left  ventricle  1 64/1 1 . The 
cardiac  output  was  4.5  L/min,  the  systemic  vascular  resis- 
tance was  23  wood  unit,  and  the  pulmonary  vascular  resis- 
tance was  7.4  wood  units.  There  was  no  evidence  of  intracar- 
diac shunt,  and  the  coronary  arteries  were  normal.  Based  upon 
the  data  and  the  severity  of  the  pulmonary  hypertension,  car- 
diology and  pulmonary  consultants  agreed  with  the  diagno- 
sis of  pulmonary  hypertension  secondary  to  cirrhosis.  The 
patient  was  successfully  diuresed  with  furosemide,  and  low- 
dose  nifedipine  was  given  in  an  effort  to  lower  pulmonary 
artery  pressures.  The  patient  tolerated  this  well  and  was  dis- 
charged improved. 

Discussion 

Hepatic  cirrhosis  has  been  associated  with  numerous  pul- 
monary abnormalities.1  Approximately  15%  to  45%  of  pa- 
tients with  cirrhosis  will  have  arterial  hypoxemia,  clubbing, 
or  hyperventilation.  In  addition,  pulmonary  vascular  abnor- 
malities may  include  intrapulmonary  shunting,  portopul- 
monary  shunting,  pleural  shunting,  impaired  hypoxic  pul- 
monary vasoconstriction,  ventilation  perfusion  mismatching, 
or  pulmonary  hypertension.2 

This  particular  patient  suffered  from  profound  pulmonary 
hypertension  that  we  attributed  to  his  alcoholic  cirrhosis.  This 
is  an  uncommon  complication  that  occurs  in  less  than  1%  of 
patients  with  cirrhosis.1  One  of  the  largest  databases  comes 
from  the  NIH,  where  17  patients  with  cirrhosis  and  pulmo- 
nary hypertension  were  followed.1  Although  the  etiology  of 
cirrhosis  varied,  65%  were  related  to  alcohol  use.  Other  stud- 
ies have  shown  that  the  pulmonary  hypertension  occurs  ex- 
clusively in  cirrhotic  patients  with  associated  portal  hyper- 
tension. In  fact,  intrinsic  liver  disease  is  not  necessary,  and 
extrahepatic  portal  hypertension  from  other  causes  may  also 
be  associated  with  pulmonary  hypertension.4 

The  etiology  of  the  pulmonary  hypertension  still  remains 
obscure.  Typically,  cirrhotic  patients  have  low  pulmonary 
vascular  resistance,  normal  to  low  pulmonary  artery  pres- 
sures, and  elevated  cardiac  output.  In  this  subset  of  patients 
with  pulmonary  hypertension,  however,  typically  the  pulmo- 

( Continued  on  page  26) 
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Evolution  of  Our  Understanding 
Of  the  Importance  of 
Elevated  Systolic  Blood  Pressure 

William  B.  Applegate,  MD,  MPH 


Introduction 

Since  the  invention  of  indirect  auscultatory  sphygmoma- 
nometry  at  the  turn  of  the  century,  physicians  have  focused 
more  on  treating  elevations  of  diastolic  than  systolic  blood 
pressure.  As  described  by  Rutan  et  al,1  the  emphasis  on  dias- 
tolic pressure  results  from  theoretical  concerns  that  the  level 
of  diastolic  pressure  is  more  closely  related  to  end-organ  dam- 
age. The  fact  that  systolic  blood  pressure  rises,  on  average, 
throughout  the  life  span  in  industrialized  societies  has  also 
given  impetus  to  the  notion  that  elevation  of  systolic  blood 
pressure  is  an  aging-related  phenomenon  attributable  to  de- 
creased compliance  of  the  major  arteries.  For  years,  concern 
has  also  been  expressed  that  lowering  systolic  blood  pres- 
sure in  older  persons  might  reduce  their  cerebral  blood  flow.2 
Therefore,  clinicians  have  been  uncertain  whether  or  not  to 
treat  isolated  systolic  hypertension  (defined  as  systolic  pres- 
sure 3=160  mm  Hg  with  diastolic  pressure  <90  mm  Hg). 

However,  cross-sectional  studies  of  nonindustrialized  soci- 
eties have  failed  to  show  an  age-related  rise  in  systolic  blood 
pressure,3  and  suggest  that  isolated  systolic  hypertension  might 
be  more  related  to  environmental,  lifestyle,  and  disease  fac- 
tors than  to  aging  processes  themselves.  Many  epidemiologic 
studies  have  shown  that  for  persons  above  age  45,  systolic  pres- 
sure is  a greater  risk  factor  than  elevations  of  diastolic  blood 
pressure  for  subsequent  cardiovascular  morbidity  and  mor- 
tality.4 In  fact,  elevation  of  systolic  pressure  is  the  only  tradi- 
tional reversible  cardiovascular  risk  factor  that  does  not  have 
an  attenuation  of  risk  with  advancing  age.  Recent  epidemi- 
ologic data  reported  by  Taylor  and  colleagues5  from  the  Es- 
tablished Populations  for  Epidemiologic  Studies  in  the  Elder- 
ly (EPESE)  trial  demonstrate  that  over  the  age  of  65  elevation 
of  diastolic  pressure  actually  decreases  substantially  as  a car- 
diovascular risk  factor,  while  elevation  of  systolic  pressure 
continues  as  a significant  risk  factor  into  advanced  old  age. 

The  recent  publication  of  epidemiologic  data  from  the 
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Multiple  Risk  Factor  Intervention  Trial  (MRFIT)  screenees 
also  strongly  reinforce  elevation  of  systolic  pressure  as  a 
more  potent  risk  factor  than  elevation  of  diastolic  pressure, 
even  in  middle-aged  men.6  It  now  appears  that  for  persons 
middle-aged  and  older,  a systolic  pressure  of  160  mm  Hg  is 
a significantly  greater  risk  factor  than  a diastolic  pressure  of 
95  mm  Hg.  When  equivalent  levels  of  risk  are  examined,  a 
systolic  pressure  of  135  mm  Hg  carries  about  the  same  level 
of  risk  as  a diastolic  pressure  of  90  mm  Hg.  The  relationship 
between  levels  of  systolic  pressure  and  future  risk  is  curvi- 
linear, and  there  is  no  cutpoint  below  which  a given  pres- 
sure can  be  considered  “normal.”  In  fact,  persons  with  bor- 
derline blood  pressures  (systolic  blood  pressure  of  140  to 
160  mm  Hg  or  diastolic  blood  pressure  of  80  to  89  mm  Hg) 
are  still  at  greater  risk  than  those  with  lower  blood  pressures.6 
Presence  of  isolated  systolic  hypertension  has  thus  been  re- 
peatedly shown  to  confer  substantial  risk  of  future  cardio- 
vascular events. 

Results  From  Recent  Clinical  Trials 

Results  of  two  major  clinical  trials  published  in  the  last 
few  years — the  Systolic  Hypertension  in  the  Elderly  Program 
(SHEP)7  and  the  Medical  Research  Council  (MRC)  trial  on 
hypertension  in  the  elderly8 — now  have  definitively  shown 
that  drug  treatment  of  isolated7  or  predominant  systolic  hy- 
pertension8 in  older  persons  reduces  cerebrovascular,  coro- 
nary heart,  and  total  cardiovascular  morbidity  and  mortality. 
The  SHEP7  trial  randomized  4,700  older  men  and  women 
with  isolated  systolic  hypertension  to  a stepped  care  regimen 
that  included  chlorthalidone  ( 1 2.5  to  25  mg,  with  oral  potas- 
sium supplements  if  the  serum  potassium  dropped  below  3.5 
mg),  and  atenolol  (25  to  50  mg)  or  reserpine  (0.05  to  0.1 
mg).  Overall,  the  treatment  group  experienced  a reduction  of 
30  cerebrovascular  and  55  cardiovascular  morbid  and  mortal 
events  over  the  five-year  study  per  1 ,000  person-years  of  treat- 
ment. Despite  concerns  that  diuretics  might  increase  coro- 
nary risk,  the  diuretic-based  regimen  produced  an  impres- 
sive and  significant  25%  reduction  in  combined  fatal  and 
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nonfatal  coronary  heart  disease  events,  with  a five-year  ab- 
solute benefit  of  16  such  events  prevented  per  1 ,000  person- 
years.  There  was  also  a 13%  reduction  in  total  mortality  in 
the  treatment  group  that  did  not  reach  statistical  significance. 
Subgroup  analyses  showed  that  benefit  from  treatment  was 
seen  in  all  age,  race,  and  gender  subgroups,  including  per- 
sons over  age  80  at  entry  and  in  persons  with  and  without 
baseline  EKG  abnormalities.  The  percent  reduction  in  stroke 
and  cardiovascular  disease  was  as  great  for  participants  with 
a baseline  systolic  pressure  of  160  to  170  mm  Hg  as  it  was 
for  participants  with  a higher  baseline  pressure.  This  may 
indicate  that  160  mm  Hg  is  a fairly  high  cutoff  for  treating 
isolated  systolic  hypertension,  and  future  trends  may  be  to 
treat  older  persons  with  a systolic  blood  pressure  of  140  to 
160  mm  Hg.  As  a result  of  the  SHEP  trial,  it  is  no  longer 
tenable  for  clinicians  to  focus  exclusively  on  diastolic  blood 
pressure  when  treating  elderly  patients  with  hypertension. 
Rather,  treatment  goals  should  target  both  systolic  and  dias- 
tolic pressures. 

The  MRC  Council  has  also  conducted  an  antihypertensive 
trial  involving  4,396  men  and  women  aged  65  to  74  years 
with  average  systolic  blood  pressure  of  160  to  209  mm  Hg 
and  diastolic  pressures  of  under  1 1 5 mm  Hg.s  This  was  basi- 
cally a trial  evaluating  the  impact  of  treating  persons  with 
predominant  systolic  hypertension,  since  the  baseline  sys- 
tolic/diastolic pressures  in  all  three  groups  averaged  193/91 
mm  Hg.  Participants  were  randomized  to  atenolol  (50  mg/ 
day),  hydrochlorothiazide  (25  or  50  mg/day)  plus  amiloride 
(2.5  or  5 mg/day),  or  placebo.  Mean  follow-up  was  5.8  years. 
If  blood  pressure  was  not  controlled  on  the  initial  regimen, 
then  the  diuretic  regimen  could  be  added  to  the  beta  blocker 
regimen  and  vice  versa.  Compared  with  the  placebo  group, 
actively  treated  subjects  (diuretic  and  beta  blocker  combined) 
had  a 25%  reduction  in  stroke  (P=0.04),  a 19%  reduction  in 
coronary  events  (P=0.08),  and  a 17%  reduction  in  all  cardio- 
vascular events  (P=0.03).  Interestingly,  after  adjustment  for 
baseline  characteristics,  beta  blocker  therapy  alone  did  not 
produce  a significant  reduction  of  any  of  these  endpoints, 
while  the  diuretic  treatment  resulted  in  a significant  (31%) 
reduction  in  strokes  (P=0.04),  a 44%  reduction  in  coronary 
events  (P=0.0009),  and  a 35%  reduction  in  all  cardiovascu- 
lar events  (P=0.0005)  compared  to  placebo.  One  potential 
reason  for  the  poor  results  in  the  beta  blocker  group  was  that 
the  beta  blocker  group  had  more  withdrawals  for  both  intol- 
erable side  effects  and  failure  to  control  blood  pressure  (333 
and  12,  respectively,  for  the  beta  blocker  group  compared  to 
160  and  1 for  the  diuretic  group).  The  overall  rate  of  partici- 
pants lost  to  follow-up  was  a surprisingly  high  25%.  This 
study  confirms  the  SHEP  conclusions  that  low-dose  diuretic 
therapy  is  relatively  well  tolerated  and  will  lower  the  rate  of 
both  stroke  and  coronary  heart  disease  in  older  persons  with 
systolic/diastolic  hypertension. 


Discussion 

Clinical  trial  results  clearly  confirm  the  significance  and 
the  utility  of  using  a diuretic-based  regimen  to  lower  eleva- 
tions of  systolic  blood  pressure.  Given  the  MRC  results,  it 
would  appear  that  a low  to  moderate  dose  of  a diuretic  is  the 
favored  approach.  In  fact,  in  studies  directly  comparing  the 
extent  of  systolic  blood  pressure  lowering  by  type  of  anti- 
hypertensive drug,  no  drug  class  lowers  systolic  pressure  as 
easily  as  the  diuretics.9 

Epidemiologic  data  indicate  that  a systolic  blood  pressure 
of  1 60  mm  Hg  carries  as  great  a risk  as  a diastolic  pressure  of 
100  to  105  mm  Hg  in  middle  aged  men,fi  and  analyses  con- 
ducted by  the  SHEP  investigators  indicate  that  those  persons 
with  mild  levels  of  isolated  systolic  hypertension  (systolic 
pressure  of  160  to  170  mm  Hg)  experienced  substantial  ben- 
efit from  treatment.  In  fact  the  SHEP  data  (plus  the  other 
epidemiologic  data  described  above)  raise  the  question 
whether  persons  with  even  more  modest  elevations  of  sys- 
tolic blood  pressure  (e.g.,  1 40  to  1 60  mm  Hg)  should  also  be 
treated.  Such  persons  are  at  increased  epidemiologic  risk.  In 
the  SHEP  study,  for  example,  the  average  systolic  pressure 
in  the  placebo  group  over  the  course  of  the  study  actually 
was  approximately  156  mm  Hg  (because  of  regression  to  the 
mean).  There  is  no  definitive  answer  available  for  this  latter 
issue,  but  certainly  nonpharmacologic  therapy  might  be 
appropriate  for  persons  with  a systolic  blood  pressure  of  140 
to  1 60  mm  Hg. 

Results  from  multiple  anlihypertensive  trials  of  treatment 
of  systolic/diastolic  hypertension  indicate  that  attributable 
benefit  from  therapy  increases  as  the  level  of  baseline  dias- 
tolic pressure  increases.  By  analogy,  for  elevations  of  sys- 
tolic blood  pressure,  clinicians  should  be  particularly  aggres- 
sive in  treating  older  persons  with  very  high  systolic  pressure. 
The  SHEP  results  clearly  indicate  that  the  percent  reduction 
in  stroke  was  as  great  for  treated  persons  over  age  80  years 
with  isolated  systolic  hypertension  as  for  those  aged  60  to  70 
years.  This  was  recently  confirmed  by  the  STOP-Hyperten- 
sion  trial,  which  demonstrated  that  treating  systolic/diastolic 
hypertension  in  persons  up  to  age  84  is  probably  beneficial.10 

While  there  is  danger  in  over-interpreting  findings  from 
some  clinical  trials,  low-dose  treatment  of  isolated  systolic 
hypertension  is  probably  worthwhile  if  troubling  side  effects 
can  be  avoided.  If  a clinician  is  uncertain  for  whatever  rea- 
son (questionable  patient  prognosis,  unavoidable  side  effects 
of  antihypertensive  medication,  patient  preference,  etc.)  about 
treating  a given  patient,  it  may  well  be  reasonable  to  stratify 
patients  with  regard  to  their  overall  cardiovascular  risk  and 
focus  on  treating  those  at  higher  risk.  Multiple  epidemiologic 
and  intervention  studies  indicate  that  patients  with  several 
cardiovascular  risk  factors,  signs  of  end-organ  damage,  or  a 
history  of  prior  cardiovascular  morbid  events  are  at  higher 
risk11, 12  and  should  be  treated  more  aggressively.  In  the  SHEP 
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study,  participants  with  baseline  EKG  abnormalities  experi- 
enced a greater  percent  reduction  in  subsequent  cardiovas- 
cular events  with  treatment  than  those  with  normal  EKGs  at 
baseline.7  Recent  epidemiologic  data  have  demonstrated  un- 
equivocally that  an  increase  in  left  ventricular  mass  (as  as- 
sessed by  electrocardiogram  or  echocardiogram)  is  a potent 
predictor  of  risk  independent  of  the  level  of  blood  pressure.13 
Therefore,  patients  with  isolated  systolic  hypertension  and 
increased  left  ventricular  mass  are  a high-risk  group  and 
should  be  treated  aggressively. 

Finally,  the  reader  should  not  lose  sight  of  the  most  impor- 
tant message  to  be  derived  from  the  SHEP  and  MRC  trials. 
Henceforward,  it  is  no  longer  tenable  for  clinicians  to  base  treat- 
ment decisions  and  treatment  goals  for  persons  of  middle  age 
or  older  primarily  on  the  level  of  diastolic  blood  pressure. 
Treatment  strategies  must  now  place  at  least  as  much  impor- 
tance on  systolic  as  on  diastolic  blood  pressure.  Although  few 
data  exist  regarding  the  optimal  lowering  of  systolic  pres- 
sure, the  SHEP  regimen  of  lowering  the  systolic  blood  pres- 
sure to  1 60  mm  Hg  or  20  mm  Hg  below  baseline  levels,  which- 
ever is  lower,  is  both  appropriate  and  of  proven  efficacy.  The 


clinical  dictum  that  “100  plus  age”  is  a normal  systolic  pres- 
sure for  an  older  person  has  been  proven  incorrect.  I4G 
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nary  artery  pressures  are  severely  elevated.  The  NIH  data- 
base from  this  subset  reported  average  systolic  pulmonary 
and  diastolic  pressures  of  83.8  and  35.2  mm  Hg  respectively.3 
Thromboembolism  from  the  portal  vein  to  the  lungs  via 
portocaval  collaterals  was  initially  suggested  as  a possible 
mechanism.  Autopsy  studies,  however,  have  not  supported 
this.  Imbalance  between  vasoconstrictive  and  vasodilator  fac- 
tors on  the  pulmonary  circulation  is  a possible  cause.  Ac- 
cording to  this  theory,  vasoconstrictive  or  toxic  metabolites, 
typically  destroyed  by  normal  liver  function,  can  injure  the 
pulmonary  vasculature  through  portosystemic  shunting.  Such 
mediators  as  prostaglandin  F2,  serotonin,  bradykinin,  and  his- 
tamine have  been  suggested.4  Autopsy  studies  have  also 
shown  evidence  of  plexogenic  pulmonary  arteriopathy,  which 
involves  obliterative  changes  in  the  pulmonary  arteriolar  bed. 
This  was  once  thought  to  be  pathognomic  for  primary  pul- 
monary hypertension,  but  recently  has  been  seen  in  pulmo- 
nary hypertension  related  to  cirrhosis  and  HIV. 

The  prognosis  of  these  patients  has  not  been  studied  sys- 


tematically, but  it  is  thought  to  be  poor.  There  are  few  treat- 
ment options,  since  typically  the  pulmonary  hypertension  is 
far  advanced  at  the  time  of  diagnosis.  Some  clinicians  have 
used  diuretics  to  relieve  systems  of  right-sided  congestive 
heart  failure,  but  overdiuresis,  with  a resulting  decrease  in 
left  ventricular  filling  pressure,  must  be  avoided.  The  high  pul- 
monary pressures  do  not  usually  respond  to  nitroglycerine, 
sodium  nitroprusside,  or  nifedipine.  If  appropriate,  liver  trans- 
plantation is  an  option,  and  there  have  been  case  reports  of 
resolution  of  the  pulmonary  hypertension  after  surgery.  Un- 
fortunately, the  operative  mortality  may  be  as  high  as  70%. 
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Introduction 

Before  the  era  of  water  fluoridation,  exposure  of  individu- 
als to  fluoride  was  limited  to  naturally  fluoridated  water.  To- 
day, there  is  a wide  array  of  available  sources  of  fluoride, 
including  fluoridated  drinking  water,  toothpastes,  mouth 
rinses,  professionally  applied  topical  fluoride  gels,  dietary 
fluoride  supplements,  foods,  and  beverages.  Virtually  every 
person  in  the  United  States  has  some  exposure  to  fluoride 
even  if  the  primary  water  supply  is  not  fluoridated.  Wide- 
spread exposure  to  fluoride  has  resulted  in  a dramatic  de- 
cline in  dental  caries,  but  an  increased  prevalence  of  enamel 
fluorosis  in  children. 

Certain  fluoride  products  such  as  toothpastes  and  dietary 
fluoride  supplements  can  cause  fluorosis  when  used  inap- 
propriately.1 Studies  reveal  that  physicians  and  dentists  con- 
tinue to  prescribe  fluoride  supplements  improperly  by  not 
ordering  fluoride  assays  or  not  following  revised  supplement 
protocols.  It  is  important  for  health  professionals  to  know 
about  the  importance  of  fluoride  in  preventing  dental  caries, 
the  appropriate  prescription  of  dietary  fluoride  supplements, 
and  the  importance  of  counseling  parents  and  children  about 
the  proper  use  of  fluoride  products,  especially  toothpaste. 

Water  Fluoridation 

Since  1945,  studies  have  established  that  ingestion  of  1 part 
per  million  (ppm)  of  fluoride  in  the  drinking  water  is  safe, 
cost  effective,  and  remarkably  efficacious  in  reducing  dental 
caries  with  an  acceptable  level  of  risk  for  enamel  fluorosis. 
In  Tennessee,  approximately  354  of  454  community  water 
systems  that  can  be  fluoridated  are  fluoridated.  About  84% 
of  the  state’s  population  is  served  with  fluoridated  water.  The 
remaining  16%  drink  water  from  a source  (private  well, 
spring,  or  community  water  system)  that  is  deficient  in  fluo- 
ride. A list  of  Tennessee’s  fluoridated  water  systems  is  avail- 
able upon  request  from  the  Department  of  Health. 


From  the  Tennessee  Department  of  Health,  Nashville.  Dr.  Gillcrist 
is  director  of  Oral  Health  Services  at  TDH. 


Caries  Prevention 

Prior  to  the  initiation  of  community  water  fluoridation, 
dental  caries  was  a national  scourge.  Affliction  was  univer- 
sal, with  pain,  suffering,  and  premature  loss  of  teeth  consid- 
ered a common  occurrence.  One-half  century  later,  with  wide- 
spread exposure  of  individuals  to  multiple  sources  of  fluoride, 
caries  levels  have  dropped  precipitously.  In  the  last  two  de- 
cades alone  there  has  been  a 65%  reduction  in  caries  levels 
in  school-age  children.  Also,  55%  of  children  5 to  17  years 
of  age  have  a caries-free  permanent  dentition  compared  to 
only  26%  in  197 1-1974.2 

Fluorosis  Trends 

The  effects  of  fluoride  can  be  topical,  systemic,  or  both. 
When  fluoride  is  ingested,  its  mode  of  action  is  primarily 
systemic.  The  fluoride  ion  is  incorporated  into  the  crystal 
lattice  of  the  tooth's  enamel,  forming  a stronger  and  more 
acid-resistant  enamel.  Enamel  fluorosis  is  the  hypominer- 
alization  of  the  enamel  caused  by  excessive  fluoride  inges- 
tion during  the  enamel  development  stage  of  tooth  forma- 
tion. This  cosmetic  condition  ranges  in  severity  from  barely 
perceptible  whitish  blemishes  to  discrete  or  confluent  pitting 
of  the  enamel  surfaces  followed  by  brownish  staining.  The 
most  critical  stage  of  vulnerability  to  fluorosis,  with  esthetic 
effects  on  anterior  teeth,  is  birth  to  3 years  of  age.14 

The  prevalence  of  enamel  fluorosis  is  greater  today  than 
that  reported  in  the  1940s.  Most  of  the  fluorosis  observed  is 
classified  as  mild.  Increases  in  prevalence  rates  have  occurred 
in  both  fluoridated  and  non-fluoridated  communities  with  the 
latter  demonstrating  the  most  significant  rise.  Two  fluoride 
products  known  to  be  risk  factors  for  enamel  fluorosis  are 
toothpastes  and  dietary  fluoride  supplements. 

Toothpaste 

Toothpastes  sold  over  the  counter  in  the  United  States 
contain  high  (from  1,000  to  1,500  ppm)  concentrations  of 
fluoride.  Although  these  formulations  help  to  prevent  dental 
caries  in  adults  with  no  risk  of  fluorosis,  they  are  a major 
fluorosis  risk  factor  for  young  children  who  deliberately  or 
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TABLE  1 

SUPPLEMENTAL  FLUORIDE  DOSAGE  SCHEDULE  IN  MG/DAY 
REVISED,  WINTER  1994 


Age  of  Child 


Concentration  of  Fluoride  in  Water  Supply  (ppm  or  mg/L) 
0-0.3  ppm  0.3-0. 6 ppm  >0.6  ppm 


Birth  to  6 mo  0 

6 mo  to  3 yrs  0.25  mg 

3 to  6 yrs  0.5  mg 

6 to  16  yrs  1.0  mg 


0 0 

0 0 

0.25  mg  0 

0.5  mg  0 


inadvertently  swallow  toothpaste,  especially  in  fluoridated 
communities.  Over  70%  of  enamel  fluorosis  in  children  who 
grew  up  in  six  optimally  fluoridated  Connecticut  communi- 
ties could  be  attributed  to  early  use  of  more  than  pea-sized 
amounts  of  toothpaste.1-5  It  is  recommended  that  parents  with 
children  younger  than  age  6 supervise  their  child’s  tooth- 
brushing  to  ensure  the  use  of  very  small  amounts  of  tooth- 
paste (one-quarter-inch  length  or  less),  and  that  the  children 
do  not  swallow  the  paste.  Also,  parents  should  avoid  the  ten- 
dency to  purchase  flavored  toothpastes  or  formulations  con- 
taining more  than  1 , 1 00  ppm  fluoride.  Europe,  New  Zealand, 
and  Australia  have  begun  marketing  pediatric  toothpastes 
containing  fluoride  concentrations  from  250  to  500  ppm  to 
minimize  the  risk  of  fluorosis  in  children. 

Fluoride  Supplementation 

Dietary  fluoride  supplements  are  a type  of  systemic  fluo- 
ride developed  as  an  alternative  to  water  fluoridation.  To  en- 
sure effectiveness,  they  should  be  taken  daily.  Supplements 
are  marketed  in  the  form  of  tablets,  drops,  or  multiple  vita- 
mins. To  prevent  excessive  fluoride  intake  resulting  in  fluo- 
rosis, supplements  should  never  be  prescribed  to  children 
whose  drinking  water  source  is  optimally  fluoridated.  Twenty- 
five  percent  of  the  fluorosis  in  six  optimally  fluoridated  Con- 
necticut communities  could  be  attributed  to  inappropriate 
prescription  of  fluoride  supplements.1-5  Studies  on  supplemen- 
tation practices  of  physicians  and  dentists  over  the  past  two 
decades  reveal  continued  improperly  prescribed  fluoride  sup- 
plements irrespective  of  the  community’s  fluoridation  status. 
Prior  to  supplementation,  many  practitioners  also  fail  to  re- 
quest water  samples  for  fluoride  analysis  from  patients  whose 
primary  water  source  is  a private  well  or  spring.  Infants  and 
preschoolers  are  more  likely  to  see  a pediatrician  or  other 
physician  than  a dentist,  so  these  practitioners  are  the  pri- 
mary source  of  fluoride  supplementation  for  young  children. 

In  1994,  representatives  from  the  American  Dental  Asso- 
ciation, American  Academy  of  Pediatric  Dentistry,  and  Ameri- 
can Academy  of  Pediatrics  met  at  a workshop  to  determine  if 
fluoride  supplementation  was  still  a legitimate  caries-prev- 
entive regimen  in  view  of  declining  caries  and  increasing 
fluorosis  levels.  The  consensus  was  that  supplementation  be 
continued  according  to  a more  conservative  dosage  schedule 


for  children  drinking  water  deficient  in  fluoride.6  The  dosage 
schedule  designed  to  minimize  the  risk  of  fluorosis  related  to 
supplement  use  is  shown  in  Table  1. 

A major  change  from  the  former  schedule  is  that  supple- 
mentation should  not  begin  until  6 months  of  age  instead  of 
at  birth.  This  has  implications  for  mothers  living  in  fluori- 
dated areas  who  are  breastfeeding  and  request  fluoride  supple- 
ments for  infants.  Findings  show  that  breast  milk  contains 
negligible  amounts  of  fluoride.  Nevertheless,  practitioners 
should  refrain  from  the  practice  of  prescribing  supplements 
in  these  cases,  because  by  6 months  of  age,  these  infants  are 
consuming  tap  water,  infant  formulas,  and  cereals.  Studies 
reveal  that  when  infant  formulas  and  cereals  are  reconsti- 
tuted with  fluoridated  water  they  provide  more  than  suffi- 
cient amounts  of  fluoride. 

Conclusion 

1.  Topical  and  systemic  fluorides  are  extremely  effective 
in  preventing  dental  caries. 

2.  There  has  been  an  increased  exposure  of  the  population 
to  fluorides  because  of  the  widespread  availability  of  fluo- 
ride from  multiple  sources. 

3.  While  caries  levels  have  dropped,  the  prevalence  of  the 
milder  forms  of  enamel  fluorosis  has  increased. 

4.  Toothpastes  and  dietary  fluoride  supplements  can  cause 
fluorosis  in  young  children  when  used  inappropriately. 

5.  Physicians  and  dentists  can  help  reduce  the  risk  of  fluo- 
rosis by  advising  patients  about  the  appropriate  use  of  fluo- 
ride products  and  by  adhering  to  recommendations  regard- 
ing prescription  of  fluoride  supplements. □ 
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TN  DEPARTMENT  OF  MENTAL  HEALTH 
MENTAL  RETARDATION 

Full-time  practice  positions  available  in  Greeneville,  Nashville,  and  Arlington.  Salary  potential 
up  to  $140,000  based  on  specialty  and  experience.  Preferred  specialty  in  Psychiatry,  Internal 
Medicine,  or  Family  Practice.  Physicians  with  a two-year  fellowship  in  Developmental 
Disabilities  encouraged  to  apply,  other  specialties  will  be  considered. 

SEND  RESUME  OR  CONTACT 

Steve  Roth,  Superintendent 
‘Clover  Bottom  Developmental  Center 
275  Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)  231-5372 
FAX:  (615)  231-5396 

Max  Jackson,  Superintendent 
‘Arlington  Developmental  Center 
11293  Memphis-Arlington  Road 
Arlington,  TN  38002-5022 
Telephone:  (901 ) 867-5022 
FAX:  (901)  867-5026 

Robert  Erb,  Superintendent 
‘Greene  Valley  Developmental  Center 
P.O.  Box  910 

Greeneville,  TN  37744-091 0 
Telephone:  (423)  787-6568 
FAX:  (423)  787-6574 

Pat  Womack,  Recruitment 
710  James  Robertson  Parkway 
1 1th  Floor  Gateway  Plaza 
Nashville,  TN  37243 
Telephone:  (615)  532-6580 
(615)  231-5374 
FAX:  (615)  741-4567 

These  24-hour  facilities  are  stable  and  challenging  settings  serving  children  and  adults  who 
have  developmental  disabilities.  BENEFITS  include:  professional  liability  coverage, 
comprehensive  individual  benefits  valued  at  an  additional  25%  to  salary,  academic  affiliations, 
work  with  an  excellent  team  of  professionals,  and  financial  assistance  with  job  interviews 
and  relocation  expense. 
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News  and  Views 


TMA  Alliance  Report 


Young  at  25 

The  Montgomery  County  Medical  Alliance  was  formed  25 
years  ago.  A small  group  of  us  met  around  a kitchen  table  to 
discuss  ways  in  which  we  could  be  of  help  to  our  overworked 
spouses.  We  wanted  to  support  one  another  in  those  stressful 
times.  Now  the  issues  have  changed.  The  medical  community 
is  much  larger.  Technologies  have  advanced.  But  with  the  com- 
ing of  managed  care,  escalation  of  litigation,  and  other  rapid 
changes,  the  need  for  support  has  not  diminished.  There  is  even 
greater  need  now  for  programs  to  improve  health  in  our  com- 
munity. Anti-violence  programs,  prevention  of  illegal  drug  use, 
and  awareness  of  preventative  care  are  more  than  ever  timely 
issues.  Although  forming  friendships  and  support  within  the 
group  are  still  important,  programs  to  improve  health  have  be- 
come the  main  focus  of  the  Alliance. 

The  stress  of  the  changing  environment  for  delivering  health 
care  took  its  toll  two  years  ago  when  the  Alliance  stopped  hav- 
ing regular  meetings.  In  her  concern  for  continuance  of  the  pro- 
grams in  Montgomery  County,  state  president  Lynn  Overholt 
called  together  a group  to  reorganize.  In  the  fall  of  1995  a lun- 
cheon was  held  for  all  eligible  participants.  Thirty-five  physi- 
cians’ spouses  attended. 

The  medical  community  in  Clarksville  is  continuing  to  grow 
rapidly.  At  last  count,  the  Montgomery  County  Medical  Alli- 
ance has  48  members  and  is  still  growing.  Our  very  active  mem- 
bership chairman  Peggy  Richardson  has  contacted  all  those  eli- 
gible for  membership.  Though  some  of  our  members  are  not 
able  to  attend  meetings,  as  they  have  jobs  or  small  children  at 
home,  they  want  to  support  our  current  efforts  to  put  anti-vio- 
lence literature  into  the  schools  and  our  programs  to  educate 
the  community  on  breast  cancer  awareness.  With  the  rapid 
growth  of  Clarksville  it  is  more  important  than  ever  to  provide 
an  organization  to  be  available  to  new  members  of  the  medical 
community.  Five  of  our  members  this  year  are  new  to  Clarksville. 
Needs  will  change.  Young  faces  are  appearing  in  our  group.  It  is 
good  to  know  that  the  Medical  Alliance  is  still  here  for  those 
future  participants.  It  is  good  to  know  that  the  health  programs 
of  the  Alliance  will  continue  for  the  good  of  Clarksville. 

Carolyn  Vann,  President 
Montgomery  County  Medical  Alliance 


In  Memoriam 



Daniel  F.  Carruthers  Jr.,  age  77.  Died  September  3,  1996.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine.  Member 
of  Memphis-Shelby  County  Medical  Society. 

Robert  H.  Haralson  Jr.,  age  86.  Died  October  30,  1996.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine.  Member 
of  Blount  County  Medical  Society. 

Fred  Warren  Hauser,  age  75.  Died  October  13,  1996.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member  of 
Rutherford  County/Stones  River  Academy  of  Medicine. 


Harold  B.  Henning,  age  81.  Died  November  13,  1996.  Gradu- 
ate of  Vanderbilt  University  School  of  Medicine.  Member  of 
Chattanooga-Hamilton  County  Medical  Society. 

Marion  J.  Murray  Jr.,  age  67.  Died  October  15,  1996.  Graduate 
of  Medical  College  of  Virginia.  Member  of  Sullivan  County 
Medical  Society. 

Robert  T.  Tucker  Jr.,  age  65.  Died  November  3,  1996.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member  of 
Consolidated  Medical  Assembly  of  West  Tennessee. 


New  Members 


Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Lewis  W.  Harris,  MD,  Knoxville 

MAURY  COUNTY  MEDICAL  SOCIETY 

K.  Dwayne  Fulks,  MD,  Columbia 
Anthony  D.  Khim,  MD,  Columbia 
Paul  A.  Ruggieri,  MD,  Columbia 
MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 
Scott  L.  Bartusch,  MD,  Memphis 
Darel  A.  Butler,  MD,  Memphis 
Richard  N.  Donlon,  MD,  Memphis 
Martin  D.  Fleming,  MD,  Memphis 
Debra  A.  Gonzalez,  MD,  Memphis 
Eric  J.  Homberg,  MD,  Memphis 
Timothy  H.  Krahn,  MD,  Germantown 
Timothy  J.  Metz,  MD,  Memphis 
Forster  G.  Ruhl  Jr.,  MD,  Memphis 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Gregory  P.  Cook,  MD,  Oak  Ridge 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Roderick  A.  Vaughan,  MD,  Murfreesboro 

SMITH  COUNTY  MEDICAL  SOCIETY 

Ronald  J.  Barriault,  MD , Carthage 
Jacob  Veenstra,  MD,  Carthage 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Carl  E.  Gessner,  MD,  Bristol 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Jeffrey  D.  Byers,  MD,  Goodlettsville 
Thomas  M.  Carter,  MD,  Gallatin 

WASHINGTON-UNICOI-JOHNSON  COUNTY 
MEDICAL  SOCIETY 

James  W.  Cottrell,  MD,  Johnson  City 
Jimmy  L.  Wilson,  MD,  Johnson  City 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Frederick  J.  Buckwold,  MD,  Franklin 
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AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  October,  1996.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states. 

Physicians  can  receive  the  PRA  certificate  valid  for  one, 
two,  or  three  years.  For  the  one-year  award,  physicians  report 
50  hours  of  continuing  medical  education,  including  20  hours 
of  Category  1;  for  the  two-year  award,  physicians  report  100 
hours  of  CME,  including  40  hours  of  Category  1 ; for  the  three- 
year  award,  physicians  report  150  hours  of  CME,  60  of  which 
are  Category  1.  Each  application  for  the  PRA  must  also  verify 
participation  in  Category  2 CME  activities. 

Jack  Benhayon,  MD,  Knoxville 
Charles  P.  Bownds,  MD,  Pikeville 
Andrea  J.  Eberle,  MD,  Knoxville 
Denny  L.  Gash,  MD,  Kingsport 
Harold  J.  Holliday,  MD,  Athens 
Sharon  Jackson,  MD,  Kingsport 
Andrew  S.  May,  MD,  Elizabethton 
James  J.  Merrill,  MD,  Kingsport 
Theresa  T.  Morrison,  MD,  Fayetteville 
Anilkumar  Potdar,  MD,  Chattanooga 
Lewis  D.  Slawsky,  MD,  Knoxville 
Timothy  A.  Strait,  MD,  Chattanooga 
Cleveland  Thompson  IV,  MD,  Chattanooga 
Steven  D.  Tishler,  MD,  Nashville 


TMA  Board  of  Trustees  Meeting 


Minutes  - October  5, 1996 

The  following  is  a summary  of  the  major  actions  taken  by 
the  Board  of  Trustees  of  the  Tennessee  Medical  Association  at 
its  regular  fourth  quarter  meeting  in  Memphis. 

THE  BOARD: 

Council  on  Medical  Specialties.  Received  a report  from 
Dr.  Pearson  on  the  most  recent  joint  meeting  of  the  TMA  and 
statewide  medical  specialty  societies.  Dr.  Pearson  reported  the 
specialty  societies  had  agreed  to  form  a Council  on  Medical 
Specialties  and  would  meet  during  the  TMA  Leadership  Sum- 
mit in  January,  1997. 

Membership  Survey.  The  Board  accepted  the  proposal  of 
Edge  Healthcare  Research  Inc.  to  develop  a TMA  membership 
survey  instrument. 

Quarterly  Reports.  Received  reports  from  the  following: 
State  Volunteer  Mutual  Insurance  Company  (SVMIC),  Tennes- 
see Medical  Foundation,  Independent  Medicine’s  Political  Ac- 
tion Committee  - Tennessee  (IMPACT),  TMA  Physician  Ser- 
vices, Inc.,  and  the  TMA  Alliance. 

Review  of  1990  Resolutions.  Reviewed  all  TMA  resolutions 
adopted  in  1 990  for  the  purpose  of  allowing  them  to  sunset,  and 
adopted  positions  for  recommendation  to  the  TMA  House  of 
Delegates. 


Nominations  for  Positions  on  AMA  Councils.  Agreed  to 
endorse  and  support  the  campaign  of  Dr.  Charles  Ed  Allen, 
Johnson  City,  for  his  reelection  to  the  AMA’s  Council  on  Medi- 
cal Education. 

Friend  of  the  Court  Briefs.  Agreed  to  add  the  name  of  the 
Tennessee  Medical  Association  to  the  Amicus  Curiae  Brief, 
Coalition  to  End  of  Life  Care. 

Agreed  to  file  a friend  of  the  court  brief  jointly  with  the  Ten- 
nessee Hospital  Association  in  order  to  protect  the  Tennessee 
Peer  Review  Law  of  1 967. 

Third  Quarter  Financial  Statement.  Received  the  third 
quarter  financial  statement  from  Dr.  James  Chris  Fleming,  TMA 
secretary/treasurer. 

1997  Budget.  Approved  the  Finance  Committee’s  tentative 
budget  recommendation  for  1997  for  a budget  of  $2,541,000 
with  no  increase  in  membership  dues. 


Board  of  Medical  Examiners 


Minutes  - October,  1996 

Name:  George  L.  Barker,  MD  (Memphis) 

Violation:  Disciplinary  action  taken  in  Mississippi  due  to 
chemical  addiction. 

Action:  Disciplinary  action,  terms,  and  restrictions  set  out 
in  Mississippi  order  applied  to  Tennessee  license  (Mississippi 
indefinitely  suspended  license,  but  stayed  suspension  subject 
to  compliance  with  numerous  terms  and  conditions,  including 
completion  of  a mini-residency  in  radiology,  periodic  surveil- 
lance, restrictions  on  prescribing  and  dispensing  of  drugs,  af- 
filiation with  the  impaired  professionals  program,  random  urine/ 
blood  screens,  and  completion  of  additional  course  work). 

Name:  Everett  M.  Lee,  MD  (Atlanta,  GA) 

Violation:  Disciplinary  action  taken  in  Georgia;  unprofes- 
sional, dishonorable,  or  unethical  conduct;  gross  malpractice; 
prescribing  drugs  outside  the  course  of  professional  practice. 
Action:  License  revoked. 

Name:  Larry  Rosser,  MD  (Chattanooga) 

Violation:  Failure  to  comply  with  terms  of  disciplinary  order. 
Action:  Application  for  medical  licensure  renewal  denied; 
must  immediately  cease  practice. 


ERRATUM 

In  the  November  1996  issue  of  Tennessee  Medicine  an 
author’s  name  was  misspelled.  The  article,  “Comparison  of 
Female  and  Male  Graduates  of  Southern  Appalachian  Fam- 
ily Practice  Residencies,”  was  written  by  Jo  Ann  Rosenfeld, 
MD,  and  PM.  Zahorik,  PhD.  We  regret  any  inconvenience 
this  error  may  have  caused. 
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CME  Opportunities 


TMA  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical 
Education  (ACCME)  as  a sponsor  of  continuing  medical  education  for 
physicians. 

As  an  accredited  sponsor, TMA  is  authorized  to  designate  certain  CME 
activities  for  credit  in  the  AMA  Physician’s  Recognition  Award  Program. 
TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in  Tennessee 
conducting  intrastate  CME  programs.  Any  organization  conducting  such 
programs  may  apply  to  TMA  for  accreditation  as  a sponsor  of  CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 

Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage.  For  information  con- 
tact Division  of  CME,  Vanderbilt  University  School  of  Medicine, 
D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615)  322-4030. 


Knoxville 

April  23-25  20th  Family  Practice  Update  & Review — Gatlinburg 
June  6-10  13th  Alzheimer’s  Disease  Symposium — Gatlinburg 
June  12-14  42nd  Great  Smoky  Mountains  Pediatric  Seminar — 
Gatlinburg 

Chattanooga 

Feb.  23-26  Clinical  Medicine — Kauai,  Hawaii 
March  7-8  Allergy  & Immunology 
March  20-21  Pediatrics 
June  18-21  Family  Medicine 

For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


East  Tennessee  State  University 

Continuing  Education  Schedule 

April  18-19  Advanced  Life  Support  in  Obstetrics 
Aug.  2-3  Southwest  Virginia  Pediatric  Conference 

For  information  contact  Office  of  CME,  James  H.  Quillen  Col- 
lege of  Medicine,  East  Tennessee  State  University,  PO  Box  70559, 
Johnson  City,  TN  37614,  Tel.  (423)  929-4341. 


University  of  Tennessee 

Continuing  Education  Schedule 


Feb.  17-20 

Feb.  23-28 
March  6-8 

March  8-15 
March  16-22 
June  6-7 
Aug.  4-9 
Sept.  25-26 


Memphis 

Update  in  Obstetrics  & Gynecology — Grand  Caymen 
Island 

Clinical  Medicine — Kauai,  Hawaii 
Symposium  on  Critical  Care  & Emergency  Medi- 
cine— Hot  Springs,  Ark. 

Current  Issues  in  OB/GYN — Snowmass  Village,  Colo. 
30th  Review  Course  for  the  Family  Physician 
1997  General  Surgery  Update 
Contemporary  Issues  in  Ob/Gyn — Destin,  Fla. 

28th  Memphis  Conference  on  the  Newborn 


Primary  Care  Doctors: 

• Are  you  prepared  to  accept  capitation? 

• Do  you  know  where  your  costs  are? 

• We  can  help  you  tune  up  your  practice. 

Call  Mo  Kirtane,  Principal 

Franklin  Healthcare  Consulting 
(615)  662-8402,  franklinhc@aol.com 


Team  Health  has  Immediate  Opportunities: 


Medical  Directorships  & Clinical  Opportunities 

McMinnville  — Practice  in  a newly  constructed  facility  with  an 
annual  patient  volume  of  17,000.  It  is  located  within  an  hour  and 
a half  of  Nashville  and  Chattanooga  in  the  foothills  of  the  scenic 
Cumberland  Plateau. 

Greeneville  — The  approximate  annual  patient  volume  is  18,000 
at  this  new  facility  with  a 10-bed  ED  and  a separate  triage  room. 
PA  double  coverage  is  provided  on  Saturday  and  Sunday. 

Clinical  Opportunities 

Jefferson  City  — This  facility  has  an  approximate  annual 
patient  volume  of  12,000  with  12-  and  24-hour  shifts  available. 
Located  close  to  the  Smokies,  Jefferson  City  is  only  30  minutes 
from  Knoxville. 

South  Pittsburg  — This  100-bed  facility  has  an  approximate 
annual  patient  volume  of  12,000.  South  Pittsburg  is  conveniently 
located  only  15  minutes  from  Chattanooga  and  a hour  and  a half 
to  Atlanta  and  Knoxville. 

Team  Health  offers  competitive  compensation,  flexible  scheduling 
with  no  on-call  and  paid  malpractice  insurance. 

For  more  information  about  these 
opportunities,  call  Lee  Ann  Long  at 

1-800-909-8366 

Visit  us  on  the  Internet  at  http://www.team-health.com 


TEAM 

HEALTH 
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Career  Opportunity  Advertising 


PUBLIC  HEALTH  PHYSICIAN  POSITIONS 


The  Tennessee  Department  of  Health  is  recruiting  physicians 
for  two  District  Health  Officer  positions  for  multicounty  areas  in 
Middle  Tennessee.  Salary  in  high-70s  to  low-80s.  Positions 
provide  direct  patient  care  including  adult  and  children’s  am- 
bulatory care,  preventive  clinical  services,  family  planning,  pre- 
natal care,  and  consultation  for  nurse  practitioners.  Must  have 
an  MD  or  DO  degree,  post  medical  education,  and  clinical  ex- 
perience in  a primary  care  specialty  totaling  at  least  three  years, 
and  Tennessee  license. 

Contact  Ruth  M.  Hagstrom,  MD,  426  5th  Ave.  North,  Nash- 
ville, TN  37247-5001 . Phone  (615)  532-2431.  TDH  is  an  equal 
opportunity,  equal  access,  affirmative  action  employer. 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35 
for  the  first  50  words  ($25  for  TMA  members),  25  cents 
for  each  additional  word.  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  numbers,  groups  of 
numbers,  hyphenated  words,  and  abbreviations.  Advertis- 
ers may  utilize  a box  number  for  confidentiality,  if  desired, 
in  care  of  Tennessee  Medicine,  PO  Box  120909,  Nash- 
ville, TN  37212-0909.  Use  of  this  box  in  an  ad  will  add 
eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the 
2nd  month  preceding  the  desired  month  of  publication, 
and  will  be  subject  to  approval.  No  phone  orders  will  be 
accepted.  Payment  must  accompany  order.  Each  listing 
will  be  removed  after  its  first  publication  unless  otherwise 
instructed.  Fee-for-service  agency  advertisements  are  not 
accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box 
120909,  2301  21st  Ave.  South,  Nashville,  TN  37212-0909. 
Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

Men’s  Specialty  Clinic  is  searching  for  a physician  in  the  Mem- 
phis area.  IM,  FP,  or  general  medicine  background  with  office 
experience  preferred.  8-5,  M-F,  no  call,  no  evenings,  no  week- 
ends required.  15-20  patients  per  day.  Need  to  be  an  excellent 
communicator  and  able  to  relate  to  patients  extremely  well.  Gen- 
erous compensation  and  benefits  package.  No  J-1  locations 
available.  Send  CV  to  Chuck  Branson,  IMR,  10311  Maple  Drive, 
Overland  Park,  KS  66207;  or  Fax  to  (913)  649-2552  or  call  (800) 
772-8168,  ext.  543. 


RURAL  AREAS  SEEKING 
PRIMARY  CARE  PHYSICIANS 

Family  Healthcare  Medical  Centers,  which  are  located  in  the 
scenic  mountains  of  Northeast  Tennessee,  are  accepting  CVs 
from  physicians.  These  health  care  facilities  offer  competitive 
wages  and  superior  benefits.  This  consists  of  401 K,  mileage 
reimbursement,  paid  malpractice  insurance,  continuing  medi- 
cal education,  ten  official  holidays  off  with  pay,  and  relocation 
is  available. 

If  interested  in  becoming  a part  of  our  work  team,  mail  CVs  to 
Ms.  Misty  Trent,  Rural  Health  Services  Consortium,  3825  Hwy. 
66  South,  Rogersville,  TN  37857.  Phone:  (423)  272-9163,  fax: 
(423)  272-4980,  e-mail  address  rhscmis@planetc.com.  EOE 


COLUMBIA  OPPORTUNITIES 
NORTHEASTTENNESSEE 

NORTHEAST  TENNESSEE  POSITIONS  AVAILABLE — All  located  in  the  same  area.  Family-oriented  community,  lo- 
cated in  the  beauty  of  the  mountains  and  lakes.  Population  52,000. 

#1  Need  three  Family  Practice  physicians  to  join  a practice  of  five  already  established  primary  care  physicians.  The 
practice  will  pay  you  an  exceptional  base  salary,  superior  benefits,  plus  incentives.  Excellent  call  schedule! 

#2  Primary  Care  physician  who  does  OB  seeking  partner  for  private  practice.  Will  discuss  salary  guarantee  for  your 
first  year  and  other  incentives. 

#3  Family  Practice,  IM/Peds,  or  Peds  physicians  to  join  an  already  established  group,  seeking  to  form  multispecialty 
group.  Will  discuss  either  salaried  or  guarantee  assistance. 

#4  Two  Family  Practice  physicians  to  join  two  other  established  physicians  in  a small  town  of  15,000  with  a service 
area  of  52,000. 

#5  Bone  and  Joint  Specialty  Clinic  needs  Orthopaedic  Surgeon  to  join  two  other,  already  established  Orthopaedic 
Surgeons  in  private  practice. 

#6  Large,  highly  respected,  ten-physician  Internal  Medicine  Group  looking  to  add  another  physician  to  their  private 
practice. 

#7  Need  OB/GYN  physician  to  join  eight  physicians  in  private  practice.  Beautiful  office  space  available  with  excellent 
access  to  hospital  patients.  Fantastic  opportunity! 

For  more  information  and  confidential  consideration  on  any  of  the  positions  listed  above,  please  contact; 

Anne  Helvey,  Director  of  Physician  Services 
Columbia  North  Side  Hospital 
Columbia  Sycamore  Shoals  Hospital 
Johnson  City  Specialty  Hospitals 
Phone  (423)  854-5805 
Fax  (423)  854-5748 
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These  companies  are  serious  about 
protecting  your  financial  future. 


DODSON  GROUP 
Workers’  Compensation  Insurance 

a 

GREAT  AMERICAN  INSURANCE 
Office  Contents  and  Building  Package 

CNA® 

Comprehensive  Medical  Plans 

i 

COMMERCIAL  LIFE  INSURANCE  CO. 
Disability  Insurance 

RELIASTAR  INSURANCE  COMPANY 
Individual  Term  Life 

i 

G.E.  CAPITAL  ASSURANCE 
Long  Term  Care 

Are  you? 


Call  llour  TMA  Association  I 


insurance 


Toll-free  1-800-347-1109  • Local  423-629-2400  • 


For  Plan  Details 

Fax  423-629-1109 


List  of  Advertisers 

Astra  Merck 2 

Boatmen’s  Trust 8,  9 

Carolyn  Avery  & Associates,  Inc 16 

Columbia/HCA  Hospitals 33 

First  Tennessee  Bank 35 

Franklin  Healthcare  Consulting 32 

Rural  Health  Services  Consortium 33 

State  Volunteer  Mutual  Insurance  Company 36 

Team  Health 32 

The  TMA  Association  Insurance  Agency,  Inc 34 

TN  Dept,  of  Health 33 

TN  Dept,  of  Mental  Health/Mental  Retardation 29 

U.S.  Air  Force 17 

Vanderbilt’s  Owen  Graduate  School 1 1 


INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
tor, John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover 
letter  should  identify  one  author  as  correspondent  and  should  include  his  complete 
address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must 
be  typewritten,  double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow 
wide  margins  on  each  page  to  facilitate  editing.  Pages  should  be  numbered  and 
clipped  together  but  not  bound.  Along  with  the  typed  manuscripts,  we  encourage 
you  to  submit  an  IBM-compatible  3-1/2"  high-density  diskette  containing  the 
manuscript  in  WordPerfect  or  ASCII  format;  the  transmittal  letter  should  identify 
the  format  used. 

Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medi- 
cine is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  prop- 
erty of  Tennessee  Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a 
condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright  owner- 
ship of  such  material  to  Tennessee  Medicine.  No  contribution  will  be  published 
unless  such  a conveyance  is  made. 

References— References  should  be  limited  to  20  for  major  communications  and  10 
for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive 
order,  not  alphabetically.  Personal  communications  and  unpublished  data  should  be 
included  only  within  the  text.  The  following  data  should  be  typed  on  a separate  sheet 
at  the  end  of  the  paper;  names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last 
pages,  and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  al: 
Cancer  in  parents  of  children  with  cancer.  N Engl  J Med  333:1594-1599,  1995. 
Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be 
identified  on  the  back  with  the  author’s  name,  the  figure  number,  and  the  word 
“top,”  and  must  be  accompanied  by  descriptive  legends  typed  on  a separate  sheet. 
Tables  should  be  typed  on  separate  sheets,  be  numbered,  and  have  adequately 
descriptive  titles.  Each  illustration  and  table  must  be  cited  in  numerically  con- 
secutive order  in  the  text.  The  Editor  will  determine  the  number  of  illustrations  and 
tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement 
from  both  the  author  and  publisher  giving  Tennessee  Medicine  permission  to  repro- 
duce them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspon- 
dent author  before  publication. 
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If  having  a bank  that’s  ready  when  you  are  is  important,  you  should  examine  First 
Tennessee’s  physician  banking  service.  You’ll  enjoy  not  waiting  in  lines,  your  very  own 
banker  attuned  to  your  needs,  free  Priority  Banking  services  - we’ll  even  come  to  you 


when  you  can’t  come  to  us.  For  special  treatment,  call.  Stat. 


FIRST  TENNESSEE 

Here  for  you. 


Chattanooga  423-757-4253  • Johnson  City  423-461-1291  • Kingsport  423-378-7012 
Knoxville  423-971-2112  • Memphis  901-681-2502 


©1996  First  Tennessee  Bank 
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have  a compelling  interest  in  the  continuing  education  of  doctors. 
Every  year,  SVMIC  conducts  scores  of  Loss  Prevention  Seminars 
to  help  impart  the  knowledge  physicians  need  to  face  the  ever 
growing  challenge  of  malpractice  litigation.  In  addition,  we 
provide  professional  liability  insurance  at  net  cost,  and  we 
never  settle  a case  without  the  doctor's  permission.  SVMIC  - 
created  by  doctors  to  serve,  exclusively,  the  needs  of  doctors. 
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Richard  M.  Pearson,  MD 


No  Alternative 


Alternative  medicine,  an  oxymoron  created  by  the  news  media,  is  no  alternative  to  medicine. 
Medicine  is  a profession  that  is  thousands  of  years  old.  Its  ethical  and  scientific  roots  are  as  old 
as  humanity.  No  person,  institution,  or  nation  can  create  an  alternative  to  it.  What  is  the  correct 
expression  then? 

Alternative  healing?  This  isn’t  really  an  alternative  to  medicine  either.  The  medical  profes- 
sion has  always  embraced  the  concept  of  inseparability  of  mind  and  body.  The  ability  of  the 
spirit  to  both  make  ill  and  heal  the  body  is  poorly  understood  but  is  undisputed.  One  of  the  great 
thrusts  of  the  medical  profession  is  to  better  understand  this  relationship  and  to  use  that  new 
understanding  to  treat  disease  and  maintain  health.  What  then  is  the  correct  phrase? 

Alternative  thinking,  alternative  choices,  alternatives?  Now  we  are  getting  closer  to  the  true 
nature  of  the  issue.  People  are  choosing  not  to  get  proper  medical  care,  and  many  times  such 
decisions  are  predicated  on  misinformation,  disinformation,  or  no  information.  The  purveyors 
of  “alternative  medicine”  are  entrepreneurs,  not  disinterested  naturalists.  Whereas  we  physi- 
cians have  as  our  prime  directive  primum  non  nocere,  the  alternative  crowd  embraces  the  phi- 
losophy of  “first,  make  a profit.” 

Alternative  therapies  take  hold  because  we  have  become  a distrustful  society.  Government 
and  the  media  constantly  blare  the  message  that  we  should  trust  no  one  except  them.  Profes- 
sionalism, training,  and  responsibility  are  diminished,  while  the  virtues  of  pop  culture,  fads, 
and  antiscience  are  heralded.  Alternative  medicine  is  the  “opiate  of  the  people,”  except  that  it 
happens  to  be  only  a placebo,  or  worse.  Alternative  medicine  is  the  “candyman” — it  looks 
good,  tastes  good,  and  makes  the  patient  happy. 

We  physicians  have  compassion  and  acceptance  for  those  who  don’t  understand  certain 
medical  principles  or  therapies.  We  feel  an  obligation  to  educate,  support,  and  encourage  them 
to  make  real  choices  about  therapy,  even  when  those  choices  are  painful  and  life-threatening. 
We  support  the  patients’  rights  to  make  informed  decisions  about  their  health  care.  We  support 
outcome  analysis  and  meaningful  scientific  research  into  optimal  treatments  and  unconven- 
tional avenues.  We  agree  that  there  is  much  we  do  not  know. 

However,  our  tolerance  for  ignorance  and  fear  should  not  require  that  we  tolerate  organized 
ignorance,  orchestrated  fear,  and  confusion.  Medical  care  is  predicated  on  science,  tempered  by 
humility  and  a recognition  of  our  limitations.  We  should  not  tolerate  chaos,  especially  when  it 
means  that  uninformed  patients  receive  the  wrong  care  or  forego  proper  care  in  the  belief  that 
they  can  tap  into  some  secret  wellspring  of  mysticism  that  is  intentionally  hidden  from  them  by 
organized  medicine.  Our  tolerance  should  extend  to  those  things  that  we  do  not  understand, 
cannot  understand,  and  cannot  change.  Among  these  is  human  nature. 

Health  care  can  be  made  cheaper.  Health  care  can  be  made  flamboyant,  boutiquish,  cus- 
tomer-oriented, colorful,  popular,  and  trendy.  It  can  be  made  better  only  if  we  continue  to  be 
professionals  who  give  our  best  to  our  patients.  The  consumers  of  alternative  care  will  ulti- 
mately get  sick,  and  we  physicians  will  welcome  them  back  without  criticism,  treating  them 
with  concern  and  trust-building  care,  because  when  a patient  really  needs  a doctor — there  is  no 
alternative. 
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Editorials 


John  B.  Thomison,  MD 


Lupercus  Revisited — Not 
Or,  a Valentine  for  You 

A big  part  of  what  you  find  in  the  newspapers  these  days,  “these  days”  being  in  this  case  the 
time  when  I’m  writing  this  and  not  when  you’re  reading  it,  is  that  the  merchants  are  expecting 
great  things  of  the  Holiday  Season  this  year.  The  reason  for  the  emphasis  is  that  when  the 
Holiday  Season  is  mentioned  at  whatever  time  of  the  year  it  invariably  refers  to  the  year’s  end, 
when  there  is  what  is,  or  maybe  better,  what  it  is  hoped  will  be,  one  big  spending  spree  that 
includes  Christmas,  Hanukkah,  and,  to  a lesser  degree,  the  New  Year,  even  though  the  eve  is  in 
one  year  and  the  day  is  in  the  next  one.  But  nobody  cares  about  such  minor  details.  The  big 
thing  is  that  it  is  part  and  parcel  of  the  Holiday  Season.  That  means  BigMoney  changing  hands — 
they  hope,  because  it  is  said  that  many,  if  not  most,  retail  merchants  derive  a half  to  two-thirds 
of  their  annual  profits  from  it. 

When  you  stop  to  think  about  it,  Christmas  really  had  its  origins  not  in  the  things  of  God,  but 
in  the  things  of  Caesar,  namely  money.  Joseph  and  his  pregnant  fiance  were  in  Bethlehem  in 
response  to  an  order  by  Caesar  Augustus,  the  Roman  emperor  and  overlord  of  the  realm,  that  all 
his  subjects  go  to  their  ancestral  home  to  be  enrolled  for  taxation  purposes.  That  had  resulted  in 
a huge  dislocation  of  the  population  of  most  of  the  known  world,  a tribulation  that  must  have 
lasted  for  months,  considering  the  distances  involved  and  the  speed,  or  lack  thereof,  of  the 
Camel  Express.  The  two  coincident  big  events  most  likely  occurred  in  October,  when  travelling 
would  have  been  as  comfortable  as  travel  under  those  circumstances  could  be,  and  not,  in  the 
words  of  the  lovely  Christmas  carol,  “in  the  bleak  mid-winter.” 

This  month — “this  month”  referring  this  time  to  when  you  are  reading  this  and  not  to  when 
I am  writing  it,  we  have  another,  though  more  minor,  money  extraction  time,  or  what  again  the 
merchants  hope  will  be  a money  extraction  time.  This  one  is  dedicated  to  an  early  Christian 
martyr  by  the  name  of  Valentine,  who  had  the  misfortune  to  be  born  about  a hundred  years  too 
soon,  otherwise  he  would  have  kept  his  head.  As  with  most  things,  though,  even  with  the  bad 
news  there  is  often  also  an  element  of  good  news,  and  vice-versa.  The  good  news  in  the  midst  of 
this  particular  piece  of  bad  news,  or  I guess  it’s  good,  is  that  by  not  having  kept  his  head  Valen- 
tine was  canonized,  otherwise  there  would  be  no  St.  Valentine’s  Day.  That  of  course  would  have 
been  good  news  for  our  saint,  and  possibly  also  for  today’s  oppressed  shoppers,  though  maybe 
bad  news  for  lovers. 

In  any  case,  like  the  good  Christian  physician-priest  he  was,  Valentine  made  some  offhand 
disparaging  remarks  about  some  of  the  Roman  deities,  namely  Pan,  Juno,  and  Venus,  opening 
himself  up  to  accusations  of  blasphemy.  He  was  in  due  course  convicted,  and  on  Feb.  14,  AD 
270  the  emperor  Claudius  II  had  his  head  for  it.  It  is  ironic  that  St.  Valentine’s  Day  coincides 
with  the  Lupercalia,  a Roman  fertility  festival  celebrated  on  Feb.  15  to  honor  Lupercus,  the 
ancient  Italian  pastoral  god  of  the  flocks  who  was  later  identified  with  the  Arcadian  god  Pan, 
god  of  woods,  fields,  and  flocks.  Neither  feast  had  anything  to  do  with  love  or  lovers,  other  than 
tangentially.  That  association  had  its  origins  in  another  coincidence,  which  was  the  ancient 
belief  that  this  was  the  day  on  which  birds  mate  each  year.  Consequently,  in  celebration  of  that 
phenomenon  of  nature,  names  of  single  members  of  a community  were  paired  by  lot  with 
members  of  the  opposite  sex,  thus  becoming  each  other’s  valentine  for  the  day,  and  maybe 
evening,  too,  for  all  I know,  with  consequences  that  I’ll  leave  to  your  imagination. 

St.  Valentine’s  Day  reached  its  romantic  zenith  in  the  1 9th  century,  but  its  commercial  zenith 
is  not  yet  even  in  sight.  Exploitation  of  that  day,  along  with  other  Days,  some  of  them  well- 
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established  ones  like  the  Holiday  Season,  some  still  in  their  developmental  stage,  and  some,  of 
potentially  infinite  number,  yet  to  be  identified,  are  all  subject  to  the  fertile  and  often  outra- 
geously profligate  imagination  of  marketers,  who  are  motivated  only  by  visions  of  a large, 
black  bottom  line  for  their  clients,  and  consequently,  their  own. 

It  pains  me  to  have  to  insert  this  discordant  note  into  a dissertation  on  this  otherwise  happy 
occasion,  but  it  has  actually  been  inserted  by  circumstances  beyond  my  control,  ie,  machina- 
tions of  the  eager  upper  echelon  ogres  in  charge  of  the  “health  care  [so-called]  industry.”  It 
should  have  become  apparent  to  you  by  now  that  The  Bottom  Line  is  not  an  invention  of  the  late 
20th  century,  and  also  that  it  has  not  yet  been  fully  exploited.  Perhaps  it  is  only  that  I am  lacking 
in  sufficiently  unbridled  imagination,  but  I have  a hard  time  seeing  how  it  could  be  more  thor- 
oughly developed  than  is  being  done  by  those  laboring  under  the  present  system.  That  system 
would  be  more  appropriately  called,  in  my  estimation,  instead  of  health  care  industry,  “the 
industry  for  the  care  of  the  financial  health  of  promoters  of  the  unwellbeing  of  their  clients ,”  to 
which  those  in  the  highest  places  of  irresponsibility  toward  patient  care  seem  to  be  dedicated.  I 
have  been  both  a provider  and  a recipient  of  services  under  that  system,  and  I have  experienced 
nothing  in  either  situation  to  dissuade  me  from  that  opinion. 

I am  now  no  longer  a provider  of  anything  but  these  pages,  and  shall  presumably  become 
increasingly  what  those  corporate  bureaucrats  like  to  call  a consumer,  that  is  I shall  if  I continue 
to  survive  their  ministrations.  My  friend  and  mentor,  the  late  John  L.  Shapiro,  MD,  used  to  refer 
to  the  “Help  me,  Jesus”  look  that  we  not  infrequently  encountered,  and  still  encounter,  in  pa- 
tients, friends,  and  colleagues  under  duress.  With  good  cause,  I am  now  often  subject  to  having 
it — the  look,  I mean.  The  reason  I don’t  have  it  more  often  is  that,  with  the  occasional  inevitable 
exception,  patient  care  is  still  more  or  less  under  the  control  of  good,  compassionate,  compe- 
tent, often  even  brilliant,  doctors  and  nurses.  For  the  most  part  they  quickly  become  adroit  at 
working  the  system  so  as  to  avoid  at  least  major  disasters  of  patient  mismanagement,  even 
though  that  system  puts  ever-increasing  pressures  on  them  to  work  it  to  the  disadvantage,  if  not 
actually  harm,  of  their  patients. 

As  the  title  indicates,  this  is  not  a revisitation  of  Lupercus,  even  though  I might  have  led  you 
to  think  otherwise.  This  past  year  has  not  been  a happy  one  for  my  wife  and  me  healthwise.  In 
it  we  have  had  a number  of  encounters  with  the  system,  some  of  them  lengthy.  We  were  blessed 
by  having  carriers  (no  HMOs  or  MCOs,  thank  you)  that  allowed  us  to  keep  our  own  doctors. 
There  were  some  unfortunate  experiences,  but  they  were  generally  little  more  than  inconve- 
niences. For  those  caring  for  us  who  shared  in  those  inconveniences,  they  were  simply  added 
frustrations,  stemming  from  economies  imposed  to  benefit  the  various  executives  and  share- 
holders, as  mentioned  earlier,  at  the  expense  of  good  patient  care. 

Mercifully  leaving  all  that  Lupercalan  baggage  behind  us,  this  editorial  is,  as  the  title  also 
indicates,  a Valentine.  It  is  a valentine  to  all  those  good  doctors,  nurses,  and  other  care-givers  for 
their  nearly  uniformly  unfailing  efforts  to  give  us  the  best  care  possible  under  often  consider- 
ably less  than  ideal,  and  sometimes  even  very  trying,  circumstances.  (Although  I have  been 
speaking  of  the  recent  experiences  my  wife  and  I had  in  the  health  care  system,  this  time  I use 
“us”  because  I am  also  speaking  in  behalf  of  all  those  unfortunate  others  who  are  or  will  be  in 
need  of  such  ministrations.  Sooner  or  later  that  will  include  all  of  us.) 

Medical  and  nursing  practice  change  with  the  times,  shaped  by  events  and  technology,  and 
the  doctors  and  nurses  who  practice  in  them  change,  too.  That  is  the  science  and  the  economics 
of  medicine.  Doctoring  and  nursing,  though,  are  unchanging  attributes.  Doctoring  and  nursing 
have  to  do  not  only  with  what  the  doctors  and  nurses  do  to  their  patients,  but  also  with  how  they 
do  it  for  them.  This  is  the  art  of  medicine.  Both  the  science  and  the  art  arc  equally  important  to 
good  patient  care.  Men  and  women  who  are  interested  in  reaching  out  to  people  and  are  good  at 
doctoring  and  nursing  in  all  its  aspects  make  good,  compassionate  doctors  and  nurses.  Fortu- 
nately that  is  most  of  them. 

Whatever  the  future  of  the  health  care  system,  my  Valentines,  the  future  of  medicine  is  in 
good  hands. 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF  Health  Professions 
Toll  Free 

1-800-423-USAF 


Practicing  Medicine 


Physician- Assisted  Suicide 

Above  All  Else  Do  No  Harm 

Irish  Bahan 


The  $ 2 8 - m i 1 1 i o n Robert 
Wood  Johnson-sponsored 
study  known  as  SUPPORT 
revealed  in  1995  that  in  an  ex- 
perimental group,  even  after 
specially  trained  nurses  were 
employed  to  learn  families’ 
and  patients’  wishes  concern- 
ing end-of-life  treatment  and 
to  convey  this  information  to 
physicians  and  staff,  the  phy- 
sicians still  did  not  know  the  patients’  wishes.  Also,  the 
amount  of  time  patients  spent  in  ICUs,  in  a coma,  or  on  an 
artificial  breathing  machine  before  death  did  not  change,  re- 
ports of  severe  pain  did  not  decrease,  and  hospital  costs  did 
not  decrease.  This  study  underscores  the  gap  in  communica- 
tion that  exists  between  patients  and  physicians  in  hospitals 
large  and  small  across  the  nation.  According  to  the  AMA, 
eliminating  this  communication  gap  is  one  of  the  major  ways 
of  eliminating  the  need  for  physician-assisted  suicide. 

Culture  as  the  Culprit 

The  reasons  for  the  gap  lie  mainly  in  our  culture  and  the 
hospital  setting,  where  most  people  today  die.  Besides  the 
fact  that  death  can  seem  a defeat  for  physicians,  it  is  uncom- 
fortable for  all  concerned  to  contemplate.  And  a hospital,  with 
its  own  set  of  medicolegal  protocols,  does  not  lend  itself  to 
either  balanced  discussion,  or  often  this  kind  of  discussion. 
Physicians  and  other  staff  might  not  be  well  acquainted  with 
patients  and  family  members,  and  time  and  even  the  space 
for  intimate  conversations  is  limited.  Also,  in  a fee-for-ser- 
vice  environment,  taking  advantage  of  available  technology 
is  a comfortable  fit:  we  knew  we  were  doing  all  we  could  to 
prolong  life,  and  life  is  desirable.  Faced  with  the  bewildering 
complexities  of  medical,  emotional,  and  financial  issues, 
patients  and  families  hardly  question  the  status  quo. 

Culture  is  not  easy  to  change.  Within  the  education  and 
culture  of  today’s  physicians,  it  is  a major  shift  of  focus  to 


Irish  Bahan  is  a communications  consultant  who  specializes  in 
writing  and  marketing  for  health  care. 


concentrate  on  palliative 
care,  to  see  the  dying  process 
as  a viable  phase  of  life  that 
can  be  treated. 

Jack  Kervorkian,  MD,  his 
court  cases,  and  the  ensuing 
media  coverage  have  forced 
us  to  look  at  the  patient’s  per- 
spective, for  it  is  the  patient’s 
emotional  needs  that  have 
too  often  been  overlooked  in 
this  paradigm.  Patients  fear  pain,  loss  of  control,  and  aban- 
donment. They  fear  being  a burden  and  losing  dignity. 

The  issue  will  grow  in  sheer  numbers  in  the  next  few  de- 
cades, as  today’s  younger  physicians  will  be  faced  with  end- 
of-life  issues  of  the  graying  baby  boomer  population. 

The  AMA  Position 

The  AMA  position,  according  to  Board  Chair  Nancy 
Dickey,  MD,  is  that  “Fears  ...  of  patients  are  an  understand- 
able reality.  The  medical  profession  has  not  concentrated  on 
these  issues  to  a necessary  degree.  But  we  feel  the  appropri- 
ate alternative  to  physician-assisted  suicide  is  improved 
care  through  a better  informed  medical  profession  and  pub- 
lic, working  together  to  ease  the  dying  process.”  The  AMA 
stance  for  physicians  is,  “I  will  use  all  my  skills  and  knowl- 
edge to  relieve  your  suffering.  I will  get  you  the  help  you 
need  to  come  to  terms  with  death.  But  I cannot  help  you  kill 
yourself.” 

The  AMA  position  paper  on  physician-assisted  suicide 
makes  the  point  that  “A  physician  is  acting  in  the  best  inter- 
ests of  his  or  her  patient  if,  while  attempting  to  control  suf- 
fering and  maximize  comfort,  death  is  hastened.  Flowever,  if 
the  intent  of  the  physician’s  actions  goes  beyond  comfort  and 
focuses  specifically  on  causing  death,  he  or  she  is  either  as- 
sisting in  suicide  or  performing  euthanasia,  both  of  which 
are  unethical.” 

There  is  widespread  agreement  that  skill  and  knowledge 
to  relieve  suffering  is  a fertile  growth  area  for  physicians. 
Pain  medication,  antidepressants,  drugs  to  control  nausea 
and  constipation,  and  drugs  to  stimulate  appetite  are  often 


“I  will  use  all  my  skill  and  knowledge  to 
relieve  your  suffering.  I will  get  you  the 
help  you  need  to  come  to  terms  with 
death.  But  I cannot  help  you  kill  yourself.” 

AMA  Stance 
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not  used  correctly.  To  correct  this,  the  AMA  is  currently 
designing  a comprehensive  physician  education  outreach  to 
instruct  physicians  in  conducting  advance  care  planning  and 
managing  palliative  care  with  their  patients,  according  to 
AMA  past-president  Lonnie  R.  Bristow,  MD,  in  an  AMA  state- 
ment to  the  U.S.  House  Subcommittee  on  the  Constitution. 

Sedation 

One  component  of  the  AMA  outreach  is  to  meet  with  the 
Federation  of  State  Medical  Boards  to  encourage  them  to 
clarify  to  physicians  the  types  and  amounts  of  pain  medica- 
tion they  are  allowed  to  administer  without  sanctions  and  to 
gain  the  Boards’  help  in  getting  the  message  to  physicians 
that  drug  addiction  at  the  end  of  life  is  not  a concern. 

Further  complicating  questions  of  sedation  is  patients’ 
refusal  to  report  pain  honestly,  notes  Barbara  Murphy,  MD, 
assistant  professor  of  medical  oncology  at  Vanderbilt  Uni- 
versity Medical  Center.  “For  some  patients,  it’s  stoicism,” 
she  says,  “and  for  others  it  could  be  a reflection  of  their  own 
physicians’  attitude  that  controlling  pain  is  not  of  primary 
concern.  The  research  dollars  for  learning  more  about  pallia- 
tive care  just  haven’t  been  there.” 

Withholding  and  Withdrawing 

When  questions  center  around  withholding  and  withdraw- 
ing life-sustaining  treatment  such  as  mechanical  ventilation, 
renal  dialysis,  chemotherapy,  antibiotics,  and  artificial  nutri- 
tion and  hydration,  the  AMA  Council  on  Ethical  and  Judicial 
Affairs  offers  a clear  message:  “There  is  no  ethical  distinc- 
tion between  withdrawing  and  withholding  life-sustaining 
treatment.”  The  Council  report  goes  on  to  say,  “The  physi- 
cian is  obligated  only  to  offer  sound  medical  treatment  and 
to  refrain  from  providing  treatments  that  are  detrimental,  on 
balance,  to  the  patient’s  well-being.”  Withholding  or  with- 
drawing treatment  when  it  is  the  patient’s  request  fills  the 
obligation  of  offering  sound  treatment. 

Haavi  Morreim,  PhD,  professor  in  the  College  of  Medi- 
cine, UT-Memphis,  points  out  that  issues  for  physicians  have 
changed  in  this  area.  Formerly,  physicians  tended  to  ques- 
tion the  acceptability  of  backing  away  from  aggressive  life 
support  once  it  was  initiated.  We’ve  now  moved  to  questions 
such  as  whether  it  is  appropriate  to  make  death  come  faster 
or  what  to  do  when  a physician  believes  withdrawing  is  pref- 
erable from  the  patient’s  point  of  view  when  the  family  mem- 
bers do  not  agree. 

Morreim  cites  a Presidential  Commission  statement  that 
there  is  no  intrinsic  moral  difference  between  withholding 
and  withdrawing.  If  all  other  concerns  are  equal,  to  initiate 


treatment  and  then  withdraw  may  be  preferable  to  withhold- 
ing because  you  have  then  demonstrated  that  administering 
the  treatment  has  not  helped  the  patient. 

The  Hospice  Approach 

By  viewing  the  process  of  dying  as  an  interval  in  which 
an  enormous  amount  can  be  done  to  ensure  quality  of  care 
both  medically  and  emotionally,  the  hospice  movement  par- 
allels the  policy  of  the  AMA.  Ira  Byock,  MD,  president-elect 
of  the  American  Academy  of  Hospice  and  Palliative  Medi- 
cine, cites  the  following  as  central  to  hospice  care: 

• Family  and  close  friends,  along  with  person  at  the  end 
of  life,  is  the  unit  of  care. 

• Dying  can  become  a rich  and  meaningful  experience 
for  the  person  and  family. 

• A multidisciplinary  approach  is  necessary.  It  may  in- 
clude pharmacy;  social  work;  chaplaincy;  and  physical,  oc- 
cupational and  other  allied  health  therapies,  as  well  as  trained 
and  supervised  volunteers  for  support  and  companionship. 

• Physical  pain  and  other  sources  of  distress  should  be 
fundamental  clinical  data,  on  a par  with  vital  signs  and  post- 
operative infection  rates. 

With  approximately  60  hospice  programs  in  Tennessee, 
most  patients  can  be  served,  according  to  Brad  Austin,  direc- 
tor of  Trinity  Hospice,  Memphis,  and  president-elect  of  the 
Tennessee  Hospice  Association.  Reimbursement  is  through 
TennCare  and  private  insurance.  Under  a per-diem  arrange- 
ment, all  fees  are  paid,  upon  a medical  referral,  as  long  as  all 
services  are  for  supportive  and  palliative  care.  Austin  sees 
hospice  care  as  a support  for  physicians  as  well  as  for  pa- 
tients and  families.  For  patients  who  might  need  the  services, 
he  suggests  introducing  the  possibility  early,  well  before  the 
time  for  a decision,  in  order  to  present  it  as  another  element 
in  a continuum  of  care  offered  by  the  physician. 

Statewide,  the  majority  of  hospice  reimbursement  is  from 
Medicare;  other  financial  support  is  from  donations.  Austin 
points  out  that  early  referral,  before  the  patient  reaches  the  stages 
of  highest  acuity  and  highest  costs,  will  help  the  system  to 
maintain  financial  stability,  and  thus  availability  of  services. □ 

A Palliative  Care  Conference  for  physicians  will  fea- 
ture pain  control  specialist  Stratton  Hill,  MD,  from 
M.  D.  Anderson  Cancer  Center,  and  Ira  Byock,  MD, 
president-elect  of  the  American  Academy  of  Hospice 
and  Palliative  Medicine,  on  May  3,  1997  in  Mem- 
phis. For  more  information  call  (901)  767-6767. 
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Employers  Continue  To  Embrace 
Managed  Care 

Angela  Stewart-Meyer 


More  and  more  American 
employers  see  rising  health 
care  costs  as  a malignancy 
on  their  respective  balance 
sheets.  Many  U.S.  durable 
goods  manufacturers  have 
lost  millions  in  sales  to  their 
foreign  competitors  because 
they  must  charge  more  for 
their  products.  Such  busi- 
nesses often  blame  the  high  costs  of  providing  health  ben- 
efits to  their  workers  as  the  reason.  Economists  have  long 
warned  that  if  those  costs  weren’t  brought  under  control, 
America  would  not  be  able  to  compete  in  a global  market. 
In  light  of  the  circumstances,  employers  are  desperate  to 
find  ways  to  hold  health  care  costs  in  check  and  they  in- 
creasingly see  managed  care  as  the  solution. 

Foster  Higgins,  a nationally  recognized  employee  ben- 
efits consulting  firm,  annually  conducts  a national  survey  of 
employer-sponsored  health  plans.  In  their  1995  stratified  ran- 
dom sample  of  all  U.S.  employers  with  10  or  more  employ- 
ees, Higgins  researchers  found  that  71%  of  all  covered  em- 
ployees were  in  some  form  of  managed  care  plan.  That  figure 
indicates  a tremendous  shift  in  just  two  years’  time.  In  the 
1993  study,  only  52%  of  employees  were  enrolled  in  a man- 
aged care  plan.  Other  key  findings  include: 

• Active  employee  health  benefit  costs  were  highest  in 
the  Northeast  at  $4,040  and  lowest  in  the  South  at  $3,172. 

• Health  maintenance  organization  (HMO)  costs  for  ac- 
tive employees  nationally  averaged  $3,255  in  1995,  down 
3.8%  from  the  previous  year.  The  average  cost  per  employee 
for  Southern-based  employers  was  $2,935. 

• Preferred  provider  organization  (PPO)  costs  dropped 
2.1%  nationally  led  by  a4.7%  decline  in  the  South  to  $2,812 
per  employee  (34%  of  all  PPO  enrollees  work  for  employers 
in  the  South  making  it  the  region  with  the  greatest  influence 
over  the  national  PPO  average); 

• Though  point-of-service  (POS)  plan  costs  rose  dramati- 
cally in  the  western  states,  they  dropped  a full  percentage 


Angela  Stewart-Meyer  is  the  former  editor  for  Inside  Managed 
Care,  a market  tracking  publication  published  in  Nashville. 


point  in  the  South  to  an  aver- 
age $3,493  per  employee; 

• Traditional  indemnity 
plan  costs  rose  4.4%  nation- 
ally. The  Southern  region 
saw  a 4.3%  increase  that 
reached  an  average  of  $3,239 
per  employee. 

At  a December  2,  1996 
forum  held  by  Sens.  Bill 
Frist  (R-Tenn)  and  Joseph  Lieberman  (D-Conn),  a top  com- 
pany health  official  of  Federal  Express  Corp.  said  the  com- 
pany had  saved  a staggering  $111  million  over  the  past  three 
years  by  changing  its  employee  health  care  plans  to  man- 
aged care.  Wilma  Peggs,  manager  of  employee  benefits  plan- 
ning analysis  for  the  Memphis  express  mail  conglomerate, 
told  senators  that  figure  had  far  exceeded  their  expectations 
but  that  the  company  also  expects  quality  health  care  for  their 
employees  and  is  taking  steps  to  ensure  they  get  it. 

Measuring  Quality  and  Satisfaction 

Though  employers  and  employees  are  attracted  to  man- 
aged care  plans  because  they  appear  more  cost-effective,  re- 
cent highly  publicized  accounts  of  patients  being  denied  treat- 
ment have  led  them  to  scrutinize  the  quality  of  care  provided. 
According  to  the  Higgins  survey,  just  over  half  of  all  em- 
ployers sponsoring  HMO  plans  took  action  to  measure  HMO 
quality  in  1995. 


Employee  Enrollment  by  Plan  Type  in  South 


0%  10%  20%  30%  40%  50% 


Source:  Foster  Higgins  Survey 


Tennessee  physicians  are  wise  to  pay 
close  attention  to  the  expectations  of 
employers  and  how  employees 
perceive  the  quality  and  value  of 
care  given. 
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Like  most  large  employers,  Peggs  said  FedEx  uses  em- 
ployee surveys  and  disenrollment  statistics  to  measure  satis- 
faction. However,  they  don’t  even  consider  signing  on  with  a 
plan  until  they  see  its  Health  Plan  Employer  Data  and  Infor- 
mation Set  (HEDIS)  data. 

The  most  widely  used  vehicle  for  measuring  health  plan 
quality,  HEDIS  was  developed  by  the  National  Committee 
for  Quality  Assurance  (NCQA)  to  enable  health  plans  to  stan- 
dardize how  they  measure  and  report  performance  informa- 
tion. HEDIS  measures  the  areas  of  quality,  enrollee  access 
and  satisfaction,  membership  and  utilization,  and  finance.  Em- 
ployers use  the  data  to  compare  health  plans  so  they  can  make 
informed  decisions  about  how  their  health  care  dollars  are 
spent.  More  importantly,  it  provides  a vehicle  to  hold  health 
care  plans  accountable  for  the  quality  of  services  they  provide. 

Released  in  December,  1996,  HEDIS  3.0,  is  an  improve- 
ment over  previous  versions  because  it  focuses  more  on  out- 
comes. For  instance,  health  plans  must  now  measure  how  well 
patients  are  able  to  function  in  their  daily  lives  during  and 
after  treatment — one  of  the  most  important  considerations  for 
employers.  For  chronic,  widespread  ailments  such  as  AIDS, 
smoking,  heart  disease,  breast  cancer,  and  diabetes,  3.0  mea- 
sures a plan’s  full  range  of  health  care  services,  from  preven- 
tion and  early  detection  to  acute  and  chronic  care. 

Although  HEDIS  is  the  most  widely  used  health  plan  mea- 
surement system  to  date,  scores  of  others  are  coming  onto  the 
market.  The  Foundation  for  Accountability  (FAcct)  says  they 
are  committed  to  developing  uniform,  consumer-friendly,  out- 
comes based  measurement  standards.  FAcct’s  founder,  Dr.  Paul 
Ellwood  of  the  Jackson  Hole  Group,  said  it  will  provide  side- 
by-side  quality  comparisons  of  health  plans.  The  initial  focus 
will  be  on  measuring  outcomes  for  asthma,  breast  cancer,  dia- 
betes, coronary  heart  disease,  depression,  and  low-back  pain. 

Last  year,  another  nationally  recognized  employee  ben- 
efits firm,  William  M.  Mercer,  announced  that  it  had  devel- 
oped the  Mercer  Value  Process  (MVP).  The  company  claims 
that  MVP  methodology  emphasizes  quality  of  care  and  cost 
efficiency  and  can  be  tailored  to  suit  the  needs  of  individual 
employers. 

Employer  Coalitions:  Strength  in  Numbers 

In  their  efforts  to  contain  health  care  costs,  obtain  compre- 
hensive data  with  which  to  compare  health  plans,  and  influ- 
ence market-driven  reform,  employers  are  banding  together 
to  form  health  care  coalitions.  Though  these  groups  vary  in 
size  and  scope,  they  all  have  one  thing  in  common  . . . power 
to  control  market  share. 

In  Tennessee,  three  National  Business  Coalition  on  Health 
(NBCH)  member  organizations  represent  hundreds  of  thou- 
sands of  employees:  The  Memphis  Business  Group  on  Health, 
TRIHEALTH,  and  Buyers  Healthcare  Cooperative. 

Established  by  Memphis  employers  in  1985,  the  Memphis 


According  to  the  National  Business 
Coalition  on  Health  (NCBH),  a group  that 
represents  more  than  90  employer-led 
coalitions  across  the  United  States,  mem- 
ber coalitions  seek  to: 

• Purchase  the  best  value  health  care 
(ie,  the  highest  quality  at  the  most  rea- 
sonable cost); 

• Measure  the  comparative  quality  and 
efficiency  of  hospitals  and  physicians  in 
the  community  to  find  the  best  value; 

• Create  incentives  to  provide  better 
value  through  integration  of  service  de- 
livery and  continuous  improvement  of 
quality; 

• Improve  the  overall  health  of  the  com- 
munity as  well  as  the  health  care  deliv- 
ery system. 


Business  Group  on  Health  (MBGH)  has  been  a driving  force 
in  the  development  of  a price-competitive  health  care  mar- 
ket in  Memphis.  From  1987  to  1992,  MBGH  members  were 
able  to  hold  their  annual  increases  to  6%  per  employee.  The 
national  average  increase  for  that  same  five-year  period  was 
14.7%  per  employee. 

With  nearly  60  member  organizations,  MBGH  represents 
nearly  210,000  employees  nationwide.  At  least  70,000  of 
those  employees  reside  in  the  Memphis  area.  MBGH  is  a 
501(c)(3)  organization  whose  largest  members  include  Fed- 
eral Express,  the  City  of  Memphis,  and  First  Tennessee  Bank. 

Since  Memphis  is  a city  built  on  small  business,  MBGH 
has  long  offered  an  insurance  plan  for  employers  with  any- 
where from  two  to  500  employees.  That  plan  is  an  alliance 
between  MBGH,  Central  Benefit  Insurance,  a local  third- 
party  administrator,  and  the  Baptist  Health  Services  Group 
PHO.  For  employers  with  500  or  more  employees,  MBGH 
has  traditionally  offered  a PPO  product  through  Baptist 
Health  Services  Group. 

In  January,  MBGH  began  offering  a PPO  product  through 
Methodist’s  Health  Choice  PHO  and  it  has  POS  and  HMO 
products  through  both  Prudential  (affiliated  with  Baptist 
Memorial  Healthcare  Corp.)  and  CIGNA  (affiliated  with  the 
Methodist  Health  System).  Christie  Upshaw  Travis,  CEO  of 
the  coalition,  says  MBGH  definitely  looks  at  HEDIS  data 
before  choosing  its  health  plan  partners. 
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Another  spokesperson  for  MBGH  says  the  thing  that  sets 
them  apart  from  most  employer  coalitions  is  that  they  also 
offer  case  management  services  for  group  health,  workers’ 
compensation,  mental  health,  and  substance  abuse.  In  addi- 
tion, she  says  they  are  looking  at  offering  a disease  manage- 
ment program  for  diabetes. 

Formerly  known  as  Healthcare  2000,  TRIHEALTH  (the 
Tri-Cities  Health  Alliance)  in  Kingsport,  Tenn.,  boasts  70 
members  that  range  from  a company  with  two  employees  to 
Eastman  Kodak  which  has  12,000  employees.  Interestingly, 
TRIHEALTH’s  CEO,  Donna  Miller,  PhD,  is  the  former  CEO 
of  the  MBGH. 

TRIHEALTH  has  entered  into  a partnership  with  Blue 
Cross  Blue  Shield  of  Tennessee  to  offer  a POS  plan,  a PPO 
product,  and  an  HMO  product  to  member  businesses.  Blue 
Cross  uses  HEDIS  indicators,  along  with  cost/quality  indica- 
tors specific  to  Blue  Cross,  to  provide  TRIHEALTH  members 
comprehensive  data  on  health  plan  and  physician  performance. 
In  addition  to  its  Blue  Cross  products,  TRIHEALTH  offers  a 
national  pharmacy  contract  and  a fully  capitated  psychiatric 
and  substance  abuse  treatment  program. 

Though  she  is  pleased  with  the  progress  of  this  relatively 
new  coalition,  Miller  said  TRIHEALTH’s  biggest  obstacles 
have  been  obtaining  reliable  data  and  dealing  with  multistate 
employers. 

Headquartered  in  Brentwood,  Tenn.,  Buyers  Healthcare 
Cooperative  (BHC)  has  contracts  with  over  800  member  busi- 
nesses, about  half  of  which  are  in  Tennessee.  It  also  has  mem- 
bers in  Arkansas,  Indiana,  Virginia,  Alabama,  Pennsylvania, 
West  Virginia,  and  Texas.  According  to  spokesperson  Ila 
Myers,  BHC  members  represent  approximately  200,000  cov- 
ered Tennesseans. 

Unlike  MBGH  and  TRIHEALTH,  BHC  is  not  affiliated 
with  any  insurance  carrier,  HMO,  or  provider  group.  Repre- 
senting predominantly  self-insured  employers,  BHC’s  ap- 
proach is  quite  simple:  It  negotiates  contracts  for  employer 
members  to  achieve  discounts  through  group  purchasing  and 
encourages  members  to  share  claims  data  for  comparative 
analyses  of  providers.  The  group  believes  that  quality  im- 
provements and  cost  efficiencies  are  best  gained  through 
employer-provider  direct  contracting.  BHC  claims  it  does  not 
choose  which  providers  to  negotiate  with.  Instead,  its  em- 
ployer members  make  those  recommendations  based  on  feed- 
back obtained  from  their  employees. 

Including  hospitals,  outpatient  surgery  centers,  and  other 
ancillary  health  services,  BHC  holds  contracts  with  more  than 
250  providers,  about  70%  of  which  are  in  Tennessee.  In  ad- 
dition, Myers  says  they  have  more  than  3,500  physicians  in 
their  Tennessee  network.  As  the  industry  continues  to  move 
from  fee-for-service  to  capitation  arrangements,  BHC  says 
they  will  shift  their  focus  from  discount  arrangements  to  di- 
rect contracting  with  providers  who  can  assume  the  risk. 


The  Bottom  Line 

American  businesses  have  always  been  held  accountable 
by  their  customers  and  stockholders  to  deliver  quality  prod- 
ucts and  services  at  the  lowest  possible  prices.  They  are  un- 
der constant  pressure  to  find  innovative  ways  to  operate  effi- 
ciently without  sacrificing  quality.  It  is  understandable  that, 
when  they  become  the  customers,  businesses  expect  their 
providers  of  products  and  services  to  do  the  same.  Right  or 
wrong,  many  believe  they  made  exceptions  in  the  past  when 
it  came  to  health  care  services,  and  they  are  no  longer  willing 
to  do  so.  That  is  why  employers  embrace  the  idea  of  man- 
aged care. 

Tennessee  physicians  are  wise  to  pay  close  attention  to 
the  expectations  of  employers  and  how  employees  perceive 
the  quality  and  value  of  care  given.  They  too  must  constantly 
seek  ways  to  operate  more  efficiently  without  sacrificing 
quality.  Care-givers  must  also  educate  employers  and  their 
employees  on  what  is  reasonable  and  appropriate  to  expect 
when  it  comes  to  health  care  delivery.  In  other  words,  physi- 
cians should  position  themselves  as  partners  with  business  if 
they  want  to  have  a voice  in  how  health  care  is  delivered  now 
and  in  the  future. □ 


Without  proper  estate  planning, 
most  of  what  you  own  could 
be  left  to  your  least  favorite  relative. 

Uncle  Sam. 

Call  now  for  your  7-step  guide 
to  estate  planning. 


Given  the  combined  force  of  estate,  income  and 
excise  taxes,  your  estate  could  lose  up  to  80%  of 
its  value.  Money  you've  worked  long  and  hard 
for.  Money  you  prefer  to  go  to  family,  charities 
and  friends.  To  learn  more  about  proper  estate 
and  trust  planning,  call: 

Brendan  Finucane,  Jr.,  Financial  Consultant, 
for  your  copy  of  " Practical  Estate  Planning: 

7 Steps  for  Preserving  Your  Wealth." 

Find  out  hoiv  you  can  get  a complimentary 
Personal  Estate  Tax  Analysis. 

(800)  228-8517  or  (615)  269-2415 

Smith  Barney 

They  make  money  the  old-fashioned  way 
They  earn  it.’” 

Smith  Barney  does  not  provide  tax  or  legal  advice. 

You  should  consult  your  own  tax  or  legal  advisor. 

©1996  Smith  Barney  Inc.  Member  SIPC.  A Member  of  TravelersGroupT 
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Practicing  Medicine 


Coding!  Why  Bother? 

Phyllis  Franklin,  Manager 
I \1A  Third-Party  Reimbursement  Services 


Why  is  coding  important?  Codes  communicate  to  third- 
party  payers  what  the  physician  did  and  why  it  was  done. 
What  service  or  procedure  did  the  patient  receive?  Why  was 
it  necessary?  The  answers  to  these  questions  are  relayed  to 
third-party  payers  by  codes. 

Establishing  medical  necessity  is  the  first  step  in  third- 
party  reimbursement.  Justify  the  care  provided  by  present- 
ing the  appropriate  facts.  These  facts  must  be  substantiated 
by  the  patient’s  medical  record,  and  the  record  must  be  avail- 
able to  payers  on  request. 

Physician  practices  benefit  in  two  ways  from  learning  how 
to  properly  use  the  coding  systems.  First,  appropriate  use  of 
codes  helps  ensure  proper  payment.  Claims  without  codes  or 
with  incorrect  codes  may  be  rejected,  delayed,  or  reduced. 

Second,  appropriate  use  of  codes  reduces  the  chances  of 
an  audit.  When  codes  do  not  accurately  describe  the  proce- 
dures and  services  rendered,  the  physician  may  be  accused 
of  fraudulent  billing  (billing  for  services  and  procedures  not 
provided). 

Coding  Systems 

HCPCS  (HCFA’s  Common  Procedure  Coding  System) — 
HCPCS  (pronounced  “hick  picks”)  was  created  by  the  Health 
Care  Financing  Administration  (HCFA)  as  an  extension  of 
the  American  Medical  Association’s  (AMA)  CPT  codes. 
HCFA  developed  the  HCPCS  to  code  those  services,  materi- 
als, drugs,  and  procedures  that  are  not  contained  in  the  cur- 
rent edition  of  CPT.  HCPCS  consists  of  three  levels: 

Level  I - CPT  (Current  Procedural  Terminology),  Fourth 
Edition — commonly  referred  to  as  CPT-4,  is  produced,  pub- 
lished, and  maintained  by  the  AMA.  The  five-digit  numeric 
codes  are  updated  annually.  A new  publication  is  released 
each  November,  and  the  codes  become  effective  on  January  1 . 
All  third-party  payers  accept  CPT  codes. 

Level  II  - National  Codes — are  updated  annually  and  pub- 
lished in  the  Federal  Register.  Fevel  II  codes  are  used  by  all 
Medicare  carriers  (Part  B)  and  intermediaries  (Part  A),  and 
Medicaid  (TennCare)  in  all  states.  The  five-digit  alphanumeric 
codes  are  used  for  services  and  supplies  not  contained  in  CPT. 

Level  III  - Local  Codes — are  updated  “as  needed”  by  lo- 
cal Medicare  carriers  to  cover  services  not  contained  in  lev- 
els I and  II. 

In  addition  to  utilizing  correct  procedure  codes,  it  is  im- 
portant that  “coders”  be  familiar  with,  and  use,  modifiers.  A 


modifier  is  a two-digit  alpha  or  numeric  code  appended  to 
procedure  codes  to  provide  clarification  when  a procedure  is 
altered  by  some  specific  circumstance.  Modifiers  may  be  in- 
formational only,  or  they  may  affect  payment. 

International  Classification  of  Diseases  - Ninth  Revision  - 
Clinical  Modification  (ICD-9-CM) — is  used  to  report  patient 
illnesses,  injuries,  complaints,  and/or  symptoms.  The  pur- 
pose of  ICD-9-CM  coding  is  threefold: 

• To  establish  the  medical  necessity  for  the  visit  or  service. 

• To  provide  statistics  for  morbidity  and  mortality  rates. 

• To  take  the  written  description  of  a disease  or  state  and 
translate  the  information  into  numbers,  producing  a common 
language. 

ICD-9-CM  codes  can  range  from  three  to  five  digits.  Codes 
can  be  third  digit  (category),  fourth  digit  (subcategory),  or 
fifth  digit  (subclassification).  The  fourth  and  fifth  digits  typi- 
cally provide  additional  information  to  the  category  perti- 
nent to  the  body  area  or  site,  or  whether  the  patient  did  or  did 
not  have  complications.  Failure  to  code  to  the  highest  level  of 
specificity  can  result  in  the  denial  or  reduction  of  payment. 

A law  requiring  that  all  physicians  use  ICD-9-CM  codes 
when  reporting  diagnoses  to  Medicare  became  effective  on 
April  1,  1989.  Although  this  law  applies  only  to  claims  sub- 
mitted to  Medicare,  the  use  of  ICD-9-CM  codes  in  claims  to 
all  third-party  payers  is  advisable.  If  diagnosis  codes  are  not 
used,  payment  may  be  denied  or  delayed.  If  a code  is  not 
submitted,  the  third-party  payer’s  personnel  may  assign  an 
incorrect  code  based  on  the  limited  information  at  hand. 

Many  third-party  payers  have  software  programs  in  place 
that  compare  the  CPT-4  code  to  the  ICD-9-CM  code.  These 
programs  test  for  logical  relationships.  They  would,  for  ex- 
ample, reveal  a mismatch  between  a procedure  listed  as  the 
removal  of  a cyst  and  the  diagnosis  of  hypertension.  Such  a 
claim  would  probably  be  denied  for  lack  of  medical  necessity. 

In  summary,  accurate  coding  is  essential  to  the  reimburse- 
ment process.  Up-to-date  information  is  essential  to  accurate 
coding.  To  ensure  the  use  of  the  most  current  codes,  new  man- 
uals should  be  purchased  each  year.  Updated  CPT-4,  HCPCS, 
and  ICD-9-CM  manuals  can  be  obtained  by  contacting  the 
AMA  at  1-800-621-8335. □ 

References 
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Practicing  Medicine 


Ask  TMA.... 


Robert  J.  Gonzales,  Staff  Attorney 


Q:  A physician  group  has  been  tracking  the  reimburse- 
ments paid  by  various  insurance  companies  and  has  discov- 
ered that  certain  companies  reimburse  at  higher  levels  than 
others.  What  are  the  possible  legal  consequences  of  tracking 
such  information  and  sharing  it  with  other  physicians  to  en- 
courage the  lower  reimbursing  companies  to  improve  their 
reimbursement  levels? 

A:  Antitrust  is  a complex  and  continually  evolving  area 
of  law,  and  penalties  for  violating  the  antitrust  laws  are  se- 
vere. It  is,  therefore,  strongly  recommended  that  physicians 
who  negotiate  prices  or  payments  as  a group  contact  experi- 
enced legal  counsel  for  particularized  advice. 

Section  I of  the  Sherman  Antitrust  Act  of  1890  prohibits 
any  concerted  action  that  unreasonably  restrains  marketplace 
competition.  Restraints  of  trade  are  usually  analyzed  using 
the  “rule  of  reason,”  under  which  a restraint  that  has  an  ad- 
verse effect  on  competition  that  outweighs  its  pro-competi- 
tive effect  will  be  found  illegal.  If  the  restraint  is  deemed  to 
be  lacking  in  any  redeeming  value,  then  the  “per  se”  rule 
will  apply.  Price-fixing  is  the  archetype  of  per  se  violations. 
Under  a per  se  analysis,  the  only  question  will  be  whether 
the  physician  knowingly  engaged  in  the  conduct. 

Fully  integrated  group  practices,  professional  corporations, 
and  individual  physicians  may  take  individual  actions  with- 
out violating  the  Sherman  Act.  Physicians  who  merge  their 
practices  and  establish  a fully  integrated  practice,  such  as  a 
medical  partnership  or  a professional  corporation,  are  no 
longer  considered  capable  of  conspiring  among  themselves 
because  a fully  integrated  practice  is  a single  entity.  If  a fully 
integrated  group  practice  establishes  fees  to  be  charged  by 
the  members  of  that  practice,  the  action  represents  unilateral 
action  of  the  group  instead  of  concerted  action  among  com- 
peting physicians. 

Merely  tracking  reimbursements  does  not  affect  the  usual 
and  customary  charge  for  procedures  and,  thus,  the  price- 
fixing provisions  of  the  Sherman  Act  would  not  likely  apply; 
but  using  such  information  to  persuade  an  insurance  com- 
pany to  conform  to  the  reimbursement  levels  of  its  competi- 
tors sounds  dangerously  like  a group  boycott  activity  which 
is  per  se  illegal  under  the  antitrust  laws.  The  Sherman  Act, 
however,  does  not  prevent  an  individual  physician  or  a fully 
integrated  group  of  physicians  from  refusing  to  do  business 
with  a particular  insurance  company. 


Antitrust  compliance  is  a serious  matter,  particularly  be- 
cause of  the  complexity  of  the  antitrust  laws  and  the  severe 
penalties  for  failing  to  comply  with  their  provisions.  In  fact, 
TMA  is  itself  concerned  with  antitrust  compliance  because 
of  its  work  on  behalf  of  physicians,  and  has  promulgated  an 
antitrust  policy  and  rules  of  compliance  for  its  committee 
work. 

Q:  A hospital’s  policy  is  to  accept  and  treat  any  patient 
that  comes  into  the  emergency  room,  even  if  it  is  not  an  emer- 
gency. Can  this  policy  be  changed,  either  by  amending  the 
bylaws  or  otherwise  ? 

A:  Generally  speaking,  a hospital  may  amend  its  bylaws 
so  that  patients  who  have  common  ailments  that  are  not  emer- 
gency medical  conditions  need  not  be  treated.  The  problem 
is  that  the  hospital  must  assess  whether  or  not  the  patient 
has  an  emergency  medical  condition  (EMC).  This  is  required 
by  anti-dumping  provisions  of  federal  and  state  law,  which 
exist  to  prevent  hospitals  from  “dumping”  patients  who  lack 
insurance,  or  to  transfer  them  to  publicly  funded  or  charity 
hospitals. 

What  is  an  EMC?  The  federal  COBRA  law  defines  it  this 
way: 

1.  a medical  condition  manifesting  itself  by  acute  symp- 
toms of  sufficient  severity  (including  severe  pain)  such  that 
the  absence  of  immediate  medical  attention  could  reason- 
ably be  expected  to  result  in  (i)  placing  the  health  of  the  indi- 
vidual (or,  with  respect  to  a pregnant  woman,  the  health  of 
the  woman  or  her  unborn  child)  in  serious  jeopardy,  (ii)  seri- 
ous impairment  to  bodily  functions,  or  (iii)  serious  dysfunc- 
tion of  any  bodily  organ  or  part;  or  2.  with  respect  to  a preg- 
nant women  who  is  having  contractions  (i)  that  there  is 
inadequate  time  to  effect  a safe  transfer  to  another  hospital 
before  delivery,  or  (ii)  that  transfer  may  pose  a threat  to  the 
health  or  safety  of  the  woman  or  the  unborn  child.  [42  USC 
§1395dd(e)(l)(A)  and  (B)] 

Hospital  emergency  departments  must  “stabilize”  any 
patient  who  presents  with  an  EMC.  To  stabilize  means  that 
the  hospital  “provide(s)  such  medical  treatment  of  the  condi- 
tion as  may  be  necessary  to  assure,  within  reasonable  medi- 
cal probability,  that  no  material  deterioration  of  the  condi- 
tion is  likely  to  result  from  or  occur  during  the  transfer  of  the 
individual  from  a facility,  or,  with  respect  to  an  EMC  de- 


Tennessee  Medicine  ~ February,  1997 


51 


scribed  in  *][(1)(B),  to  deliver  (including  the  placenta).” 
[(e)(3)(A)]  Note:  This  standard  does  not  require  that  hospi- 
tals completely  treat  and  resolve  a patient’s  EMC. 

COBRA  considers  a patient  to  have  been  stabilized  when 
“no  material  deterioration  of  the  condition  is  likely,  within 
reasonable  medical  probability,  to  result  from  or  occur  dur- 
ing the  transfer  of  the  individual  from  a facility,  or,  with  re- 
spect to  an  EMC  described  in  *][(1)(B),  that  the  woman  has 
delivered  (including  the  placenta).”  [(e)(3)(B)] 

Whether  a patient  presents  with  an  EMC  and,  if  so, 
whether  the  patient  has  stabilized,  can  only  be  determined 
by  the  medical  staff  since  the  hospital  lacks  the  expertise  to 
decide  such  matters.  That  being  the  case,  hospital  bylaws 
must  either  contain  mechanisms  for  deciding  whether  pa- 
tients have  EMCs,  or  the  hospital  must  accept  all  patients  to 
avoid  violating  the  anti-dumping  law.  A hospital  could  de- 
velop such  mechanisms  by  establishing  an  Emergency  Pa- 
tient Care  Committee.1 

Q:  Is  a physician  required  or  permitted  to  inform  parents 
that  their  minor  child  is  pregnant? 

A:  The  Prenatal  Care  for  Minors  Act  states  that  a physi- 
cian may  provide  prenatal  care,  examine,  diagnose,  and  treat 
a minor  without  parental  knowledge  or  consent,  and  incur  no 
civil  or  criminal  liability  except  for  negligence.  It  is  clear, 
therefore,  that  a physician  is  not  required  to  inform  parents 
of  their  minor  child’s  pregnancy. 

It  is  less  clear  whether  a physician  is  permitted  to  inform 
parents  over  the  pregnant  minor’s  objections.  The  answer 
requires  balancing  of  the  patient’s  right  to  confidentiality  and 
her  capacity  to  provide  informed  consent. 

There  is  no  general  statute  that  mandates  confidentiality 
for  the  communications  between  physician  and  patient.  How- 
ever, Tennessee’s  Medical  Practice  Act,  under  which  physi- 
cians are  licensed,  states  that  the  BME  has  the  authority  to 
suspend,  restrict,  or  revoke  a physician’s  license  if  he  or  she 
“willfully  betray(s)  a professional  secret.”  Notifying  a preg- 
nant minor’s  parents  certainly  constitutes  a breach  of  confi- 
dentiality and  should  only  be  done  in  cases  where  the  minor 
lacks  the  capacity  to  legally  consent  to  treatment. 

The  AMA  has  issued  an  opinion  on  confidential  care  for 


minors,  which  encourages  physicians  to  promote  the  au- 
tonomy of  minor  patients  by  involving  them  in  the  medical 
decision-making  process  to  a degree  commensurate  with  their 
abilities.  Physicians  should  encourage  minor  patients  to  in- 
volve their  parents  in  medical  decisions.  If  the  minor  patient 
refuses  and  the  physician  believes  the  patient  is  mature  enough 
to  make  the  medical  decision  under  consideration,  parental 
notification  would  usually  be  improper. 

AMA  Opinion  5.055  further  states  that  physicians  must 
recognize  the  practical  effect  of  denying  confidential  care  to 
pregnant  immature  minors.  Parental  notification  against  the 
minor  patient’s  wishes  would  likely  be  counterproductive  and 
discourage  prenatal  care. 

Q:  Is  an  ophthalmologist  who  purchases  contact  lenses 
through  the  mail  required  to  pay  sales  or  use  taxes  on  such 
purchases? 

A:  Yes.  Under  Tennessee  revenue  law,  ophthalmologists, 
as  well  as  optometrists  and  opticians,  are  considered  the  us- 
ers and  consumers  of  tangible  personal  property  and  are, 
therefore,  subject  to  sales  and  use  taxes.  Many  companies 
will  collect  the  tax  and  report  to  the  State,  removing  the  bur- 
den from  the  physician/customer. 

'Hospital  bylaws  provisions  creating  and  defining  such  a committee  might  look  something 
like  the  following,  which  is  taken  from  the  draft  TMA  Model  Medical  Staff  Bylaws: 

Emergency  Patient  Care  Committee 

1)  Composition 

The  Emergency  Patient  Care  Committee  shall  consist  of  all  members  of  the  Department 
of  Emergency  Medicine,  one  member  each  from  the  Departments  of  Medicine  and  Surgery, 
and  representatives  from  the  nursing  service  as  appointed  by  the  head  of  the  nursing  service, 
although  a majority  of  the  Committee  shall  be  Staff  members. 

2)  Duties 

The  duties  of  the  Emergency  Patient  Care  Committee  shall  include: 

a)  Insuring  that  emergency  patient  care  is  guided  by  written  policies,  supported  by  appro- 
priate procedure  manuals,  rules,  and  regulations  of  the  Department  of  Emergency  Medicine; 

b)  Insuring  that  appropriate  medical  records  are  maintained  on  all  patients  cared  for  in  the 
emergency  room; 

c)  Preparing  and  making  available  in  the  emergency  service  area  an  up-to-date  roster  of 
on-call  physicians  responsible  for  responding  to  emergency  calls  and  a current  list  of  available 
specialists; 

d)  Preparing,  making  available,  and  reviewing  annually  written  instructions  on  emergency 
measures  to  be  instituted  by  the  nursing  staff  in  the  absence  of  and  until  arrival  of  a physician; 

e)  Developing  policies  to  ensure  that  the  Medical  Staff  does  not  participate  in  inappropri- 
ate transfers  or  “dumping”  of  patients;  and 

f)  Evaluating  the  quality  of,  and  taking  such  steps  as  are  necessary  to  improve,  the  emer- 
gency patient  care  rendered  at  the  Hospital. 

3)  Meetings 

The  Emergency  Patient  Care  Committee  shall  meet  as  needed  at  the  call  of  its  Chair,  but  at 
least  twice  yearly. 


If  you  have  a question  or  concern  that  TMA  may  be  able  to 
address,  contact  “Ask  TMA,”  PO  Box  120909,  Nashville,  TN 
37212-0909,  or  fax  your  question  to  “Ask  TMA”  at  (615)  383- 
5918.  TMA  will  respond  in  writing  and  later  reprint  summa- 
ries of  key  answers  that  will  assist  other  TMA  members. 
(Please  include  a daytime  phone  number  in  case  TMA  staff 
needs  to  clarify  an  issue  or  provide  follow-up.)  You  may  also 
submit  your  questions  and  read  responses  online  through 
TMA’s  homepage  MEDWIRE  (http://www.medwire.org). 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Lost  in  the  Shuffle  of  a Busy  Practice? 

J.  Kelley  Avery,  MD 


Case  Report 

A 28-year-old  asympto- 
matic gravida  2 para  1,  eight 
weeks  pregnant  by  dates, 
who  had  been  a patient  of  a 
very  busy  obstetrician  for 
about  seven  years,  returned 
looking  forward  to  his  deliv- 
ery of  her  second  baby.  Her 
first  is  now  a healthy  and  ac- 
tive 3-year-old  girl.  A routine 
ultrasound  examination  at 
about  24  weeks  gestation 
showed  a “complex  mass”  in 
the  left  ovary.  The  patient 
was  informed  about  the  find- 
ings, and  was  assured  that 
“we”  would  “watch  it,”  al- 
though it  was  probably  some 
ovarian  enlargement  associ- 
ated with  her  pregnancy.  The 
second  routine  ultrasound 
showed  the  same  mass,  but 
no  increase  in  size. 

The  patient  progressed  to 
term  uneventfully,  delivered 
a healthy  female  infant,  and 
at  four  weeks  postpartum 
seemed  to  be  doing  well.  The 
pelvic  examination  was  re- 
corded as  being  “within  nor- 
mal limits.”  No  mention  was 
made  of  the  ovarian  mass.  At 
five  months  postpartum  the  patient  was  still  breastfeeding. 
On  this  visit  the  history  of  breast  cancer  in  the  family  was 
recorded.  The  pelvic  examination  again  was  reported  as 
“within  normal  limits,”  with  no  mention  of  the  ovarian  mass. 

When  the  baby  was  10  months  old,  the  patient  called  her 
obstetrician’s  office  with  a history  of  having  “pulled  her  back” 
while  playing  with  her  older  daughter.  She  complained  of 
pain  in  the  right  chest,  and  was  sent  tablets  of  a synthetic 


codeine  for  relief.  Two  weeks  later  the  patient  again  con- 
tacted the  office  with  a history  of  intermittent  vaginal  bleed- 
ing for  ten  days.  Birth  control  pills  were  prescribed,  but  when 
a week  later  she  made  another  phone  call  to  the  office  com- 
plaining that  the  pills  made  her  very  nervous,  the  prescrip- 
tion was  changed. 

The  next  day  she  went  to  an  urgent  care  center  complain- 
ing of  the  severe  right-sided  chest  pain  on  movement,  deep 
breathing,  and  cough.  Examination  revealed  some  tenderness 
over  the  painful  area  and  a chest  x-ray  revealed  two  frac- 
tured ribs,  for  which  she  was  given  a codeine  preparation 
and  a rib  belt.  A week  later  she  called  the  urgent  care  center 
stating  that  the  pain  was  still  very  troublesome  and  the  rib 
belt  was  changed  at  no  charge. 

A week  later,  after  making  two  calls  to  the  urgent  care 
center  requesting  narcotics  for  pain  and  being  denied  a call- 
in  prescription,  she  came  in  bitterly  complaining  of  the  chest 
pain.  At  this  visit,  the  examination  was  documented  to  show 
“clear  lungs”  and  no  tenderness  over  the  chest  cage. 

It  was  now  eight  weeks  after  the  injury  and  six  weeks  since 
her  last  contact  with  her  obstetrician.  She  called  in  request- 
ing to  be  seen  and  was  placed  on  the  “cancellation  list.”  She 
was  seen  within  a few  days  and  complained  of  continued 
pain  in  her  chest,  some  frequency  of  urination,  and  vaginal 
discharge.  Nitrobid  was  prescribed,  and  the  pain  prescrip- 
tion was  refilled.  An  ultrasound  of  the  pelvis  again  showed 
the  “complex”  mass  of  the  left  ovary  suggesting  a hemor- 
rhagic cyst,  cyst  abscess,  or  endometrioma.  The  mass  was 
thought  to  be  slightly  larger  than  on  previous  examinations. 

At  this  time  in  the  illness,  her  husband  became  involved, 
and  called  the  obstetrician’s  office  to  report  that  he  had  taken 
his  wife  to  an  orthopedist  who  had  sent  her  to  a lung  special- 
ist. He  had  found  fluid  on  her  chest,  for  which  a thoracentesis 
was  done.  Cytology  on  the  fluid  disclosed  some  “atypical” 
cells.  A CT  of  the  abdomen  showed  the  ovarian  mass  and 
findings  suggesting  carcinoma,  with  metastases  to  the  peri- 
toneum. A biopsy  of  the  ovary  showed  an  ovarian  carcinoma. 
Radical  pelvic  surgery  was  done  following  a course  of  che- 
motherapy. The  prognosis  was  very  grave,  and  indeed  the 
patient  died  about  six  months  later.  Her  last  baby  was  2 years 
old  at  the  time  of  her  mother’s  death. 


Dr.  Avery  is  a member  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
order  to  make  it  less  easy  to 
identify.  If  you  recognize  your 
own  case,  please  be  assured 
that  it  is  presented  solely  for 
the  purpose  of  emphasizing  the 
issues  presented. 


Tennessee  Medicine  ~ February,  1997 


53 


A lawsuit  was  filed  charging  the  obstetrician  with  negli- 
gence in  the  management  of  ovarian  carcinoma. 

Loss  Prevention  Comments 

It  is  well  known  that  the  earlier  the  diagnosis  and  treat- 
ment of  ovarian  carcinoma,  the  better  the  prognosis.  The  treat- 
ing physician  in  this  case  failed  to  follow  up  on  the  initial 
ultrasound  report  with  definitive  confirmation  of  the  find- 
ings and  tissue  diagnosis  of  the  lesion.  The  urgency  of  this 
situation  demanded  no  less,  even  during  the  pregnancy.  Mul- 
tiple contacts  with  the  office  were  made.  There  were  two  more 
ultrasound  examinations  showing  the  same  ovarian  mass.  The 
“fractures”  of  the  ribs  in  the  absence  of  a history  of  a blow  of 
some  sort  to  the  chest  is  suspicious.  The  visits  to  the  urgent 
care  center  were  clearly  made  because  nothing  definitive  was 
done  by  her  primary  physician.  The  multiple  refills  of  nar- 
cotic prescriptions  over  the  telephone  without  investigation 
and  the  general  laxity  of  the  telephone  management  of  this 
longtime  patient’s  complaints  are  suggestive  of  a practice  that 
is  too  busy  to  attend  to  the  patients  being  seen.  Is  it  possible 
for  a physician  to  be  so  busy  that  he  fails  to  follow  accept- 
able standards  of  practice?  I believe  it  is!  As  managed  care 
proliferates,  the  temptation  to  see  more  and  more  patients 


could  expose  more  and  more  of  us  to  this  danger.  Running 
faster  and  faster  on  the  treadmill  in  order  to  stay  in  the  same 
place  is  truly  a temptation,  but  it  is  also  a danger. 

In  this  case,  no  expert  testimony  could  be  developed  to 
assist  in  the  defense  of  the  defendant  physician.  The  sympa- 
thy factor  in  this  case  of  a young  woman  with  two  small  chil- 
dren is  such  that,  in  this  medicolegal  environment,  settlement 
seemed  mandatory.  Although  confidential  as  to  exact  amounts, 
high  six/seven  figure  sums  are  routine. □ 


Carolyn  Avery  & Associates,  Inc. 

Offers  a range  of  services 

• Physician  and/or  Staff  Consulting 

• On-Site  Training  & Seminars 

• Policies  & Procedures  Manuals 

• Employee  Handbooks 


PO  Box  159012  • Nashville,  TN  37215-9012 
(615)  383-6321  • Fax  (615)  385-9777 


CALL  TODAY! 
(800)624-5293 

m FORCE  RESERVE 

A GREAT  WAY  TO  SERVE 

25-701-0003 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
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The  Journal 


Original  Contribution 

Boerhaave’s  Syndrome 
An  Elusive  Diagnosis 

Bijoy  E.  John,  MD;  Mene  S.  Zua,  MD 


Introduction 

Spontaneous  rupture  of  the  esophagus  (Boerhaave’s  syn- 
drome) was  first  reported  in  1724  and  it  still  eludes  prompt 
diagnosis  because  of  delay  in  presentation,  and  absence  of 
classical  symptoms.  High  index  of  suspicion  is  necessary  to 
diagnose  the  condition  early  to  initiate  appropriate  care,  be- 
cause with  advancing  time  the  clinical  picture  can  be  masked 
by  sepsis  and  shock.  All  physicians  should  be  aware  of  this 
entity  to  avoid  the  severe  morbidity  and  high  mortality  asso- 
ciated with  this  syndrome. 

Case  Report 

A 45-year-old  black  man  with  no  significant  past  medical 
history,  except  for  occasional  alcohol  use  and  smoking  one- 
half  pack  of  cigarettes  per  day  for  15  years,  entered  the  emer- 
gency room  (ER)  with  severe  epigastric  and  left-sided  chest 
pain  following  an  episode  of  forceful  vomiting  after  eating  a 
hamburger.  He  was  treated  in  the  ER  as  a case  of  gastritis  and 
sent  home.  Twelve  hours  later  he  returned  with  worsening  of 
left-sided  chest  pain,  dyspnea,  and  mild  fever.  On  examina- 
tion, he  appeared  ill  and  in  respiratory  distress,  with  a blood 
pressure  of  106/60  mm  Hg,  respiratory  rate  24/min,  and  tem- 
perature 101°F.  Examination  of  the  chest  revealed  decreased 
tactile  fremitus,  stony  dullness  to  percussion,  and  decreased 
breath  sounds  over  the  lower  left  chest  posteriorly.  Except 
for  epigastric  tenderness,  the  remainder  of  the  physical  ex- 
amination was  within  normal  limits. 

Laboratory  data  revealed  his  electrolytes  and  liver  func- 
tion tests  were  normal.  He  had  a WBC  count  of  18,900/cu 
mm  with  80%  neutrophils.  Pleural  fluid  analysis  revealed  a 
bloody  fluid  with  pH  of  6.99,  innumerable  RBCs  and  WBCs, 
an  LDH  of  240  U/L  and  an  S.  amylase  level  of  125  U/L. 
Initial  chest  x-ray  in  the  ER  showed  pneumomediastinum 
and  subsequent  chest  x-ray  showed  worsening  pneumomedi- 

From  the  Department  of  Internal  Medicine,  Meharry  Medical 
College,  Nashville. 

Reprint  requests  to  Department  of  Internal  Medicine,  Meharry 
Medical  College,  1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208  (Dr. 
John ). 


astinum  and  associated  left  pleural  effusion  (Fig.  1).  CT  scan 
of  the  chest  showed  pneumomediastinum  and  left  pleural  ef- 
fusion Fig.  2.  Gastrografin  study  showed  escape  of  contrast 
material  in  the  lower  third  of  the  esophagus  on  the  left  side 
(Fig.  3).  The  patient  had  a protracted  stay  in  the  hospital  re- 
quiring resection  of  the  esophagus,  cervical  esophagostomy, 
feeding  gastrostomy,  pyloroplasty,  and  later  an  esophago- 
gastrostomy.  He  is  doing  well  currently  with  rehabilitation. 

Discussion 

The  first  account  of  spontaneous  esophageal  perforation 
was  given  by  the  Dutch  physician  Boerhaave  in  1724.  His 
patient  was  Lord  High  Admiral  Wassenaer,  who  developed 
sudden  excruciating  chest  pain  while  straining  to  vomit,  fol- 
lowed by  shock  and  then  death  18  hours  later.1'2 

Esophageal  perforation  continues  to  carry  a serious  prog- 
nosis because  of  the  associated  high  rate  of  morbidity  and 
mortality.  The  unique  anatomical  configuration  of  the  esopha- 
gus, which  has  no  serosal  layer  and  is  surrounded  by  loose 
areolar  tissue,  predisposes  to  the  development  of  severe 
mediastinitis,  empyema,  sepsis,  and  ultimately  multi-organ 
failure  after  esophageal  rupture.3  The  site  of  the  rupture  is 


Figure  1.  Chest  x-ray  showing  pneumomediastinum  and  left  pleural 
effusion. 
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usually  immediately  supradiaphragmatic,  and  usually  on  the 
left.2Factors  believed  to  be  contributory  are  high  intraesoph- 
ageal  pressure  created  by  strenuous  vomiting  or  retching,  the 
anatomical  configuration,  and  a high-pressure  gradient  across 
the  esophageal  wall  combined  with  the  surrounding  negative 
intrathoracic  pressure.2 

The  term  “spontaneous”  is  a misnomer,  as  the  term  sug- 
gests the  absence  of  predisposing  factors  or  previous  diseases 
of  the  esophagus,  but  it  does  help  to  distinguish  it  from  iatro- 
genic perforation,  or  that  due  to  foreign  body  or  external 
trauma.45 

The  introduction  of  the  term  Boerhaave’s  syndrome  helps 
to  differentiate  transmural  esophageal  rupture  from  incom- 
plete esophageal  laceration  and  hematemesis  associated 
with  Mallory-Weiss  Syndrome.6  A characteristic  finding  in 
Boerhaave’s  syndrome  is  the  size  of  the  epithelial  tear,  which 
exceeds  that  of  muscular  rupture.3 

The  diagnosis  of  Boerhaave’s  syndrome  should  always 
be  suspected  in  a patient  with  a history  of  vomiting  followed 
by  severe  chest  pain  after  overindulgence  in  food  and  drink, 
and  accompanied  by  dyspnea,  mediastinal  or  subcutaneous 
emphysema,  and  cardiovascular  collapse.  Failure  to  consider 
esophageal  perforation  is  the  main  cause  of  misdiagnosis.1 

The  classic  presentation  of  a middle-aged  man,  with  a 
background  history  of  alcoholism,  dietary  excess,  and 
Mackler’s  Triad7  of  vomiting,  lower  thoracic  pain,  and  sub- 
cutaneous emphysema,  may  often  not  be  present  because  of 
delay  in  presentation.  Patients  may  be  in  respiratory  failure 
and  in  shock.  A good  history  is  sufficient  to  make  the  diag- 
nosis over  the  telephone.* 

Other  helpful  diagnostic  tools  are  x-rays  of  the  chest,  which 
might  show  pneumomediastinum,  as  in  Fig.  1 , which  is  some- 
times so  small  as  to  be  missed  by  an  untrained  eye,y  medias- 
tinal and  subcutaneous  emphysema,  a paraspinal  mass,  and 
evidence  of  hydrothorax,  more  commonly  on  the  left  side.10 


Figure  2.  Extravasation  of  contrast  material. 


Thoracentesis  might  sometimes  reveal  food  particles, 
gastric  juice,  a high  amylase  content,  especially  the  salivary 
(S.  amylase)  as  in  this  case,  or  squamous  cells  derived  from 
saliva.  About  20%  of  patients  have  the  “V  sign”  of  Naclerio 
formed  by  the  air  contrast  shadow  on  chest  radiography.11 
The  most  helpful  radiologic  sign  is  pneumomediastinum,12 
since  it  helps  to  differentiate  other  causes  of  chest  pain  in 
similar  settings,  viz  perforated  peptic  ulcer,  myocardial  infarc- 
tion, and  dissecting  aneurysm. 

Even  if  the  x-ray  is  negative,  as  it  is  in  1 0%  to  1 2%  of  cases, 
a contrast  study  of  the  esophagus  should  be  done  if  clinical  sus- 
picion is  high.  This  may  show  extravasation  of  dye  (Fig.  2). 13 
A CT  scan  of  the  chest  might  also  be  helpful,  as  in  this  case, 
to  indicate  the  presence  of  mediastinal  air  (Fig.  3). 

Although  Boerhaave’s  syndrome  follows  forceful  vomit- 
ing, it  has  been  reported  in  unusual  clinical  settings,  in  pro- 
longed coughing  or  hiccups,14  severe  asthma,15  childbirth,16 
or  hyperemesis  gravidarum.17 


Figure  3.  CT  scan  of  the  chest  showing  pneumomediastinum  and  left 
pleural  effusion. 


Tennessee  Medicine  ~ February,  1997 


57 


As  in  the  above-mentioned  examples  and  in  spontaneous 
rupture  due  to  vomiting,  are  all  results  of  barogenic  trauma 
due  to  sudden  rise  in  intraluminal  pressure  resulting  in  tear- 
ing in  the  left  lower  esophagus  above  the  diaphragm,  where 
the  esophagus  is  intrinsically  weakest  and  unsupported.1  Ini- 
tial misdiagnosis  may  be  aspiration  pneumonia,  dissecting 
aneurysm,  esophagitis,  lung  abscess,  myocardial  infarction, 
or  pancreatitis.1 

The  literature  shows  survival  without  surgery  is  very  rare.18 
The  first  successful  repair  was  reported  by  Barrett  in  1941. 19 
It  has  been  clearly  shown  that  early  surgical  intervention  is 
required  for  best  results.  When  diagnosis  is  made  within  24 
hours  of  perforation,  immediate  primary  closure  and  wide 
drainage  of  the  mediastinum  continues  to  be  the  gold  stan- 
dard of  treatment.20  In  a study  done  by  Mark  et  al21  on  127 
patients,  survival  was  79%  and  decreased  to  67%  after  a 
24- hour  period.  Associated  factors  leading  to  increased  mor- 
tality include  the  site,  59%  for  the  distal  and  47%  for  the 
middle  third  of  esophagus.  The  surgical  approach  to  a delay 
of  more  than  24  hours  remains  controversial.  These  include 
diversion-exclusion,22  and  even  resection  of  an  otherwise 
normal  esophagus.23 

Diversion-exclusion  involves  suture  of  the  perforation  with 
wide  drainage  of  the  contaminated  tissues,  creation  of  a loop 
or  end-cervical  esophagostomy,  creation  of  a gastrostomy, 
and  a feeding  jejunostomy22  as  in  this  patient. 

Conclusion 

As  timely  diagnosis  is  the  key  for  good  patient  care,  it  is 
imperative  that  all  physicians  should  be  aware  of  the  typi- 
cal and  atypical  presentations  of  Boerhaave’s  syndrome  be- 
cause of  the  associated  grave  mortality  and  morbidity.  The 


possibility  of  esophageal  rupture  should  be  considered  in  the 
differential  diagnosis  of  chest  or  abdominal  pain,  or  intratho- 
racic  pathology. □ 
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HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 

HELP  US  TO  HELP 

Call  the  TMF  Physicians  Health  Program  at  (615)  893-7755  in  Murfreesboro.  Telephone 
message  service  available  around  the  clock. 
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Excessive  Sweating:  Unusual  Side 
Effect  of  Megestrol  Acetate  Therapy 


May  L.  Votaw,  MD 

Introduction 

Megestrol  acetate  is  used  therapeutically  as  hormonal 
manipulation  in  patients  with  advanced  breast  cancer.1  More 
recently  it  has  been  used  to  increase  appetite,  caloric  intake, 
and  nutritional  status  in  patients  with  advanced  cancer  or 
AIDS-related  cachexia.2'6  Low-dose  megestrol  acetate  has 
been  given  for  the  prevention  of  hot  flashes  in  patients  with 
breast  and  prostate  cancer.7  Side  effects  noted  with  megestrol 
acetate  are  fatigue,  appetite  increase,  weight  gain,  feeling 
bloated,  and  mild  edema.*  Additionally,  rare  hyperglycemia 
or  adrenal  problems  have  been  reported.9  Massive  sweating 
and  drenching  night  sweats  with  use  of  megestrol  acetate  for 
metastatic  breast  cancer  have  been  found  as  an  unusual  side 
effect  in  two  cases. 

Reports  of  Cases 

Case  1.  A 59-year-old  woman  was  diagnosed  with  infil- 
trating duct  carcinoma  stage  2 in  1981  and  given  adjuvant 
therapy  with  CAFVP  (cyclophosphamide,  doxorubicin,  5- 
fluorouracil,  vincristine,  and  prednisone).  Bone  metastases 
appeared  ten  years  later  and  were  well  controlled  with 
tamoxifen  for  21  months.  When  increasing  bone  lesions  with 
increasing  pain  developed,  the  tamoxifen  was  stopped,  and 
after  a washout  period,  therapy  with  megestrol  acetate  40  mg 
four  times  daily  was  started.  At  routine  follow-up  the  patient 
reported  hour-long  episodes  of  feeling  cold,  severe  malaise, 
and  severe  sweating,  with  perspiration  running  off  her  body, 
down  her  legs,  and  into  her  shoes.  After  cessation  of  the 
megestrol  acetate  therapy  she  had  no  further  episodes  of  pro- 
fuse sweating. 

Case  2.  A 48-year-old  woman  was  diagnosed  with  breast 
carcinoma  at  an  outside  institution  in  1978,  for  which  she 
received  an  unknown  type  of  adjuvant  chemotherapy.  Eleven 
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years  later  she  developed  bone  metastases,  and  was  given 
tamoxifen  with  good  symptomatic  control  for  three  years. 
She  then  developed  recurrent  malignant  pleural  effusions,  for 
which  she  was  given  megestrol  acetate  40  mg  four  times  daily. 
At  routine  follow-up  she  reported  that  although  her  pulmo- 
nary symptoms  were  controlled,  she  was  having  drenching 
night  sweats  requiring  her  to  change  her  sheets  and/or  wring 
out  her  night  clothes  almost  nightly.  She  elected  to  continue 
the  megestrol  acetate,  as  she  “has  gotten  used  to”  her  exces- 
sive night  sweats. 

Comment 

Megestrol  acetate  is  a progestin  that  has  been  used  thera- 
peutically in  postmenopausal  patients  with  breast  carcinoma 
with  a response  rate  ranging  from  20%  to  56%  in  various 
studies.1  The  mechanism  causing  tumor  inhibition  is  unclear, 
but  it  seems  to  be  different  from  that  of  tamoxifen,  since  some 
patients  can  respond  to  megestrol  acetate  after  becoming  re- 
fractory to  tamoxifen.Typical  postmenopausal  hot  flashes 
with  minimal  sweating  are  frequently  reported  in  patients  on 
tamoxifen  but  are  seen  in  less  than  10%  of  patients  treated 
with  megestrol  acetate.1  The  known  side  effect  of  stimulat- 
ing appetite  and  causing  weight  gain  underlies  its  use  in  can- 
cer and  AIDS-related  cachexia.2  6 Physicians  who  prescribe 
megestrol  acetate  for  palliative  therapy,  for  control  of 
cachexia,  or  for  control  of  hot  flashes  should  be  aware  that  it 
can  cause  excessive  sweating. □ 
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FDA  Requires  Manufacturers  to  Fortify 
Grain  Products  With  Folic  Acid 

Rita  Scruggs,  MS,  RD,  LDN 


Introduction 

The  Food  and  Drug  Administration  (FDA)  has  issued  regu- 
lations to  require  manufacturers  to  fortify  grain  products  with 
folic  acid  by  January  1 , 1 998.  The  FDA  is  requiring  fortifica- 
tion with  folic  acid  at  the  rate  of  0.43  mg  to  1 .4  mg  folic  acid 
per  pound  of  grain  product.  These  amounts  are  designed  to 
keep  the  daily  intake  of  folic  acid  for  most  Americans  within 
a safe  range.  Folacin  is  a B vitamin  found  in  food  and  added 
to  many  vitamin  and  mineral  supplements  as  folic  acid,  a 
synthetic  form  of  folacin.  Folacin  is  found  in  foods  such  as 
liver,  dark-green  leafy  vegetables  such  as  collards,  turnip 
greens,  and  Romaine  lettuce;  broccoli  and  asparagus;  citrus 
fruits  and  juices;  whole-grain  products;  wheat  germ;  and  dried 
beans  and  peas,  such  as  pinto,  navy,  and  lima  beans,  and 
chickpeas  and  black-eyed  peas. 

In  the  last  five  years,  it  has  been  shown  that  folic  acid 
consumption  will  prevent  some  birth  defects  and  may  reduce 
the  risk  of  cardiovascular  disease.  It  is  estimated  that  con- 
sumption of  folic  acid  supplements  in  addition  to  the  folacin 
contained  in  the  usual  diet  can  prevent  one-half  to  three-  quar- 
ters of  cases  of  spina  bifida  and  anencephaly,  otherwise  known 
as  neural  tube  defects.  Each  year,  about  2,500  infants  are 
born  with  neural  tube  defects.  All  infants  with  anencephaly 
die  shortly  after  birth,  and  the  majority  of  babies  born  with 
spina  bifida  grow  to  adulthood  with  paralysis  and  varying 
degrees  of  bowel  and  bladder  incontinence.  The  evidence  that 
consumption  of  folic  acid  before  conception  and  during  early 
pregnancy  can  reduce  neural  tube  defects  has  been  accumu- 
lating for  years.  In  1992,  the  U.S.  Public  Health  Service  pub- 
lished a report  detailing  the  randomized  controlled  trials, 
nonrandomized  intervention  trials,  and  observational  studies 
supporting  a 70%  reduction  in  risk  of  neural  tube  defects 
with  the  supplementation  of  women’s  diets  with  folic  acid. 
The  Public  Health  Service  recommended  that  all  women  of 
childbearing  age  who  are  capable  of  becoming  pregnant 
should  consume  0.4  mg  of  folic  acid  per  day.  The  recom- 
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mendation  was  directed  toward  all  women  of  childbearing 
age  because  most  neural  tube  defects  occur  very  early  in  preg- 
nancy, before  most  women  know  that  they  are  pregnant.  Also, 
half  of  all  pregnancies  in  the  United  States  are  unplanned. 

The  average  consumption  of  dietary  folacin  by  women  in 
the  United  States  has  been  estimated  to  be  about  0.2  mg/day. 
The  Public  Health  Service  recommends  three  approaches  to 
increasing  women’s  consumption  of  folic  acid.  These  ap- 
proaches include:  (1)  Increasing  women’s  consumption  of 
foods  that  are  rich  in  folacin.  (2)  Increasing  women’s  con- 
sumption of  vitamin  supplements  containing  folic  acid.  (3) 
Fortifying  a food  staple  with  folic  acid. 

The  FDA  approved  the  addition  of  0.43  mg  to  1 .4  mg  of 
folic  acid  per  100  gm  of  grain.  This  level  of  fortification  will 
provide  the  average  woman  of  reproductive  age  with  an  ad- 
ditional 0. 1 mg  of  folic  acid  each  day.  The  Centers  for  Dis- 
ease Control  and  Prevention’s  folic  acid  working  group  had 
recommended  fortification  at  2.5  times  this  level  to  provide 
prevention  to  a more  substantial  number  of  women.  The  pri- 
mary reason  that  the  FDA  proposed  a lower  level  was  the 
concern  that  older  Americans  who  use  folic  acid  supplements 
might  be  harmed  by  consuming  too  much  folic  acid.  There  is 
concern  that  folic  acid  may  correct  and  mask  anemia  associ- 
ated with  vitamin  Bp  deficiency  and  possibly  delay  the  diag- 
nosis and  treatment.  Because  the  fortification  is  lower  than 
that  necessary  to  provide  the  0.4  mg  in  most  adults’  diets, 
women  will  need  to  include  in  their  diets  foods  with  folacin 
and/or  take  a vitamin  supplement.  The  effects  of  high  in- 
takes are  not  well  known,  so  care  should  be  taken  to  keep 
total  folacin  consumption  at  less  than  1 mg/day,  except  un- 
der the  supervision  of  a physician. 

Women  who  have  had  a prior  NTD-affected  pregnancy 
are  at  high  risk  of  having  a subsequent  affected  pregnancy. 
When  these  women  are  planning  to  become  pregnant,  they 
should  consult  their  physicians  for  advice.  A massive  public 
health  education  program  is  needed  to  explain  the  need  for 
folic  acid  and  the  ways  to  include  the  nutrient  in  the  diet. 

(Continued  on  page  64) 
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Intra-Arterial  Thrombolysis  in 
Acute  Ischemic  Stroke 


A.  S.  Callahan  III,  MD;  Brian  L.  Berger,  MD 


New  cases  of  acute  ischemic  stroke  number  more  than 
400,000  annually  in  the  United  States.  Preventive  efforts  iden- 
tifying extracranial  atherostenosis  or  atrial  fibrillation  can 
reduce  the  incidence  of  stroke,  but  without  widespread  screen- 
ing the  number  of  ischemic  strokes  will  remain  quite  high. 
Since  stroke  is  the  leading  cause  of  adult  disability,  any  ef- 
fective treatment  would  be  expected  to  have  an  enormous 
impact  on  reduction  of  disability  and  aftercare  expense.  This 
review  focuses  on  the  use  of  intra-arterial  thrombolysis  in 
the  treatment  of  acute  ischemic  stroke. 

Revascularization  as  a rationale  for  stroke  treatment  is  a 
reasonable  approach,  given  that  ischemia  represents  the  fail- 
ure of  collateral  flow  to  meet  the  metabolic  needs  of  the  per- 
fused tissue  in  the  face  of  circulatory  inadequacy.  Ischemic 
infarction  can  be  produced  by  atherosclerotic  occlusion  of 
the  perfusing  vessels  or  embolic  disruption  of  flow.  Attempts 
at  flow  restoration  require  opening  of  the  occluded  vessels 
and/or  removal  of  embolic  materials.  Thrombolysis  permits 
restoration  of  flow  by  dissolution  of  the  occluding  material(s) 
that  are  amenable  to  modification  by  plasminogen  activation. 
If  flow  is  restored  in  a timely  fashion,  then  infarction  would 
be  prevented  or  the  volume  of  irreversibly  injured  tissue  re- 
duced. Such  an  effect  should  result  in  a better  clinical  out- 
come than  if  flow  were  not  restored.  In  order  to  recommend 
revascularization  by  intra-arterial  thrombolysis,  improved 
clinical  outcomes  should  be  demonstrated. 

Early  attempts  at  thrombolysis  in  acute  stroke  were  aban- 
doned because  of  the  high  incidence  of  intracranial  hemor- 
rhage complicating  therapy.1-2  It  is  now  recognized  that  these 
poor  results  were  occasioned  by  delay  in  initiating  treatment, 
lack  of  pretreatment  recognition  of  intracerebral  hemorrhage, 
attempted  treatment  of  large  areas  of  ischemia,  concomitant 
use  of  systemic  anticoagulation,  and  use  of  thrombolytic 
agents  lacking  clot-specific  activation.  Current  clinical  ap- 
proaches have  addressed  all  of  these  issues. 
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Local  thrombolysis  is  accomplished  with  the  placement 
of  microcatheters  into  the  intracranial  circulation  by  endo- 
vascular techniques.  Presently  available  technology  permits 
access  to  the  stem  and  branches  of  the  middle  cerebral,  ante- 
rior cerebral,  and  anterior  communicating  arteries,  and  mid- 
portion of  the  posterior  cerebral  arteries.  Once  intracranial 
access  is  attained,  various  centers  have  used  various  ap- 
proaches: crossing  the  clot,  mechanically  working  the  clot, 
lacing  the  clot  with  thrombolytic  agent,  and  delivering  drug 
to  the  proximal  clot  face.3  These  approaches  have  clinical 
champions,  but  no  single  method  has  proven  superior  to  oth- 
ers. There  has  yet  to  be  a scientific  clinical  trial  comparing 
the  various  approaches,  and  as  catheter  technology  remains 
quite  dynamic,  the  continuous  advent  of  newer  devices  has 
postponed  head-to-head  studies  of  efficacy  and  technique. 

Acute  ischemic  stroke  can  occur  through  several  mecha- 
nisms. Large  vessels,  either  extracranial  or  intracranial,  may 
be  occluded  by  atherosclerotic  plaque  rupture/hemorrhage 
or  wall  dissection.  Often  with  fixed  atherostenosis,  premoni- 
tory warning  symptoms  or  TIAs  may  have  occurred,  permit- 
ting identification  of  arterial  pathology  before  stroke  onset. 
Medium-  sized  arteries  may  be  occluded  by  embolic  materi- 
als that  become  arrested  by  change  in  the  vessel  caliber.  Gen- 
erally, when  embolism  is  the  cause  of  the  stroke  there  are  no 
premonitory  warnings.  The  third  mechanism  for  stroke  oc- 
curs in  small  arteries  subject  to  premature  aging  with  accom- 
panying hypertension  and  diabetes.  Fibrohyalinization  causes 
occlusion  of  these  small  vessels,  producing  strokes  in  the  deep 
white  matter  called  lacunae.  Often  lacunar  strokes  can  be  si- 
lent and  multiple,  though  the  clinical  syndromes  that  are  rec- 
ognized have  diagnostic  specificity.  This  pathogenetic  frame- 
work—large- vessel  local  atherosclerosis,  embolus,  and 
small-vessel  lacunae— will  be  used  to  discuss  endovascular 
treatment  of  acute  ischemic  stroke. 

Atherosclerotic  occlusion  of  large  vessels,  eg,  internal 
carotid,  vertebral,  or  basilar  arteries,  can  produce  large  terri- 
tory infarction.  At  times,  however,  the  occlusion  of  such  large 
vessels  (especially  carotid)  can  be  asymptomatic  due  to  the 
adequacy  of  collateral  flow.  Even  when  there  has  been  proxi- 
mal occlusion  of  extracranial  vessels,  stroke  is  often  produced 
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by  an  intracranial  embolus  rather  than  global  flow  failure  or 
intracranial  extension  of  the  extracranial  clot.  Endovascular 
treatment  confirms  the  presence  of  extracranial  occlusion, 
and  permits  angiographic  assessment  of  potential  sources  of 
collateral.  Once  treatment  is  begun  the  clot  volume  is  gener- 
ally large,  and  the  thrombolytic  agent  is  administered  over  a 
period  of  hours.  With  or  without  restoration  of  flow,  cerebral 
hemorrhage  has  occurred  in  10%  of  treated  patients.4  5 This  rate 
of  hemorrhage  approximates  that  in  randomized  series  utiliz- 
ing systemic  anticoagulation  in  the  control  population  ( 14%).6 

Due  to  the  time  required  for  lysis  of  large-volume  clots, 
newer  approaches  have  been  proposed  in  large- vessel  occlu- 
sion. Emergency  treatment  of  the  ischemia-causing  embolus 
by  crossing  the  clot  with  microcatheters  should  require  less 
drug  than  trying  to  lyse  all  of  the  extracranial  clot  to  gain 
access  to  the  intracranial  circulation.  Reestablishment  of 
proximal  flow  by  angioplasty  of  the  occluded  artery  further 
reduces  the  required  dose  of  thrombolytic  agent,  and  short- 
ens the  time  of  flow  reduction.  The  combination  of  quicker 
restoration  of  flow,  lysis  of  intracranial  clot,  and  reduced  dos- 
age of  thrombolytic  agent  may  result  in  better  and  safer  out- 
comes. A small  series  utilizing  this  approach  has  been  pub- 
lished in  which  no  hemorrhages  were  reported.7 

In  all  published  series,  clinical  benefit  from  thrombolysis 
has  required  preservation  of  flow.  While  recanalization  of  an 
atherosclerotic  segment  can  be  produced  by  clot  lysis,  the 
maintenance  of  flow  requires  obliteration  of  the  obstruction 
to  prevent  re-occlusion.  This  can  be  accomplished  by  angio- 
plasty of  extracranial  and  intracranial  arteries.  Many  centers 
have  reported  its  safe  and  efficacious  use.8  An  endovascular 
approach  permits  this  full  range  of  therapy,  while  the  periph- 
eral administration  of  thrombolytic  agents  does  not  permit 


arterial  reconstruction.  A case  of  anterior  circulation  large- 
vessel  stroke  illustrating  these  points  is  provided  in  Figs.  1 
through  3.  An  example  of  the  use  of  local  thrombolysis  in 
the  posterior  circulation  is  provided  in  Figs.  4 and  5. 

Cerebral  embolism  producing  acute  ischemic  infarction 
can  occur  from  a cardiac  source  as  well  as  from  extracranial 
large-vessel  atherosclerotic  occlusion.  When  the  embolus 
occludes  the  proximal  portion  of  the  middle  cerebral  artery, 
then  clinical  results  have  been  poor.9  Results  are  better  when 
the  embolus  occludes  branch  or  cortical  surface  vessels.  In 
these  cases  the  volume  of  ischemic  tissue  is  less  and  the  clots 
are  generally  small.  Currently  a randomized,  double-blind 
trial  of  local  treatment  in  middle  cerebral  artery  occlusion  is 
underway  with  an  intraclot-activated  thrombolytic  agent 
(PROACT2  Study).  In  this  study  the  control  group  is  treated 
with  systemic  anticoagulation.  The  phase  1 portion  of  this 
study  reported  a trend  towards  clinical  improvement  in  the 
treated  cohort  with  no  increased  incidence  of  hemorrhage.6 
We  have  reported  a consecutive  clinical  series  of  anterior  cir- 
culation emboli  treated  with  intraclot  urokinase  within  a six- 
hour  window.10  In  none  of  our  patients  was  there  intracranial 
hemorrhage,  and  clinical  results  were  normal  in  more  than 
80%  of  treated  patients.  Our  clot  lysis  rate  of  85%  exceeds  that 
reported  with  the  use  of  peripherally  administered  thrombol- 
ytic agents.  We  obtained  similar  excellent  results  when  the  oc- 
cluded artery  was  either  the  posterior  cerebral  or  distal  basilar. 
An  illustrative  example  of  intra-arterial  thrombolysis  of  a left 
middle  cerebral  branch  embolus  is  provided  in  Figs.  6 and  7. 

Another  mechanism  of  ischemic  infarction  occurs  with 
lacunar  stroke.  Such  deep  strokes  produce  specific  clinical 
syndromes  with  dramatic  symptoms,  eg,  pure  motor  hemi- 
plegia, often  with  an  equal  paralysis  of  face,  arm  and  leg, 


Figure  1.  Tapering  occlusion  of  the  left  internal  Figure  2.  Lysis  of  acute  clot  showing  residual 
carotid  artery  at  site  of  atherostenosis.  stenosis. 


Figure  3.  Post-angioplasty  result  of  the  left  inter- 
nal carotid  artery  restoring  flow. 
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Figure  4.  Atheroscle- 
rotic occlusion  of  the 
basilar  artery  over  its 
proximal  two-thirds. 


due  to  involvement  of  capsular  fibers.  In  spite  of  impressive 
clinical  defects,  outcomes  from  lacunar  stroke  are  typically 
better  than  those  from  large- vessel  occlusion  or  cerebral  em- 
bolism. Occasionally,  large-vessel  atherosclerotic  plaques  that 
are  adjacent  to  penetrator  arteries  can  produce  a small-vessel 
stroke  that  can  be  a prelude  to  a more  devastating  stroke  from 
occlusion  of  the  large  vessel.  This  is  the  remarkable  excep- 
tion to  the  benign  outcome  with  small  lacunae.  Intra-arterial 
thrombolysis  has  not  been  utilized  in  lacunae  because  the 
diagnostic  angiogram  was  negative.  However,  the  recent  re- 
port of  efficacy  of  peripheral  thrombolysis  in  small-vessel 
ischemic  stroke  suggests  that  local  thrombolytic  therapy  may 
become  an  option."  There  are  no  reports  of  the  results  of 
intra-arterial  thrombolysis  in  lacunae. 

The  feared  downside  of  thrombolytic  treatment  has  been 
the  occurrence  of  intracranial  hemorrhage.  In  the  CT  era, 
petechial  hemorrhage  is  a common  accompaniment  at  the 
periphery  of  cortical  surface  embolism  along  the  cortical 
mantle.  Larger  volume  strokes  due  to  occlusion  of  the  proxi- 
mal middle  cerebral  artery  can  often  result  in  hemorrhage  of 
central  gray  structures  (basal  ganglia).  With  acute  myocar- 
dial infarction,  peripheral  administration  of  thrombolytic 
agents  has  resulted  in  lobar  hematomas  (white  matter  hem- 


Figure 5.  Restoration 
of  flow  in  the  basilar 
artery  with  clot  adher- 
ent to  the  origins  of 
the  anterior  inferior 
cerebellar  arteries. 


orrhages)  in  1%  of  cases.12  In  the  case  of  cerebral  infarction, 
the  use  of  thrombolytic  agents  has  resulted  in  more  frequent 
symptomatic  hemorrhage.  These  hemorrhages  generally  have 
occurred  in  the  territory  that  is  treated,  often  in  the  deep  nu- 
clei, and  generally  are  fatal.  Both  the  peripheral  and  local 
administration  of  thrombolytic  agents  have  resulted  in  this 
complication.  If  re-perfusion  were  to  be  the  sole  cause  of  the 
intracranial  hemorrhages,  then  endovascular  treatment  should 
have  a higher  complication  rate  due  to  its  greater  efficacy  of 
clot  lysis  in  restoring  flow.45  Since  the  published  results  do 
not  support  this,  there  must  be  other  factors  that  are  opera- 
tive, eg,  length  of  time  to  treatment,  dose,  route,  CT  change 
prior  to  treatment,  and  the  size  of  the  territory  at  risk.  There 
are  likely  to  be  other  factors  of  importance,  as  well. 

Intra-arterial  thrombolysis  for  stroke  treatment  requires 
the  availability  of  a stroke  treatment  team.  The  ability  to  ob- 
tain patients  quickly  after  the  ictus,  marshall  the  pretreatment 
data  (neurologic  evaluation,  CT  scan),  generate  angiographic 
data  of  clot  localization,  and  begin  treatment  within  a six- 
hour  window  is  a formidable  task.  Few  centers  have  a stroke 
team,  though  academic  and  community  models  are  available." 
The  creation  of  such  stroke  treatment  teams  is  an  important 
and  worthy  goal. 


Figure  6.  Embolic  oc- 
clusion of  branch  of 
inferior  division  left 
middle  cerebral  artery. 


Figure  7.  Lysis  of 
embolus  by  intra-arte- 
rial urokinase. 
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A program  of  intra-arterial  thrombolysis  will  be  initially 
more  costly  than  one  utilizing  peripheral  administration  of 
the  drug.  The  availability  of  angiographic  data  verifies  that 
autolysis  has  not  occurred,  provides  feedback  concerning  the 
amount  of  drug  required  for  clot  lysis,  and  confirms  that  ly- 
sis has  occurred  with  treatment.  Endovascular  techniques  also 
permit  arterial  reconstruction  with  angioplasty.  It  is  not  rea- 
sonable to  believe  that  strokes  of  various  mechanisms  and  at 
various  locations  would  all  be  treated  by  a dose  regimen  based 
on  body  weight.  The  extra  cost  of  intra-arterial  treatment 
would  have  to  be  offset  by  safety  and  improved  results.  In 
the  recent  peripheral  thrombolytic  study,  complicating  hem- 
orrhage occurred  in  12%  of  treated  patients  compared  to  5% 
in  controls.  Clinical  improvement  to  normal  or  near  normal 
was  seen  in  31%  of  treated  patients  and  20%  of  controls.11 
These  targets  for  safety  and  efficacy  would  have  to  be  ex- 
ceeded by  any  other  form  of  treatment.  Many  endovascular 
centers  have  published  results  that  exceed  these  targets.4  5'1014 

We  have  entered  the  treatment  era  of  acute  ischemic  stroke 
by  revascularization.  Centers  experienced  in  endovascular 
techniques  should  be  able  to  offer  safer  and  more  efficacious 
options  for  stroke  treatment  and  prevention  than  non-interven- 


tional  ones.  The  development  and  support  of  all  types  of  stroke 
treatment  centers  should  be  a high  priority  for  all  of  us.  Stroke 
should  now  be  treated  as  the  emergency  it  is,  and  preventive 
programs  should  receive  widespread  clinical  support.O 
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Since  so  many  factors  can  affect  a pregnancy,  the  addition  of 
folic  acid  alone  to  the  diets  of  women  will  not  ensure  a healthy 
baby,  but  folic  acid  can  make  a significant  contribution. 

Furthermore,  there  is  emerging  evidence  that  folic  acid 
lowers  the  plasma  concentration  of  homocysteine,  which  is  a 
risk  factor  for  cardiovascular  disease.  Although  folic  acid  has 
been  proven  through  randomized  controlled  trials  to  prevent 
cardiovascular  disease,  analysis  of  the  findings  of  27  exist- 
ing studies  concludes  that  there  is  strong  evidence  of  a causal 
relationship.  The  analysis  suggests  that  10%  of  all  deaths  from 
coronary  artery  disease  could  be  prevented  by  increasing  the 
daily  consumption  of  folic  acid.  Substantial  mortality  pre- 
vention for  cerebral  vascular  disease  and  peripheral  arterial 
disease  is  also  likely.  About  0.4  mg  of  folic  acid  per  day  is 
probably  sufficient  to  lower  homocysteine  to  safe  levels. 


Currently,  the  recommended  daily  allowance  of  folic  acid 
for  men  is  0.2  mg/day,  and  for  women,  0.18  mg/day.  These 
recommended  daily  allowances  were  established  several  years 
ago  and  do  not  meet  current  needs  in  view  of  the  new  re- 
search. The  folacin  found  in  food  has  a bioavailability  of 
between  25%  and  75%,  while  the  folic  acid  used  in  fortifica- 
tion is  almost  entirely  absorbed. 

Though  the  addition  of  folic  acid  to  grain  products  will 
increase  the  intake  of  folic  acid  in  the  general  population, 
this  fortification  does  not  mean  that  Americans  will  now  au- 
tomatically be  consuming  enough  folacin.  Fortified  foods  will 
supply  only  a portion  of  the  daily  folacin  needs.  Health  pro- 
fessionals are  encouraged  to  inform  their  patients  about  the 
proven  and  potential  benefits  of  consuming  0.4  mg  of  folic 
acid  per  day.Q 
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Team  Health  has  Immediate  Opportunities: 


Oak  Ridge 


Jefferson  City 


McMinnville* 

Winchester* 


Athens* 

Etowah* 


Chattanooga 
South  Pittsburg*  • 


Knoxville*  Sevierville* 
Loudon*  *Maryvilie 


Emergency  Medicine 
Directorship  & Clinical  Opportunities 


Athens  — The  approximate  annual  patient  volume  is  14,000 
at  this  118-bed  facility.  Located  between  Knoxville  and 
Chattanooga,  Athens  offers  small  town  life  with  the 
convenience  of  the  city  nearby. 

Chattanooga  — Approximate  annual  patient  volume  is 
18,000  at  this  83-bed  facility.  Chattanooga  offers  many 
cultural  and  recreational  activities  such  as  the  Tennessee 
Aquarium,  golfing  and  fishing. 

Etowah  — Approximate  annual  patient  volume  is  12,000 
with  a 4-bed  ED.  Etowah  is  less  than  an  hour  from  the 
convenience  of  Chattanooga  and  is  in  the  foothills  of  the 
Appalachian  Mountains. 

Greeneville  — The  approximate  annual  patient  volume  is 
18,000  at  this  new  facility  with  a 10-bed  ED  and  a separate 
triage  room.  PA  double  coverage  is  provided  on  Saturday 
and  Sunday. 

Jefferson  City  — This  facility  has  an  approximate  annual 
patient  volume  of  12,000  with  12-  and  24-hour  shifts 
available.  Located  close  to  the  Smokies,  Jefferson  City  is 
only  30  minutes  from  Knoxville. 

Kingsport  — Approximate  annual  patient  volume  is  23,000 
with  PA  double  coverage  7 days  a week.  Kingsport  in  nestled 
in  the  foothills  of  the  Appalachian  and  Great  Smoky 
Mountains  in  the  Tri-Cities  region  of  northeast  Tennessee. 

Knoxville  — This  325-bed  facility  has  an  approximate 
annual  ED  patient  volume  of  25,000  with  double  coverage 
provided  eight  hours  a day.  Knoxville  is  located  just  west 
of  the  Smoky  Mountains  in  beautiful  East  Tennessee. 


Loudon  — This  6-bed  ED  has  an  approximate  annual 
patient  volume  of  11,000  with  backup  available  in-house 
or  on-call  for  many  specialties.  Loudon  is  located  30 
minutes  southwest  of  Knoxville. 

Maryville  — Approximate  annual  patient  volume  is  in 
excess  of  40,000  with  PA  triple  coverage  provided  12- 
hours  per  day.  Located  in  the  foothills  of  the  Smokies, 
Maryville  is  only  30  minutes  from  Knoxville. 

McMinnville  — Practice  in  a newly  constructed  facility 
with  an  annual  patient  volume  of  17,000.  It  is  located  within 
an  hour  and  a half  of  Nashville  and  Chattanooga  in  the 
foothills  of  the  scenic  Cumberland  Plateau. 

Oak  Ridge  — This  201 -bed  facility  has  an  approximate 
annual  ED  patient  volume  of  35,000.  This  scenic  community 
is  conveniently  located  20  minutes  from  Knoxville  and 
offers  many  cultural  and  recreational  activities. 

Sevierville  — PA  double  coverage  and  a PA  staffed  fast-uack  is 
provided  at  this  26,000  volume  ED.  The  facility  is  located  10 
minutes  from  the  outlets  of  Pigeon  Forge  and  the  skiing  in 
Gatlinburg  and  is  only  40  minutes  from  downtown  Knoxville. 

South  Pittsburg  — This  100-bed  facility  has  an  approximate 
annual  patient  volume  of  12,000.  South  Pittsburg  is  conveniently 
located  only  1 5 minutes  from  Chattanooga  and  an  hour  and  a 
half  from  Atlanta  and  Knoxville. 

Winchester  — This  newly  constructed,  8-bed  ED  has  an 
approximate  annual  patient  volume  of  12,000.  It  is  located 
one  and  a half  hours  from  Nashville  and  an  hour  from 
Chattanooga1, 


Team  Health  offers  competitive  compensation , 
flexible  scheduling  with  no  on-call  and  paid 
malpractice  insurance. 


TEAM 

HEALTH 


For  more  information  about  these  opportunities, 
please  call  Lee  Ann  Long  at 

1-800-909-8366 


Visit  us  on  the  Internet  at  http://www.team-health.com 


TN  DEPARTMENT  OF  MENTAL  HEALTH 
MENTAL  RETARDATION 

Full-time  practice  positions  available  in  Greeneville,  Nashville,  and  Arlington.  Salary  potential 
up  to  $140,000  based  on  specialty  and  experience.  Preferred  specialty  in  Psychiatry,  Internal 
Medicine,  or  Family  Practice.  Physicians  with  a two-year  fellowship  in  Developmental 
Disabilities  encouraged  to  apply,  other  specialties  will  be  considered. 

SEND  RESUME  OR  CONTACT 

Steve  Roth,  Superintendent 
*Clover  Bottom  Developmental  Center 
275  Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)  231-5372 
FAX:  (615)  231-5396 

Max  Jackson,  Superintendent 
‘Arlington  Developmental  Center 
11293  Memphis-Arlington  Road 
Arlington,  TN  38002-5022 
Telephone:  (901)  867-5022 
FAX:  (901)  867-5026 

Robert  Erb,  Superintendent 
‘Greene  Valley  Developmental  Center 
P.O.  Box  910 

Greeneville,  TN  37744-0910 
Telephone:  (423)  787-6568 
FAX:  (423)  787-6574 

Pat  Womack,  Recruitment 
710  James  Robertson  Parkway 
1 1th  Floor  Gateway  Plaza 
Nashville,  TN  37243 
Telephone:  (615)  532-6580 
(615)231-5374 
FAX:  (615)  741-4567 

These  24-hour  facilities  are  stable  and  challenging  settings  serving  children  and  adults  who 
have  developmental  disabilities.  BENEFITS  include:  professional  liability  coverage, 
comprehensive  individual  benefits  valued  at  an  additional  25%  to  salary,  academic  affiliations, 
work  with  an  excellent  team  of  professionals,  and  financial  assistance  with  job  interviews 
and  relocation  expense. 
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News  and  Views 


TMA  Alliance  Report 


Medical  Alliance  Month — March  1997 

Tennessee  Medical  Alliances  (and  Auxiliaries)  will  join  with 
others  across  the  nation  to  celebrate  Medical  Alliance  Month, 
March  1997.  With  hundreds  of  health  projects  ranging  from 
immunizations  and  teen  pregnancy  to  AIDS/HIV  education  and 
organ  donor  programs,  state  and  county  Alliances  have  been 
dedicated  for  decades  to  improving  community  health.  Planned 
for  March  1997,  the  third  annual  Medical  Alliance  Month  is  an 
opportunity  for  Alliances  across  the  country  to  celebrate  what 
they  do  to  improve  the  health  of  people  in  their  communities. 

This  past  March,  hundreds  of  programs  were  held  during 
Medical  Alliance  Month,  resulting  in  media  attention  and  in- 
creased public  awareness  of  Alliance  programs.  Here  are  some 
suggestions: 

Plan  an  event  during  March  1997.  Choose  a health  focus, 
such  as  adolescent  health,  substance  abuse,  or  teen  stress,  and 
plan  an  event  to  showcase  your  efforts. 

Work  with  the  media  to  publicize  your  project.  Bring  aware- 
ness to  your  projects  via  your  local  media.  With  a little  advance 
planning,  you  can  place  notices  in  community  calendars,  and 
also  work  with  local  magazines  to  plan  a feature  story  about 
your  Medical  Alliance  Month  project. 

Promote  the  event  in  the  community.  Enhance  your  public- 
ity efforts  with  promotion  through  a variety  of  non-media  av- 
enues, such  as  printing  ads  on  grocery  bags,  distributing  fliers 
at  the  local  shopping  mall,  and  placing  ads  on  billboards  or  buses. 

How  does  Medical  Alliance  Month  differ  from  the  SAVE 
(Stop  America’s  Violence  Everywhere)  Program?  While  SAVE 
Today  and  the  year-round  SAVE  Program  are  designed  to  bring 
widespread  attention  to  violence  issues.  Medical  Alliance  Month 
is  an  opportunity  for  physicians’  spouses  to  celebrate  how  all 
their  health  promotion  efforts  improve  community  health. 

For  a Medical  Alliance  Month  Planning  Guide,  contact  the 
American  Medical  Association  Alliance,  515  N.  State  St.,  Chi- 
cago, IL  60610;  Phone  (312)  464-4470;  FAX  (312)  464-5020. 

Nancye  Hines,  President-Elect 
TMA  Alliance 


Letters  to  the  Editor 


The  Disappearance  of  the  General  Internist 

To  the  Editor: 

The  way  things  are  going  it  looks  like  the  medical  care  sys- 
tem will  consist  of  primary  physicians  who  render  office  care 
and  act  as  gatekeepers  for  patients  going  to  specialists  or  a hos- 
pital. I gather  that  the  hospitals  will  be  manned  by  hospital  spe- 
cialists who  take  over  patient  care  once  the  patient  is  in  the 
hospital.  Upon  discharge  the  patient  goes  back  to  the  referring 
physician. 

What  this  means  is  the  departure  of  a group  who  practice  an 
excellent  brand  of  medicine — the  generalist  in  internal  medi- 
cine. The  generalist  has  had  adequate  medical  school  and  resi- 


dency training.  Also,  his  education  is  a continuous  process 
throughout  his  career — reading,  attending  courses,  correspon- 
dence courses,  seminars,  etc. — so  that  he  can  keep  up  with  ad- 
vances in  medicine. 

The  generalist  gives  good,  thorough  care  in  his  office  and 
continues  such  care  when  the  patient  goes  into  the  hospital.  He 
has  had  adequate  training  to  give  hospital  care  and  is  in  a better 
position  to  render  better  care  than  someone  coming  in  from  “the 
cold”  to  take  over  the  case.  The  generalist  knows  the  patient’s 
personality  and  characteristics  that  may  never  become  apparent 
to  a hospital  specialist.  Such  factors  are  very  important  in  treat- 
ing patients.  Of  course  the  generalist  will  call  in  specialists  when 
such  help  is  needed. 

A similar  problem  may  occur  when  a patient  is  discharged 
from  a hospital  specialist  back  to  the  patient’s  primary  physi- 
cian, who  may  not  understand  some  of  the  specialist’s  plans  or 
might  disagree  with  them.  I have  had  this  problem  when  my 
patients  have  been  referred  to  a distant  medical  center. 

What  I foresee  is  what  I hope  never  takes  place  because  I 
don’t  see  how  anyone  can  adequately  replace  the  generalist. 

I like  the  cover  of  Tennessee  Medicine  for  November. 
Wouldn’t  it  be  great  to  see  the  doctor’s  bag  pictured  being  used 
more.  So  much  can  be  learned  about  a patient  and  his  family  on 
a house  call.  Someone  said  that  one  house  call  equals  ten  office 
visits.  I think  that  is  going  to  the  extreme,  but  knowing  the  home 
and  family  situation  results  in  better  care. 

Another  benefit  that  I remember  is  that  when  patients’  gar- 
dens were  in  production,  I would  come  home  loaded  with  fruits 
and  vegetables.  Also,  when  a beef  or  hog  had  been  butchered  I 
remember  receiving  fine  cuts  of  meat. 

Changes  are  taking  place,  but  please,  let’s  not  do  away  with 
the  generalist. 

Waverly  S.  Green  Jr.,  MD 
1 Medical  Park  Blvd.,  Suite  450 
Bristol,  TN  37620 


AMA  Physician  Recognition  Awards 


The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  November,  1996.  This 
list,  supplied  by  the  AMA,  does  not  include  members  who  reside 
in  other  states. 

Physicians  can  receive  the  PRA  certificate  valid  for  one,  two, 
or  three  years.  For  the  one-year  award,  physicians  report  50 
hours  of  continuing  medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians  report  100  hours 
of  CME,  including  40  hours  of  Category  1 ; for  the  three-year 
award,  physicians  report  150  hours  of  CME,  60  of  which  are 
Category  1 . Each  application  for  the  PRA  must  also  verify  par- 
ticipation in  Category  2 CME  activities. 

Carol  A.  Dewey,  MD,  Bristol 
David  R.  Hudgens,  MD,  Bristol 
Sue  W.  Johnson,  MD,  Shelby ville 
John  E.  Keyser  III,  MD,  Nashville 
Kimberly  A.  Klippenstein,  MD,  Nashville 
Richard  T.  Rutherford,  MD,  Carthage 
George  K.  Scholl,  MD,  Johnson  City 
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New  Members 


Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

BEDFORD  COUNTY  MEDICAL  SOCIETY 

Michael  A.  MacQuarrie,  MD,  Shelby  ville 

BUFFALO  RIVER  VALLEY  MEDICAL  SOCIETY 

Ramesh  K.  Reddy,  MD,  Decaturville 

COCKE  COUNTY  MEDICAL  SOCIETY 

James  D.  Jordan,  MD,  Newport 

COFFEE  COUNTY  MEDICAL  SOCIETY 

D.  Bruce  Graham,  MD,  Manchester 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 

WEST  TENNESSEE 

William  B.  Adkins,  MD,  Jackson 

Marshall  D.  Banks,  MD,  Jackson 

Lee  M.  Carter,  MD,  Huntingdon 

Daniel  R.  Fox,  MD,  Jackson 

Carol  I.  Lynn,  MD,  Jackson 

Joseph  L.  Ragon,  MD,  Jackson 

Margot  E.  Tapp,  MD,  Humboldt 

Todd  A.  Teague,  MD,  Jackson 

Steven  R.  Thorne,  MD,  Jackson 

LAWRENCE  COUNTY  MEDICAL  SOCIETY 

Gregory  H.  Boling,  MD,  Lawrenceburg 

MAURY  COUNTY  MEDICAL  SOCIETY 

Russell  J.  Berscheid,  MD,  Columbia 
Robert  T.  Hammons,  MD,  Columbia 

MEMPHIS-SHELBY  COUNTY  MEDICAL  SOCIETY 

D.  Kevin  Asa,  MD,  Memphis 
Lupo  T.  Carlota,  MD,  Memphis 
Feiyu  Chen,  MD,  Germantown 
Carletta  Demps,  MD,  Germantown 
Michele  R.  Evyan,  MD,  Memphis 
Kenneth  A.  Hahn,  MD,  Memphis 
James  M.  Holbert  Jr.,  MD,  Memphis 
Paul  T.  Jackson  Jr.,  MD,  Cordova 
Georgina  0.  Kesterson,  MD,  Memphis 
Scott  M.  Kloek,  MD,  Cordova 
Mary  Katherine  McDonald,  MD,  Cordova 
Robert  M.  Pickering,  MD,  Southaven,  MS 
Avelino  G.  Reyes,  MD,  Memphis 
Anthony  M.  Senter,  MD,  Cordova 
David  C.  Wolford,  MD,  Memphis 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Jeff  V.  Anderson,  MD,  Clarksville 
Robin  S.  DaCosta,  MD,  Clarksville 
William  D.  McIntosh,  MD,  Clarksville 

NORTHWEST  TENNESSEE 
ACADEMY  OF  MEDICINE 
Doreen  E.  Feldhouse,  MD,  Dyersburg 

ROANE-ANDERSON  COUNTY  MEDICAL  SOCIETY 
Erich  R.  Sperker,  MD,  Harriman 


RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Peter  A.  DiCorleto,  MD,  Brentwood 
Wesley  B.  Moore,  MD,  Smyrna 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Carl  E.  Bendeck,  MD,  Kingsport 

Jeff  L.  Douglas,  MD,  Kingsport 

Tony  R.  Graham,  MD,  Kingsport 

Dan  B.  Mirza,  MD,  Kingsport 

Roland  R.  More,  MD,  Bristol 

Mary  Pat  Francisco,  MD,  Kingsport 

Jeffrey  A.  McQueary,  MD,  Bristol 

Bradley  J.  Michielson,  MD,  Bristol 

Dennis  C.  Samuel  Jr.„  MD,  Bristol 

WASHINGTON-UNICOI-JOHNSON  COUNTY 

MEDICAL  ASSOCIATION 

N.  Judaun  Alison,  MD,  Johnson  City 

Charles  E.  Barnes,  MD,  Johnson  City 

A.  Robert  Blacky,  MD,  Johnson  City 

Brian  G.  Mohney,  MD,  Johnson  City 

WHITE  COUNTY  MEDICAL  SOCIETY 

Rahman  Saad,  MD,  Sparta 
John  R.  Thompson,  MD,  Sparta 
Bela  Kosztaczky,  MD,  Sparta 


In  Memoriam 


Nicholas  Gotten  Sr.,  age  94.  Died  October  16,  1996.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member  of 
Memphis-Shelby  County  Medical  Society. 

Enoch  Colvin  Ido l Sr,  age  82.  Died  November  24,  1996.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine.  Member 
of  Knoxville  Academy  of  Medicine. 

John  C.  Leonard,  age  87.  Died  November  27,  1996.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member  of 
Marshall  County  Medical  Society. 

Jack  S.  Phelan,  age  83.  Died  December  3,  1996.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of  Blount 
County  Medical  Society. 

Bruce  I.  Turner,  age  54.  Died  November  24,  1996.  Graduate  of 
Tulane  University  School  of  Medicine.  Member  of  Nashville 
Academy  of  Medicine. 


Personal  News 


Karl  C.  Jonas  Jr.,  MD,  Covington,  has  been  elected  president 
of  the  Tennessee  Chapter  of  the  American  College  of  Surgeons. 

James  D.  King,  MD,  Selmer,  has  been  elected  president  of  the 
Tennessee  Academy  of  Family  Physicians. 

The  following  TMA  members  have  been  elected  Fellows  of  the 
American  Academy  of  Family  Physicians:  Andrew  S.  May,  MD, 
Elizabethton,  Ralph  L.  Mills,  MD,  Johnson  City. 
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Board  of  Medical  Examiners 

Minutes  - November,  1996 

Name:  Harold  Lasker,  MD  (Amityville,  NY) 

Violation:  Reprimanded  in  New  York  for  hugging  and  kiss- 
ing a patient  in  the  course  of  therapy  sessions. 

Action:  Reprimanded. 

Name:  Jeffrey  A.  Swetnam,  MD  (Dyersburg) 

Violation:  Reprimanded  in  Missouri  for  acting  below  accept- 
able medical  standards  in  performing  a breast  biopsy  on  a pa- 


RURAL  AREAS  SEEKING 
PRIMARY  CARE  PHYSICIANS 

Family  Healthcare  Medical  Centers,  which  are  located  in  the 
scenic  mountains  of  Northeast  Tennessee,  are  accepting  CVs 
from  physicians.  These  health  care  facilities  offer  competitive 
wages  and  superior  benefits.  This  consists  of  401 K,  mileage 
reimbursement,  paid  malpractice  insurance,  continuing  medi- 
cal education,  ten  official  holidays  off  with  pay,  and  relocation 
is  available. 

If  interested  in  becoming  a part  of  our  work  team,  mail  CVs  to 
Ms.  Misty  Trent,  Rural  Health  Services  Consortium,  3825  Hwy. 
66  South,  Rogersville,  TN  37857.  Phone:  (423)  272-9163,  fax: 
(423)  272-4980,  e-mail  address  rhscmis@planetc.com.  EOE 


dent  who  later  died. 

Action:  Reprimanded. 

Name:  James  C.  Tucker  Jr.,  MD  (Chattanooga) 

Violation:  Chemical  addiction;  obtaining  controlled  sub- 
stances by  fraud  for  his  personal  use  to  satisfy  his  addiction; 
unprofessional,  dishonorable,  or  unethical  conduct;  prescribing 
outside  the  course  of  professional  practice  or  not  for  a legiti- 
mate medical  purpose. 

Action:  Per  agreed  order,  license  placed  on  probation  for  five 
years;  must  enter  minimum  five-year  contract  with  the  Physi- 
cians Health  Program. 

Primary  Care  Doctors: 

! • Are  you  prepared  to  accept  capitation? 

• Do  you  know  where  your  costs  are? 

• We  can  help  you  tune  up  your  practice.  j 

Call  Mo  Kirtane,  Principal  j 

Franklin  Healthcare  Consulting 
; (615)  662-8402,  franklinhc@aol.com 


COLUMBIA  OPPORTUNITIES 
NORTHEASTTENNESSEE 

NORTHEAST  TENNESSEE  POSITIONS  AVAILABLE — All  located  in  the  same  area.  Family-oriented  community,  lo- 
cated in  the  beauty  of  the  mountains  and  lakes.  Population  52,000. 

#1  Need  three  Family  Practice  physicians  to  join  a practice  of  five  already  established  primary  care  physicians.  The 
practice  will  pay  you  an  exceptional  base  salary,  superior  benefits,  plus  incentives.  Excellent  call  schedule! 

#2  Primary  Care  physician  who  does  OB  seeking  partner  for  private  practice.  Will  discuss  salary  guarantee  for  your 
first  year  and  other  incentives. 

#3  Family  Practice,  IM/Peds,  or  Peds  physicians  to  join  an  already  established  group,  seeking  to  form  multispecialty 
group.  Will  discuss  either  salaried  or  guarantee  assistance. 

#4  Two  Family  Practice  physicians  to  join  two  other  established  physicians  in  a small  town  of  15,000  with  a service 
area  of  52,000. 

#5  Bone  and  Joint  Specialty  Clinic  needs  Orthopaedic  Surgeon  to  join  two  other,  already  established  Orthopaedic 
Surgeons  in  private  practice. 

#6  Large,  highly  respected,  ten-physician  Internal  Medicine  Group  looking  to  add  another  physician  to  their  private 
practice. 

#7  Need  OB/GYN  physician  to  join  eight  physicians  in  private  practice.  Beautiful  office  space  available  with  excellent 
access  to  hospital  patients.  Fantastic  opportunity! 

For  more  information  and  confidential  consideration  on  any  of  the  positions  listed  above,  please  contact: 

Anne  Helvey,  Director  of  Physician  Services 
Columbia  North  Side  Hospital 
Columbia  Sycamore  Shoals  Hospital 
Johnson  City  Specialty  Hospitals 
Phone  (423)  854-5805 
Fax  (423)  854-5748 
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All  Your  Patients  I 


PAY  IN  ADVANCE  ? 


Then, 
why  pay  your 


Malpractice  Insurance 


UP  FRONT 


Your  insurance  company  may  require  your 
business  to  pay  premiums  in  advance,  but  you 
don’t  have  to  tie  up  your  money  to  do  so. 

Insurance  premium  financing  with 
Transamerica  Insurance  Finance  opens  the 
door  to  a lending  alternative  that  lets  your  cash 
flow  do  what  it  was  meant  to  do  — keep  your 
business  alive.  So  if  your  patients  don’t  pay  in 
advance,  but  your  insurance  company  requires 
advance  payment  from  you,  call  Transamerica 
Insurance  Finance. 

Call  us  at  800-774-8282  and  ask  us  how  to  take 
advantage  of  your  insurance  company’s  pre- 
payment discount  with  insurance  financing. 


Transamerica 

INSURANCE  FINANCE 


Care,  Inc. 


"The  nation's  fastest  growing 
locum  tenens  firm" 


YOUR  BEST  MOVE  FOR 


LOCUM  TENENS 


Nationwide  opportunities 
Government  settings  available 


• Occurrence  malpractice 

• Paid  travel,  licensure,  lodging 


Ask  for : 

John  Moberly,  ext.  2381  or 
Melanie  McReynolds,  ext.  2387 


(800)  685-2272 

http://iviviv.locumsnet.com 


Staff  Care  is  proud  to  sponsor 
the  Country  Doctor  of  the  Year  Award 


Unable  to  place  J-1  or  H-1  physicians 


Does  Your  Practice  Comply 
With  OSHA  / CLIA  Regulations? 

Services  Offered  For  OSHA  Compliance 

■ OSHA  Assessments  / Assistance  With  Compliance 

■ Effective  Employee  Training  / Annual  Updates 

■ Custom  Manuals 

■ CLIA  Laboratory  Compliance  Audits 

■ Assistance  With  CLIA  Compliance 

■ Laboratory  Procedure  Manuals 

®S  Ellis  Medical  Consulting  / (615)  371-1506 
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If  having  a bank  that’s  ready  when  you  are  is  important,  you  should  examine  First 
Tennessee’s  physician  banking  service.  You’ll  enjoy  not  waiting  in  lines,  your  very  own 
banker  attuned  to  your  needs,  free  Priority  Banking  services  - we’ll  even  come  to  you 


when  you  can’t  come  to  us.  For  special  treatment,  call.  Stat. 


FIRST  TENNESSEE 

Here  for  you. 


Chattanooga  423-757-4253  • Johnson  City  423-461-1291  • Kingsport  423-378-7012 
Knoxville  423-971-2112  • Memphis  901-681-2502 


©1996  First  Tennessee  Bank 
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Words  we  still  live  by  at  State  Volunteer  Mutual  ( S VM I C ) As  a 


physician  owned  and  operated  liability  insurance  provider,  we 


have  a compelling  interest  in  the  continuing  education  of  doctors 


Every  year,  SVMIC  conducts  scores  of  Loss  Prevention  Seminars 


to  help  impart  the  knowledge  physicians  need  to  face  the  ever 


growing  challenge  of  malpractice  litigation.  In  addition,  we 


-provide  professional  liability  insurance  at  net  cost,  and  we 


never  settle  a case  without  the  doctor's  permission.  SVMIC 


created  by  doctors  to  serve,  exclusively,  the  needs  of  doctors 


You  have  out  pledge 


t VISIT  OUR  NEW  WEB  SITE  AT:  http://WWW.SVMIC.COM 
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We're  Not  Actually  Physicians, 
But  We  Do  Know  How  To  Operate. 


MAG  Mutual  Insurance 
Company  is  as  close  to  the 
healthcare  community  as  any 
group  of  people  can  be  without 
actually  practicing  medicine. 

We  were  formed  by 
physicians.  We  are  directed  by 
physicians  and  healthcare 
executives.  We  are  owned  by 
our  physician,  hospital  and 
managed  care  organization 
policyholders.  And  the  needs  of 
these  groups  are  our  exclusive 
focus.  We  know  how  to  operate 
in  this  arena. 

We've  developed  a strong 
reputation  as  a medical 
professional  liability 
insurance  company  and 
along  with  our  affiliate 
companies  of  the 
MAG  Mutual 


Insurance  Group,  we  also  pro- 
vide physicians  with  a complete 
range  of  office  and  workers' 
compensation  coverages,  group 
health  insurance,  practice 
management  consulting  and 
physician  billing  services.  This 
impressive  array  of  products, 
services  and  benefits  provides  a 
one-stop  shop  for  physicians. 

More  than  6,500 
physicians  approve  of  how  we 
operate  - enough  to  have 
propelled  us  into  the  top  20 
medical  professional  liability 
insurance  companies  in  the 
United  States.  Now 
we  welcome  the 
opportunity  to  prove 
ourselves  to  you.  For 
information,  call 
1-800-282-4882. 
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For  Your  IRA 
Monex  Choose 
The  Same 

Manager  Selected 

By  Major 
Cortorations. 


Boatmen's  Trust.  People  who  currently  manage 


over  $44  billion  in  stock  and  bond  portfolios  for  both 
individual  portfolios  and  corporate  plans. 

Entrust  IRA  money  to  the  people  who  have  won  the 
business  of  clients  in  all  50  states  by  outperforming  not 
only  the  major  averages,  but  most  competitors  as  well. 

One  other  thing.  At  Boatmen's  Trust,  you'll  also 
receive  a level  of  personal  service  that's  hard  to  beat. 

So  put  your  IRA  money  with  a trust  company  that 
knows  how  to  manage  it.  For  more  information,  call 
Brian  Dunston  at  901-762-6241. 


BOATMEN'S  TRUST  COMPANY 

A Trust  Company  That  Knows  How  To  Manage  Money 


Your  Career  Is  Our . . . 


Highest  Priority! 


For  your  next  career  move,  let  the  staff  at  HealthLine 
Management,  Inc.  assist  you! 

HMI  successfully  places  physicians  in  the  types  of  practices 
they  seek  - after  carefully  considering  personal  and  profes- 
sional preferences,  including  specialty,  type  of  practice, 
location,  and  spousal  considerations. 


For  more  information,  call  toll-free 

1 .800.443.3901 

or  visit  our  Home  Page  at 

http://www.iimistl.com 


HealthLine®  Management,  Inc. 

Corporate  Headquarters: 

1 509  Washington  Avenue,  Suite  800 
St.  Louis,  MO  63103-1803 
314.241.2345 


Regional  Office: 

357  Riverside  Drive 
Franklin, TN  37064 
615.791.4073 


Physician  and  APN/PA  placement  • Permanent  and  interim  physician  staffing  • Emergency  department  staffing 
Credenticd  verification  services  • Practice  assessments  • Practice  management  • Network  development  • Strategic  planning 
Business  planning  • Research  and  marketing  services  • Billing  management  • Information  systems  consulting 


The  nation’s  premier  comprehensive  management  services  organization 
Serving  the  health  care  community  since  1985 


President’s  Comments 


Richard  M.  Pearson,  MD 


Investing  Wisely 

What  do  you  want  to  be  when  you  grow  up?  Remember  being  asked  this  question?  I believe 
there  are  two  states  of  maturity:  happiness  and  awareness.  Happiness  is  greatly  desired  but 
doesn’t  necessarily  lead  to  awareness.  Awareness  is  much  harder  to  reach,  but  if  it  can  be  com- 
bined with  happiness  it  leads  to  the  greatest  prize  of  all — wisdom. 

Wisdom  is  the  understanding  of  what  is  true,  right,  and  lasting.  We  all  strive  for  this  on  both 
a personal  and  a professional  level.  I have  always  believed  that  this  is  ultimately  the  goal  of 
physicians:  to  achieve  a level  of  wisdom  and  to  then  impart  that  wisdom  to  patients  so  that  they, 
too,  come  to  an  understanding  of  what  is  good,  right,  and  permanent  in  their  own  lives. 

We  all  hear  much  these  days  about  the  perceived  ability  of  the  marketplace  to  determine 
what  is  good  and  right  for  our  patients  and  ourselves.  It  is  time  to  explode  the  myth  that  the 
marketplace  is  the  perfect  cauldron  for  the  fabrics  of  peoples’  lives  and  health.  The  marketplace 
is  a mill  for  profit.  I frankly  question  whether  wisdom  in  health  care  is  a state  that  can  be 
achieved  by  the  workings  of  the  marketplace:  managed  care,  HMOs,  capitation,  and  rationing. 
These  institutions  and  mechanisms,  as  they  are  currently  owned  and  operated,  seek  to  maxi- 
mize profits  for  their  owners  while  giving  lip  service  to  quality. 

The  perfect  Marketplace  where  American  and  world  business  worship  does  not  exist.  The 
late  William  Vickrey,  winner  of  the  1 996  Nobel  Prize  for  Economics,  pointed  out  that  economic 
analyses  of  the  effectiveness  of  the  free  market  always  assume  perfect  knowledge  by  all  the 
players.  Everyone  involved  in  a business  transaction  is  assumed  to  have  complete  knowledge  of 
both  the  goods  and  of  the  value  that  both  sellers  and  purchasers  place  on  the  goods. 

In  the  real  world,  however,  and  especially  in  health  care,  nothing  could  be  further  from  the 
truth.  The  goods,  health,  are  both  poorly  understood  and  of  inestimable  value.  It  is  of  equal 
importance  is  the  fact  that  currently  the  most  common  way  of  achieving  power  and  wealth  in 
the  health  care  marketplace  is  to  systematically  exclude  the  buyers  and  sellers,  patients  and 
physicians,  from  any  significant  data  that  might  benefit  them.  For  reasons  of  personal,  political, 
and  economic  advantage,  this  current  skewed  state  of  affairs  is  sanctioned  and  glorified  by  large 
business,  government,  the  media,  and  the  legal  profession. 

Perhaps  for  physicians  this  is  the  greatest  and  most  painful  aspect  of  the  change  in  medicine; 
that  is,  that  the  goal  of  care  is  no  longer  to  seek  and  imbue  wisdom,  but  simply  to  find  transient, 
low-cost  solutions  that  meet  NCQA  (self-proclaimed)  standards.  But  the  Marketplace  has  an 
insurmountable  dilemma  with  health  care.  On  one  hand  the  Marketplace  beast  would  like  for 
mercantilism  to  slay  professionalism.  With  the  death  of  professional  wisdom  there  would  be  no 
need  to  reward  those  who  invest  a lifetime  in  the  pursuit  of  excellence. 

On  the  other  hand,  while  the  Marketplace  wants  mercantilism  to  manage  and  profit  from 
health  care,  the  Marketplace  needs  professionalism  to  be  the  instrument  of  delivery  and  needs 
professional  ethics  to  be  the  independent  guarantor  of  quality.  They  simply  don’t  want  the 
professionals  to  realize  any  gain  from  their  role. 

The  wise  investor  will  “put  his  money”  on  wisdom,  a higher  prize  than  fortune.  Wisdom  is  a 
voyage  of  discovery,  not  a business  strategy.  Wisdom  is  the  triumph  of  good  judgment  over  bad 
judgment — it  is  something  both  you  and  your  patients  can  profit  from  forever. 
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Come  see  for  yourself 
why  Jeremy  Cay  a nd 
Tloe  Hammocks  are 
two  of  coastal  South 
Carolina  s fastest 
selling  properties. 


Oceanfront, 
Creekside,  & 
Marshview 
Homesites 


Historic  Jeremy  Cay  at  Edingsville  Beach 
offers  South  Carolina’s  most  beautiful  ocean- 
front  and  oceanview  homesites.  Dirt  roads 
wind  lazily  among  oaks,  palmettos,  and  tidal 
lagoons,  and  offer  residents  some  of  the 
most  majestic  scenery  ever. 

It  is  a place  of  seclusion 
and  natural  beauty,  where 
families  can  enjoy  the  creeks, 
marshes,  and  two  miles  of 
private  beach  that  surround 
this  pristine  island. 


The  Hammocks  at  Jeremy  Inlet  draws  its 
name  from  the  geographic  term  “hammock,” 
which  is  used  to  describe  an  area  higher  than 
its  surroundings,  characterized  by  rich  soil  and 
hardwood  vegetation.  Here,  gigantic  oaks  rise 
proudly  above  these  magnifi- 
cent homesites  and  tropical 
vegetation  enhances  the  spec- 
tacular views  of  the  marsh, 
creek,  and  ocean.  Individual 
dock  sites  and  controlled 
access  provide  added  value. 


,r 
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The  Savage  Company  • One  Hammocks  Way,  Edisto  Island,  SC  29438 
(803)  869-1556  • 1-800-475-1556  • FAX:  (803)  869-1557 


Editorials 


John  B.  Thomison,  MD 


Big  Bully  Is  Watching  You 


The  other  day  I received  in  the  mail  from  Medicare,  or  rather  my  wife  did  as  the  recipient,  an 
explanation  of  services  furnished  her  by  a home  health  care  provider.  In  addition  to  the  letter, 
which  was  careful  to  point  out  that  it  was  not  a bill,  was  a blue  quarter-sheet  heavily  printed  in 
large,  often  boldface  caps  that  read: 

THIS  IS  A NOTICE  FROM  MEDICARE  FOR  YOUR  INFORMATION.  THIS  IS 
NOT  A BILL.  WE  WOULD  LIKE  TO  VERIFY  OUR  HOME  HEALTH  RECORDS. 
PLEASE  CONTACT  MEDICARE  IF  THE  ENCLOSED  INFORMATION  IS  IN- 
CORRECT IF  THE  INFORMATION  IS  CORRECT.  PLEASE  DISREGARD 
THIS  NOTICE.  IF  THE  NUMBER  OF  HOME  HEALTH  CARE  SERVICES/VIS- 
ITS YOU  RECEIVED  IS  NOT  CORRECT,  PLEASE  CALL  MEDICARE  AT... 


This  is  our  first  communication  of  this  sort,  and  it  is  apparently  a reflection  of  the  regulations 
that  went  into  effect  Jan.  1 stemming  from  the  Health  Insurance  Portability  and  Accountability 
Act  that  President  Clinton  signed  into  law  last  August.  Since  it  is  thoroughly  discussed  else- 
where in  this  issue  in  an  article  by  Angela  Meyer,  there  is  no  need  to  do  so  again  here.  I mention 
it  only  to  call  to  your  attention  the  article,  to  mention  and  enlarge  upon  a few  details,  and  to 
engage  in  some  pleasantries  about  Our  Father  which  art  in  Washington,  an  entity  that  includes 
but  is  certainly  not  limited  to,  the  President. 

The  act  is  divided  into  two  parts  that  so  far  as  I’m  concerned  have  nothing  in  common  except 
that  they  are  both  busywork  of  the  federal  bureaucracy.  The  first  part,  which  has  to  do  with 
portability  of  health  insurance,  is  largely  motherhood  and  apple  pie  from  Big  Brother  (BB).  I 
have  nothing  to  add  and  intend  to  leave  it  lay,  except  to  observe  that  there  is  likely  to  be  a 
significant  financial  fallout  as  small  businesses  find  themselves  strapped  to  provide  coverage  to 
some  of  their  employees.  How  all  that  will  affect  the  economy  remains  to  be  seen,  but  one 
would  expect  it  to  be  not  insignificant. 

The  second  part  of  the  act,  I wish  to  state  here  and  now,  enjoys  no  such  distinction.  In  it  BB 
has  gone  from  babying  to  bullying.  The  only  protection  that  affords  is  of  its  own  bottom  line. 
Not  that,  of  course,  there  is  anything  inherently  wrong  about  protecting  the  bottom  line.  Gone 
about  in  the  right  way,  it  is  no  more  than  managerial  prudence.  But  the  whole  tone  of  the  act 
presents  a strong  implication  that  the  providers  of  health  care  are  a basically  dishonest  bunch, 
out  to  rip  off  their  kindly  old  uncle  wherever  possible. 

I wish  at  this  point  to  make  an  observation  that  should  be  obvious,  or  should  at  least  become 
so  to  you  as  you  (I  hope)  are  reading  through  the  article.  That  is  the  extent  to  which  your  (again, 
I hope)  American  Medical  Association  (AMA)  has  been  able  to  mitigate  the  more  vicious  lan- 
guage and  thrust  of  the  original  bill.  A significant  portion  of  your  (and  yet  again,  I hope)  AMA 
dues  dollars  goes  toward  lobbying  in  the  interest  of  all  doctors,  whether  AMA  members  or  not. 
Since  all  profit  from  it,  all  should  support  it,  but  as  usual  I’m  likely  preaching  to  the  choir.  So 
choir,  get  out  and  drag  the  others  in! 

I could  run  on  and  on  about  the  imputed  criminal  activity  of  health  care  providers,  with 
severe  fines  and  prosecution,  and  the  bounty  system  that  has  been  set  up  to  encourage  all  com- 
ers to  report  any  suspected  violations,  in  which  all  are  considered  guilty  until  proven  otherwise, 
in  direct  violation  of  the  United  States  Constitution.  In  some  instances  organized  medicine  has 
been  denied  input  into  the  provisions  of  the  act,  particularly  as  it  applies  to  the  software  used  in 
the  gathering  and  analysis  of  utilization  information.  Sanctions  against  doctors  will  become 
public  knowledge,  again  without  proper  prior  evaluation  by  the  medical  profession. 
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In  anticipation  of  and  reaction  to  all  this,  your  Tennessee  Medical  Association  has  developed 
a series  of  seminars  to  prepare  you  for  what  is  coming.  The  seminars  are  led  by  experts  in  a 
variety  of  pertinent  areas  such  as  the  insurance  industry,  the  Tennessee  Bureau  of  Investigation, 
and  U.S.  Attorneys  Offices,  to  help  you  and  your  office  staff  develop  office  compliance  poli- 
cies. The  offerings  have  been  previously  listed  in  the  Chart , and  I’ll  not  belabor  the  issue  here. 
This  is  only  a reminder. 

I’ll  resist  the  urge  to  be  redundant,  and  shall  leave  you  to  your  own  devices,  with  the  admo- 
nition, which  should  actually  be  superfluous,  that  when  BB  takes  to  protecting  you,  you’d  best 
hang  on  as  tightly  as  you  can  to  the  family  jewels  ere  BB  has  a chance  to  get  his  hands  on  them. 


GIGO  (Garbage  in  Garbage  Out) 

...  the  people  is  one,  and  they  have  all  one  language  . . . 
and  now  nothing  will  be  restrained  from  them, 
which  they  have  imagined  to  do. 

...  let  us  go  down  and  there  confound  their  language, 
that  they  may  not  understand  one  another's  speech. 

The  Lord  God,  in  The  Holy  Bible,  Genesis  11:6,7 

Over  the  past  60  or  so  years  some  of  the  details  of  what  I am  about  to  recount  have  grown  a 
tad  fuzzy,  but  the  essentials  remain  clear.  Once  upon  a time,  back  in  the  early  1930s,  Chatta- 
nooga had  a baseball  team  named  the  Lookouts  (Nashville  had  the  Vols  and  Memphis  the  Chicks). 
They  were  members  of  the  Southern  Association  (sometimes  incorrectly  referred  to  as  the  South- 
ern “League”).  The  Lookouts’  second  baseman,  or  maybe  he  was  the  shortstop,  was  Johnny 
Mihalic,  one  of  my  boyhood  heroes,  who  was  an  immigrant  from  one  of  the  Balkan  countries, 
I disremember  which  one.  By  his  own  account,  a newspaper  copy  of  which  I once  had  but  have 
now  lost  or  at  least  misplaced,  probably  in  one  of  my  moves,  Mr.  John  Mihalic  decided  that  in 
order  to  succeed,  the  ability  to  communicate  was  essential,  and  doing  so  required  proper  En- 
glish clearly  spoken.  He  therefore  practiced  his  speaking  for  hours  before  a mirror.  He  rose  to 
become  a high  officer — a vice-president,  or  maybe  even  president — of  Vultee  Aircraft  Corp., 
charged  with  the  operation  of  its  Nashville  plant.  Vultee  was  later  acquired  by  Lockheed,  to 
which  they  might  have  belonged  by  the  time  I heard  him  give  an  address  in  the  early  1950s  in 
flawless  English  with  perfect  diction,  probably  before  the  Nashville  Junior  Chamber  of  Com- 
merce, of  which  I was  a member.  He  attributed  a major  part  of  his  success  to  his  ability  to  com- 
municate, although  underlying  that  there  were  obviously,  among  other  things,  brains  and  drive. 

Proving  the  universal  and  timeless  applicability  of  the  Genesis  story  of  the  Tower  of  Babel, 
the  need  for  a common  means  of  communication  had  become  apparent  after  the  First  World 
War,  and  a new  language,  called  Esperanto , was  invented  by  an  international  team  of  linguists. 
It  never  caught  on,  likely  because  no  one  considered  it  a workable  alternative  to  existing  lan- 
guages. For  what  is  doubtless  a variety  of  reasons,  a discussion  of  which  is  outside  the  scope  of 
this  essay,  not  to  mention  my  own  deficient  knowledge  of  them,  English  has  become  the  lingua 
franca  of  the  world,  despite  a fairly  characteristic  rather  paranoid,  though  at  the  same  time 
understandable,  strident  effort  by  the  French,  sometimes  with  an  element  of  kicking  and  scream- 
ing, to  return  their  language  to  its  former  glory  as  the  universal  language  of  culture.  Until  some 
years  after  the  First  World  War,  German  was  considered  the  language  of  science,  including 
medicine,  but  because  of  the  Nazi  persecution,  Jews  fled  or  were  removed  from  Germany  in 
sufficient  numbers  that  its  scientific  programs  suffered,  so  that  by  the  end  of  the  Second  World 
War  English  had  supplanted  German  in  that  area  as  well.  English  is  now  seriously  studied 
everywhere  as  a second  language,  with  proficiency  and  fluency  a high  priority. 
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Everywhere,  that  is,  except  in  the  United  States.  Encouraged  by  misguided  civil  rights 
activists  and  (he  deplorable  American  Civil  Liberties  Union  ( ACLU),  proper  English,  and  even 
sometimes  any  English  of  any  description,  is  eschewed,  either  as  a statement  of  rebellion  or 
out  of  laziness  or  perceived  lack  of  necessity.  There  are  now  broad  areas  of  this  country  where 
little  or  no  English  is  spoken.  There  is  presently  a rather  acrimonious  debate  in  progress  in 
Oakland,  CA,  over  a pidgin  that  has  been  termed  Ebonics.  Though  it  has  been  touted  by  its 
supporters  as  a method  for  teaching  culturally  deprived  blacks,  I agree  with  those,  among  them 
most  of  the  literate  black  community,  that  it  is  an  insult  to  the  innate  abilities  of  blacks,  and  will 
only  make  it  more  difficult  for  those  individuals  to  make  the  transition  into  the  mainstream  of 
the  business  world. 

A mind,  as  the  United  Negro  College  Fund  continues  pointing  out  to  us,  is  a terrible  thing  to 
waste.  But  regardless  of  whatever  other  training  they  are  subjected  to,  those  minds  continue 
being  wasted  unless  they  can  adequately  communicate  their  contents.  At  the  moment,  fluency 
in  English  is  a worldwide  necessity  toward  that  end.  The  proponents  of  Ebonics,  the  French 
nationalists,  the  ACLU,  and  any  other  activist  group  anywhere  in  the  world  defending  cultural 
diversity  at  the  expense  of  proper  communication  with  the  larger  community  are  doing  their 
constituencies  a vast  and  virtually  irreparable  disservice  by  ensuring  the  wasting  of  those  minds. 


Roads  and  Highways 

As  you  read  this,  1997  will  have  become  ho-hum  for  you,  but  for  me  as  I sit  here  before  my 
sometimes  trusty  computer  the  year  is  only  eight  hours  old,  and  for  our  purposes  here  I shall 
require  that  you  mentally  backtrack,  so  that  I can  assume  we  are  all  operating  in  the  same  time 
frame.  For  reasons  that  I hope  will  become  clear  to  you  if  you  stick  with  me,  1 couldn’t  wait 
until  the  year  became  any  older  to  write  this.  And  in  any  case  I am,  relatively  speaking,  bright- 
eyed and  bushy-tailed  this  morning,  having  gone  to  bed  last  night  as  soon  as  Guy  Lombardo 
and  his  Royal  Canadians  had  finished  welcoming  the  New  Year  on  PBS  at  what  was  10  pm  here. 
Of  course,  Guy  himself  couldn’t  care  less,  having  long  since  cashed  in  his  chips  and  gone  to  that 
great  dance  hall  in  the  sky,  but  his  memory  lives  on  in  an  orchestra  that  like  the  Phoenix  contin- 
ues renewing  itself,  and  still  sounds  just  like  the  original  that  appeared  in  the  video  clips  sprin- 
kling the  contemporary  program.  Whether  or  not  you  emulated  my  more  or  less  sterling  ex- 
ample last  night,  I am  at  any  rate  prepared  to  regale  you  with  my  wit  and  wisdom. 

Being  as  it’s  New  Year’s  Day,  the  wisdom  of  the  saying  that  the  road  to  Hell  is  paved  with 
good  intentions  will  doubtless  soon  have  become  self-evident  to  you,  if  indeed  it  hasn’t  already, 
depending  largely,  I guess,  on  whether  or  not  you  are  up  yet,  and  if  so,  how  long  you  have  been, 
and  whether  or  not  you  were  imprudent  enough  to  have  made  New  Year’s  resolutions.  Among 
the  good  intentions  littering  my  own  personal  road  to  whichever  place  it  leads  are  vast  numbers 
of  unused  editorials  or  fragments  thereof,  a few  of  which  were  for  one  reason  or  another  consid- 
ered unsuitable  for  publication.  Most  of  them  are  there,  though,  because  the  thread  was  broken, 
and  there  are  few  things  less  useful  than  unraveled  thoughts. 

Incidentally,  I have  never  been  quite  sure  why  it  is  that  one  speaks  of  the  “road”  to  Hell  and 
the  “highway”  to  Heaven,  seeing  as  how  the  only  reference  to  the  two  that  I am  aware  of  assures 
us  that  the  way  leading  to  Heaven  is  narrow  and  difficult,  whereas  the  road  leading  to  destruc- 
tion is  easy  and  broad.  I suppose  it  is  likely  due  to  mankind’s  perpetual  wishful  thinking.  How- 
ever that  may  be,  I have  no  reason  to  assume  that  the  way  to  Heaven,  whether  a highway  or  a 
road,  is  not  littered  as  well  with  equally  good  intentions,  considering  that  the  travelers  on  the 
two  differ  only  in  how  they  found  their  way  to  the  one  or  the  other.  I also  suspect  that  less 
salutary  intentions  are  not  abandoned  in  so  cavalier  a fashion.  But  I digress. 
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When  I first  started  out  in  this  racket  some  25  years  ago  I could  compose  editorials  in  my 
head,  and  even  sometimes  after  several  days  transcribe  them  longhand  to  paper  more  or  less 
intact,  or  at  least  with  the  thread  intact.  So  much  for  ageing.  Nowadays  if  I can  get  a rough 
outline  on  paper  soon  enough,  I just  might  salvage  the  editorial,  though  not  usually  precisely  as 
I had  envisioned  it.  That  isn’t  of  course  all  bad,  and  in  fact  very  few  of  my  editorials  are  deliv- 
erable to  you  hot  off  the  griddle,  so  to  speak.  When  I am  pushed,  and  one  of  them  comes 
through  to  you  that  way,  I generally  find  there  are  things  I wish  I had  said  differently,  or  even 
not  at  all,  which  incidentally  has  made  me  a lot  more  charitable  toward  newspaper  columnists 
and  reporters  than  I used  to  be,  especially  the  reporters,  who  are  plagued  by  even  tighter  dead- 
lines than  I am. 

I think  that  in  a sense  deadlines  are  the  enemy  of  creativity,  though  it  may  also  be  true  that 
without  deadlines  much  of  what  has  been  done  would  have  been  left  undone.  Mozart,  Handel, 
and  Bach,  to  name  a few  composers  who  were  hirelings  of  the  nobility,  which  was  where  the 
money  was,  often  composed  under  pressure  from  their  masters  by  being  instructed  to  come  up 
with  a piece  on  schedule  to  entertain  company.  Some  of  those  compositions  were,  for  them  at 
least,  pretty  lightweight  stuff,  but  some  of  them  were  among  their  most  wondrous  contributions 
to  the  musical  literature.  I have  on  occasion  written  some  pretty  lightweight  stuff  myself  just  for 
making  deadlines.  This  piece  is  admittedly,  even  deliberately,  lightweight,  and  very  likely  even 
unnecessary,  and  it  isn 't  written  against  a deadline.  It  is  written  more  as  a sop  to  the  New  Year 
for  my  abandoned  resolution  making,  as  I renounced  it  years  ago  as  an  exercise  in  futility. 

Just  think  how  blessed  you  are  that  so  many  of  my  compositions  wind  up  as  paving  blocks. 
Perhaps  this  one  should  have  wound  up  there,  too,  but  I’ve  made  another  deadline,  and  it’s  still 
two  weeks  off.  So  humor  me. 


HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee 
assists  doctors  who  are  suffering  from  the  disease  of  chemical  dependence,  or 
mental  or  emotional  illness,  or  both,  including  certain  behaviors  problematic 
for  physicians.  The  thrust  of  the  program  is  rehabilitative,  not  punitive.  The 
Committee  is  composed  of  physicians  who  have  special  expertise  in  these  ar- 
eas, some  from  personal  experience.  Effective  treatment  for  these  illnesses  is 
achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The  Commit- 
tee urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which 
enables  a physician’s  impaired  condition  to  deteriorate. 

HELP  US  TO  HELP 

Call  the  TMF  Physicians  Health  Program  at  (615)  893-7755  in  Murfreesboro. 
Telephone  message  service  available  around  the  clock. 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF  Health  Professions 
Toll  Free 

1-800-423-USAF 


Medicine  and  Politics 


The  Health  Insurance 
Portability  and  Accountability  Act 

Angela  Meyer 


If  there  are  any  left  who  think  feder- 
ally mandated  health  care  reform  is  a dead 
issue,  they  don’t  know  much  about  the 
Health  Insurance  Portability  and  Account- 
ability Act  (HIPA)  that  President  Clinton 
signed  into  law  on  August  21,1 996. 

Originally  known  in  the  Senate  as  the 
Kennedy-Kassebaum  bill,  HIPA  legisla- 
tion establishes  several  key  health  care  re- 
forms. First,  it  practically  eliminates  the 
possibility  that  individuals  can  be  denied 
insurance  coverage  due  to  a preexisting 
medical  condition.  Second,  it  prevents  in- 
surers from  denying  coverage  to  any  in- 
dividual or  company  based  on  any  type 
of  health  risk  factors.  And  third,  it  estab- 
lishes several  ineasures  to  crack  down  on 
fraud  and  abuse  in  the  nation’s  health  care  system. 

Portability  Provisions 

The  mainstay  of  HIPA  is  to  allow  individuals  to  take  their 
insurability  with  them  from  one  job  to  another.  This  feature 
is  especially  important  to  the  millions  of  Americans  who  are 
afraid  to  change  jobs  because  they  might  lose  their  health 
insurance.  This  is  often  referred  to  as  “job  lock.” 

Basically,  portability  is  achieved  through  requirements  that 
group  health  plans  limit  preexisting  condition  exclusions, 
provide  “credit”  for  prior  health  coverage,  and  establish  spe- 
cial open  enrollment  periods. 

Preexisting  Condition  Limitations:  Under  the  new  law,  all 
plans  (including  self-insured  plans)  must  limit  their  waiting 
period  for  preexisting  medical  conditions  to  12  months  (18 
months  for  late  enroliees).  Pregnancy  cannot  be  treated  as  a 
preexisting  condition  and  newborns  and  adopted  children  are 
immediately  eligible  for  coverage  within  the  first  30  days  of 
birth  or  adoption.  In  addition,  health  plans  cannot  use  ge- 
netic information  as  the  basis  for  a preexisting  condition  un- 
less the  individual  has  been  diagnosed  or  treated  for  a condi- 
tion related  to  that  information. 


Angela  Meyer  is  the  former  editor  for  Inside  Managed  Care,  a 
market  tracking  publication  published  in  Nashville. 


Creditable  Coverage:  When  an  indi- 
vidual enters  a new  health  plan,  the  wait- 
ing period  for  preexisting  conditions  is 
reduced  by  the  number  of  months  the  in- 
dividual was  covered  by  a previous  health 
plan — as  long  as  the  individual  did  not 
have  a lapse  in  coverage  of  more  than  63 
days  between  the  two  plans. 

HIPA’s  portability  provisions  are  gen- 
erally effective  for  plan  years  that  begin 
after  June  30,  1997. 

Access  and  Renewability 
Provisions 

Effective  January  1,  1997,  group 
health  plans  are  prohibited  from  estab- 
lishing rules  for  eligibility,  continued  eli- 
gibility, or  waiting  periods  based  on  health  status,  medical 
conditions  (includes  physical  and  mental  illness),  receipt  of 
health  care,  medical  history,  claims  experience,  disability, 
genetic  information,  or  evidence  of  insurability. 

Though  health  plans  cannot  restrict  coverage  or  charge 
higher  premiums  to  individuals  due  to  those  health-related 
factors,  employers  can  still  limit  or  exclude  benefits  to  cer- 
tain groups  of  employees.  For  example,  employers  may  have 
various  health  plans  with  different  exclusions  and/or  limita- 
tions for  part-time  employees  than  for  full-time  employees; 
or  an  employer  may  offer  different  plans  to  employees  accord- 
ing to  geographies.  In  other  words,  health  plans  cannot  im- 
pose limitations  or  exclusions  on  individual  employees,  but 
they  can  impose  them  on  similarly  situated  groups  of  employ- 
ees, as  long  as  they  are  not  based  on  health  status  or  other  health 
risk  factors.  Similarly,  group  health  insurance  issuers  cannot 
restrict  otherwise  eligible  individuals  due  to  health  factors. 
However,  they  can  charge  employers  higher  premiums. 

Given  almost  unanimous  bipartisan  support,  the  provisions 
that  help  small  businesses  and  self-employed  individuals  are 
among  the  most  significant.  There’s  a good  reason  for  that.  A 
majority  of  Americans  either  work  for  a small  business  (50  or 
fewer  employees)  or  are  self-employed.  The  rationale  is  that 
if  you  make  it  more  feasible  for  these  businesses  to  offer 
(Continued  on  page  88) 
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From  the  outset,  the  fraud  and  abuse 
rules  spelled  out  in  HIPA  leave  no  doubt 
that  the  federal  government  is  pulling  out 
all  the  stops  to  uncover  and  painfully  pros- 
ecute any  willful  health  care  fraud  and 
abuse  activity.  The  law  increases  report- 
ing and  enforcement  activities,  extends 
the  rules  to  apply  to  most  federal  health 
programs,  and  creates  a new  criminal 
health  care  fraud  statute. 

Through  unprecedented  lobbying  and 
grassroots  campaign  efforts,  the  American 
Medical  Association  successfully  influ- 
enced key  language  in  most  sections  of  the 
bill  pertaining  to  criminal  fraud  and  abuse. 

However,  there  are  still  some  areas  where 
the  AMA  fears  the  new  rules  could  have  an 
adverse  impact  on  physicians. 

Fraud  and  Abuse  Control  Program. 

The  first  section  on  fraud  and  abuse  calls 
for  the  creation  of  a “Fraud  and  Abuse  Control  Program”  to 
be  jointly  presided  over  and  enforced  by  the  Department  of 
Health  and  Human  Services  (DHHS)  and  the  U.S.  Attorney 
General’s  office.  Generally,  through  the  Office  of  the  Inspec- 
tor General  (OIG),  DHHS  is  charged  with  creating,  monitor- 
ing, updating  and  enforcing  the  program,  while  the  Attorney 
General  coordinates  federal,  state,  and  local  law  enforcement 
programs  to  control  fraud  and  abuse  with  respect  to  all  health 
plans.  Previously,  the  investigative  authority  of  the  OIG  was 
limited  to  Medicare  and  Medicaid. 

The  AMA  doesn’t  oppose  the  existence  of  a fraud  and 
abuse  control  program,  but  does  oppose  one  of  the  ways  it 
will  be  funded.  There  will  now  be  an  account  within  the  Medi- 
care Hospital  Insurance  Trust  Fund  where  fines  collected  from 
fraud  and  abuse  enforcement  activities  can  be  deposited  for 
future  program  funding.  The  AMA  considers  this  a “bounty 
system,”  and  worries  that  it  “provides  inappropriate  incen- 
tives for  objective  implementation”  of  the  program. 

Medicare  Integrity  Program.  The  next  section  on  fraud 
and  abuse  establishes  a formalized  “Medicare  Integrity  Pro- 
gram.” Interestingly,  the  law  reads  as  if  any  entity  that  meets 
the  minimum  eligibility  and  statutory  criteria  may  aid  DHHS, 
the  Justice  Department,  and  the  FBI  to: 

• review  activities  of  providers  of  services  that  are  paid  for 
by  Medicare,  including  utilization  review  and  fraud  review; 

• audit  cost  reports; 

• determine  whether  payments  should  or  should  not  have 
been  paid; 

• recover  payments  that  should  not  have  been  paid; 

• educate  providers  and  beneficiaries  as  to  what  is  and  is 
not  allowable  with  respect  to  Medicare. 

The  AMA  opposes  the  language  in  this  section  that  pro- 


motes the  use  of  the  latest  software  tech- 
nologies for  gathering  and  analyzing  uti- 
lization information,  because  it  does  not 
require  these  software  products  to  be  re- 
viewed by  organized  medicine.  The  con- 
cern is  that  the  resulting  information  will 
not  reflect  critical  considerations  in  the 
actual  practice  of  medicine. 

Beneficiary  Incentive  Program.  The 
next  section  establishes  a program  to  en- 
courage individuals  to  report  suspected 
fraud  and  abuse  violations  subject  to 
sanctions  under  the  Social  Security  Act. 
Referred  to  as  the  “Beneficiary  Incentive 
Program,”  it  authorizes  DHHS  to  give 
monetary  rewards  to  people  who  report 
violations  that  result  in  collected  penal- 
ties of  $100  or  more. 

Safe  Harbors.  Another  important  sec- 
tion requires  the  Secretary  of  DHHS  to 
solicit  proposals  annually  regarding  safe  harbors,  advisory 
opinions,  and  Special  Fraud  Alerts  through  the  Federal  Reg- 
ister. The  OIG  may  accept  or  reject  a proposal  based  on  how 
it  would  affect: 

• access  to,  or  the  quality  of,  health  care  services; 

• patient  freedom  of  choice; 

• competition  among  providers; 

• availability  of  health  care  services  in  medically  under- 
served  areas  or  to  medically  underserved  populations; 

• cost  to  federal  health  care  programs; 

• utilization  of  health  care  services; 

• financial  benefit  to  the  provider; 

• any  other  factors  the  Secretary  deems  appropriate. 

Thanks  to  the  AMA  and  other  provider  advocates,  HIPA 

requires  DHHS  to  offer  providers  specific  guidance  on  the 
new  fraud  and  abuse  rules  in  the  form  of  binding  advisory 
opinions  on  the  following: 

• what  constitutes  “prohibited  remuneration”  under  the 
anti-kickback  statute; 

• whether  an  arrangement  may  be  considered  an  excep- 
tion to  the  anti-kickback  statute; 

• whether  the  arrangement  falls  within  an  applicable  safe 
harbor; 

• what  constitutes  an  inducement  to  reduce  or  limit  services; 

• whether  an  activity  constitutes  grounds  for  penalties. 

The  law  requires  that  advisory  opinions  be  issued  in  60 

days,  and,  unless  extended  by  Congress,  that  the  advisory 
opinion  process  be  eliminated  in  the  year  2000. 

Exclusion  Provisions.  Sections  21  1 through  213  of  HIPA 
broaden  the  government’s  mandatory  exclusion  authority  to 

( Continued  on  page  89) 
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health  insurance  benefits  to 
their  employees,  the  number 
of  underinsured  Americans 
will  decrease  accordingly. 

Since  access  and  renew- 
ability  are  the  problems  en- 
countered by  small  groups 
and  individuals,  those  are  the 
problems  the  new  law  ad- 
dresses. It’s  really  quite  sim- 
ple: In  the  group  insurance 
market,  insurers  and  HMOs 
must  accept  all  small  employ- 
ers that  apply,  and  all  their 
employees.  In  both  the  small 
and  large  group  markets,  cov- 
erage must  be  renewed  at  an 
employer’s  request. 

Congress  explained  they  wanted  to  eliminate  the  possibil- 
ity that  small  businesses  or  individuals  could  be  excluded 
from  coverage  just  because  someone  gets  sick  or  engages  in 
activities  that  are  considered  high  risk  by  insurers.  The  rules 
even  gave  examples  of  such  activities  as  motorcycling,  horse- 
back riding,  skiing,  and  snowmobiling. 

For  the  individual  market,  insurers  and  HMOs  must  now 
offer  products  without  preexisting  condition  limits  to  “eli- 
gible” individuals.  To  be  eligible,  one  must  have  18  months 
of  prior  group  coverage  without  a significant  lapse;  have 
elected  and  exhausted  COBRA  coverage;  and  not  have  any 
other  group  coverage  available.  In  addition,  insurers  and 
HMOs  must  offer  at  least  two  product  options  for  this  mar- 
ket. However,  they  can  set  premiums  based  on  health  status 
factors  if  state  law  permits. 

For  both  the  small  and  large  group  markets  and  the  indi- 
vidual market,  the  only  exceptions  to  the  renewability  rules 
involve  cases  of  nonpayment  of  premiums,  fraud,  plan  ter- 
mination, or  relocation  outside  the  plan’s  service  area.  In 
addition,  insurers  and  HMOs  may  discontinue  some  or  all 
products  in  a given  market  as  long  as  they  provide  60  days 
prior  notice  to  covered  groups  or  individuals. 

Medical  Savings  Accounts 

Definitely  one  of  the  most  hotly  debated  issues  in  getting 
HIPA  passed,  medical  savings  accounts  (MSAs)  squeezed  in 
under  the  wire.  However,  they  are  available  only  to  self-em- 
ployed individuals,  small  employers  (50  or  fewer  employ- 
ees), and  previously  uninsured  individuals. 

An  MSA  is  a way  for  individuals  to  have  more  control 
over  how  their  health  care  dollars  are  spent,  without  putting 
themselves  at  extreme  financial  risk.  MSAs  must  be  linked 


to  catastrophic  health  insur- 
ance plans,  and  they  are  liter- 
ally savings  accounts  for  rou- 
tine medical  expenses  not 
covered  by  the  high  deduc- 
tibles of  such  plans. 

MSAs  are  strongly  sup- 
ported by  most  physicians’ 
groups  because  they  allow 
individuals  to  make  their 
own  choices  about  whom  they 
choose  to  deliver  their  routine 
medical  care.  Also,  legislators 
who  support  MSAs  believe 
people  are  more  scrupulous 
about  health  care  if  they  pay 
for  it  out  of  their  own  pock- 
ets. Other  legislators,  how- 
ever, including  Sens.  Kennedy, 
Kassebaum,  and  the  President,  vehemently  opposed  them. 

In  a statement  issued  to  the  press  the  day  the  act  was  signed, 
President  Clinton  said,  “I  oppose  an  open-ended,  uncon- 
strained expansion  of  MSAs  because  of  my  concern  that 
MSAs  may  create  incentives  for  healthier  people  to  select 
catastrophic  health  coverage,  which  experts  believe  would 
increase  premiums  for  those  who  choose  traditional,  com- 
prehensive health  care  policies.” 

The  President  went  on  to  explain  how  he  grudgingly  agreed 
to  a compromise  that  would  allow  a limited  number  of  MSAs 
and  a four-year  sunset  date  that  can  be  extended  only  by  an 
act  of  Congress.  Effective  January  1,  1997,  only  750,000  in- 
sured individuals  may  benefit  annually  from  MSAs.  After  a 
four-year  experiment.  Congress  will  vote  on  whether  or  not 
to  make  them  widely  available. 

(MSAs  are  not  new.  For  some  time,  a relatively  small  num- 
ber of  individuals  and  groups  have  used  them  as  an  alterna- 
tive to  high  insurance  premiums.) 

HIPA  offers  federal  income  tax  advantages  to  self-em- 
ployed individuals  by  allowing  them  to  deduct  65%  of  the 
contributions  made  to  an  MSA  for  single  coverage  or  75% 
for  family  coverage.  Small  employers  can  make  pre-tax  con- 
tributions to  MSAs  on  behalf  of  their  employees,  but  the 
employees  cannot  make  direct  contributions  to  their  account. 
Withdrawals  from  MSAs  are  not  taxed  if  used  for  eligible 
medical  expenses.  At  year’s  end,  unused  funds  may  remain 
in  the  account,  tax  free.  Roll-overs  are  also  allowed. 

The  new  law  describes  a “high-deductible  health  plan” 
for  single  coverage  as  one  with  an  annual  deductible  of  be- 
tween $1,500  and  $2,250.  For  family  coverage  the  annual 
deductible  must  range  from  $3,000  to  $4,500.  Out-of-pocket 
maximums  must  not  exceed  $3,000  for  single  coverage  and 
$5,500  for  family  coverage. 


Example  of  Portability 

Sheila  was  working  for  Company  A and  was  cov- 
ered by  their  health  plan  for  nine  months.  Re- 
cently, she  was  offered  a higher-paying  job  with 
Company  B and  was  told  she  would  be  immedi- 
ately eligible  for  their  health  plan.  There  is  one 
problem:  five  months  ago,  she  was  diagnosed  as 
a diabetic.  Under  the  new  law,  Company  B’s 
health  plan  can  only  impose  a 12-month  waiting 
period  for  treatment  of  her  diabetes.  In  addition, 
Company  B’s  plan  must  give  her  credit  for  the 
nine  months  of  previous  coverage  under  Company 
A’s  plan.  As  a result,  her  waiting  period  for  cov- 
erage of  her  diabetes  under  Company  B ’s  plan  is 
only  three  months,  so  Sheila  took  the  job. 
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reach  beyond  federal  programs,  establish  grounds  for  “per- 
missive exclusion,”  and  establish  minimum  periods  of  exclu- 
sion for  certain  individuals  and  entities  (including  those  who 
own  or  control  interest  in  a sanctioned  entity). 

Section  214  sets  a one-year  minimum  period  of  exclusion 
for  practitioners  who  fail  to  comply  with  professionally  recog- 
nized standards.  In  addition, 
it  contains  language  that  will 
make  it  more  difficult  for 
practitioners  to  avoid  penal- 
ties after  they’ve  been  caught 
practicing  outside  those  stan- 
dards. Previously,  a practi- 
tioner could  avoid  exclusion 
by  declaring  his  intent  to 
comply  with  the  standards.  This  law  eliminates  that  defense. 

Medicare  HMOs.  Section  215  establishes  intermediate 
sanctions  for  Medicare  HMOs  that  include  a civil  fine  of  $25,000 
for  each  deficiency  that  had  an  adverse  effect  on  a covered 
patient.  In  addition,  sanctioned  HMOs  will  have  to  pay 
$10,000  per  week  until  the  deficiency  is  corrected. 

Risk  Sharing.  Section  216  amends  the  anti-kickback  stat- 
ute to  set  new,  broader  standards  for  risk-sharing  arrange- 
ments. It  directs  the  Secretary  of  DHHS  and  the  Attorney 
General  to  consult  with  representatives  of  the  health  care 
community  (including  doctors  and  hospitals)  in  establishing 
new  standards.  Considerations  are: 

• the  level  of  risk  appropriate  to  the  size  and  type  of 
arrangement; 

• the  frequency  of  assessment  and  distribution  of  incentives; 

• the  level  of  capital  contribution; 

• the  extent  to  which  the  risk-sharing  arrangement  provides 
incentives  to  control  cost  and  quality  of  health  care  services. 

The  new  exceptions  will  apply  only  to  written  risk-shar- 
ing agreements  entered  into  on  or  after  January  1 , 1 997. 

Data  Collection  Program.  HIPA  also  established  a Health 
Care  Fraud  and  Abuse  Data  Collection  Program  to  report 
adverse  actions  against  providers,  practitioners,  and  suppli- 
ers that  was  to  be  in  place  on  January  I . (At  this  writing,  I 
was  unable  to  get  information  from  DHHS  about  the  pro- 
gram, or  whether  it  has  been  launched.)  Data  for  this  pur- 
pose includes: 

• the  name  and  tax  identification  number  of  the  individual; 

• the  venue  of  the  entity  with  which  that  individual  is  af- 
filiated or  associated; 

• the  nature  of  the  final  adverse  action  and  whether  it  is  on 
appeal; 

• a description  of  the  acts,  omissions,  or  injuries  that  initi- 
ated the  action. 

Adverse  actions  included  in  this  program  are  described  as 


any  “negative  action  or  finding  that  is  publicly  available  infor- 
mation.” Malpractice  claims  appear  to  be  the  only  exception. 

Civil  Monetary  Penalties  (CMPs).  Section  231  amends 
the  civil  monetary  penalty  law  to  include  all  federal  health 
plans,  not  just  Medicare  and  Medicaid.  It  also  increases  the 
fine  for  each  false  claim  from  $2,000  to  $ 10,000.  The  AMA 
strenuously  opposed  this  increase,  but  to  no  avail.  However, 
the  AMA  won  a crucial  battle  when  it  persuaded  legislators 

to  amend  previous  language 
that  permitted  prosecution 
in  cases  where  the  physician 
“should  have  known”  wrong- 
doing was  taking  place. 

Now,  most  CMPs  can  be 
imposed  only  when  the  phy- 
sician acts  “knowingly”  and 
with  either  “reckless  disre- 
gard for  the  truth”  or  “deliberate  ignorance  of  the  truth.”  These 
significant  changes  in  the  language  will  make  it  much  less 
likely  that  physicians  will  be  fined  for  honest  mistakes. 

Criminal  Law  Revisions.  The  AMA  enjoyed  similar  language 
victories  in  the  criminal  law  revisions  pertaining  to  health  care 
fraud,  theft  or  embezzlement,  and  false  statements.  Each  of 
these  provisions  contain  the  language  “knowingly  and  will- 
fully” where  they  discuss  intent  to  commit  fraud  and  abuse. 

Home  Health  Sendees.  The  penalty  for  false  certification 
for  home  health  services  went  into  effect  the  day  HIPA  was 
signed.  It  provides  that  any  physician  who  knowingly  certi- 
fies unnecessary  home  health  care  services  will  be  subject  to 
either  a $5,000  civil  monetary  penalty,  or  three  times  the 
amount  charged  for  the  unnecessary  care,  whichever  is 
greater.  The  AMA  has  argued  that  there  may  be  occasions 
when  it  is  difficult  for  physicians  to  certify  every  factual  re- 
quirement, and  that  a comprehensive  educational  program 
regarding  home  health  certification  should  be  implemented 
prior  to  any  enforcement  proceedings. 

Outlook 

Insurers  and  self-insured  employers  are  bracing  themselves 
for  a negative  financial  impact.  Such  fiscal  concerns  at  a time 
when  health  plans  are  trying  desperately  to  keep  costs  down 
could  have  a trickle-down  affect  on  physicians.  Undoubtedly, 
insurers  will  find  ways  to  spread  the  risk  associated  with  newly 
eligible  “high-risk”  individuals  who  were  formerly  denied 
coverage.  As  a result,  physicians  and  hospitals  who  are 
partnered  with  a health  plan  through  an  integrated  delivery 
system  may  find  it  more  costly  to  provide  quality  care. 

As  you  can  see,  the  HIPA  has  far-reaching  implications 
for  the  nation’s  health  care  delivery  system.  However,  as  with 
any  new  legislation  with  this  many  provisions,  it  will  be  some 
time  before  the  full  impact  of  the  new  law  is  clear.  We’ll  keep 
you  posted. □ 


From  the  outset,  the  fraud  and  abuse  rules  spelled 
out  in  HIPA  leave  no  doubt  that  the  federal  gov- 
ernment is  pulling  out  all  the  stops  to  uncover  and 
painfully  prosecute  any  willful  health  care  fraud 
and  abuse  activity. 
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Medicine  and  Politics 


An  Insider  :s  View 


The  Board  for  Licensing 
Health  Care  Facilities 


Tim  Sewell 


A Memphis  orthopedic 
surgeon,  James  T.  Galyon, 
MD,  is  a key  player  in  the 
ongoing  effort  by  the  Ten- 
nessee Board  for  Licensing 
Health  Care  Facilities  (the 
board)  to  change  the  rules 
and  regulations  governing 
hospitals,  nursing  homes, 
ambulatory  surgical  treat- 
ment centers,  and  other  li- 
censed health  care  facilities 
across  the  state. 

“The  delivery  of  health 
care  is  changing  and  our 
regulations  have  to  be  flex- 
ible in  order  to  keep  up  with  those  changes,”  Galyon  says. 
“Our  regulations  have  been  so  rigid  that  we  haven't  been  able 
to  keep  up  with  the  changes.  The  board  needs  to  be  more 
flexible  and  give  institutions  the  opportunities  to  come  up 
with  creative  ways  to  provide  care.” 

Galyon  is  one  of  four  physicians  serving  on  the  19-mem- 
ber  board.  The  board  is  a multidisciplinary  body  made  up  of 
physicians,  nurses,  pharmacists,  consumer  advocates,  and 
representatives  from  the  various  health  care  entities  that  fall 
under  the  board’s  jurisdiction.  One  of  the  board’s  primary 
functions  is  to  write  the  rules  and  regulations  for  a wide  range 
of  licensed  health  care  institutions — hospitals,  nursing  homes, 
residential  homes  for  the  aged,  ambulatory  surgical  treat- 
ment centers,  birthing  centers,  and  home  health  agencies. 

The  board  began  revising  all  of  its  institutional  rules  and 
regulations  approximately  two  years  ago.  Galyon  says  the 
process  should  be  completed  by  the  end  of  this  year.  “Every- 
body realizes  the  need  for  these  changes,  but  each  institution 
will  go  through  a labor-intensive  process  before  these  be- 
come rules  ....  Once  we  finish  getting  them  written,  it  will 
take  another  year  or  more  to  get  the  new  rules  and  regula- 


Tim  Sewell  is  a reporter  for  the  Memphis  Business  Journal  and 
writes  frequently  for  the  Memphis  Health  Care  News. 


tions  accepted.” 

Not  only  will  the  new  rules  and  regulations  help  the  board 
respond  more  quickly  to  changes  in  health  care  delivery,  but 
they  also  should  keep  the  board  from  getting  bogged  down 
in  its  own  procedures.  “Change  in  this  field  is  inevitable.  It’s 
just  a matter  of  being  able  to  respond  quickly  and  efficiently 
to  that  change,”  Galyon  says.  “Right  now,  the  rule-making 
process  is  extremely  slow  and  complicated.  The  board  cre- 
ates new  rules.  Those  rules  are  circulated  to  all  interested 
parties  and  then  public  hearings  are  held  across  the  state.  Then, 
the  rules  come  back  to  the  board  to  adopt  or  reject,  then  they 
go  to  the  state  attorney  general’s  office.  The  whole  process 
may  take  up  to  a year.  We  have  to  make  changes  in  order  to 
make  the  board  more  efficient.”  Just  in  the  past  year,  for  in- 
stance, two  new  categories — birthing  centers  and  long-term 
acute  care  centers— were  added  to  the  list  of  licensed  health 
care  institutions.  Board  members  now  are  writing  the  rules 
and  regulations  for  those  entities.  Those  rules  are  expected 
to  be  completed  before  the  end  of  the  year. 

While  board  members  make  new  rules  and  regulations  to 
govern  entities  that  didn’t  exist  when  the  board  was  created, 
they  also  have  to  deal  with  the  more  established  institutions, 
such  as  hospitals.  In  fact,  according  to  Galyon,  the  rules  and 
regulations  governing  hospitals  are  a prime  example  of  why 
the  changes  are  needed.  Under  existing  rules,  for  instance, 
each  hospital  in  the  state  must  have  certain  elements  such  as 
an  operating  room,  a delivery  room,  and  an  emergency  room. 

“That  doesn’t  make  sense,  either  in  the  rural  areas  or  in 
large  urban  areas  like  Memphis,”  Galyon  says.  “Just  take 
delivery  services.  There’s  no  reason  why  every  hospital  in 
Memphis  should  have  delivery  services.  Outside  of  the  ur- 
ban areas,  there  are  counties  that  do  not  have  a doctor  to 
make  deliveries,  yet  hospitals  in  those  counties  have  to  have 
a delivery  room  and  a nursery.  That  runs  up  a tremendous 
unnecessary  expense.  Both  rural  and  urban  hospitals  are  mak- 
ing less  money  because  of  things  like  managed  care  and 
TennCare.  It’s  a backbreaking  burden  to  have  these  hospitals 
provide  for  services  they  can’t  even  offer.  If  a hospital  can’t 
staff  and  equip  an  emergency  room  and  delivery  room,  it 
shouldn’t  be  forced  to  have  one.” 


In  1997,  Tennessee  Medi- 
cine will  run  a series  of 
feature  pieces  focusing 
on  a few  member  physi- 
cians that  serve  in  key 
roles  on  some  of  the  state 
health  boards. 

This  month’s  focus  is  on 
the  Board  for  Licensing 
Health  Care  Facilities  and 
Dr.  Ted  Galyon.  In  follow- 
ing issues,  we  will  take  a 
closer  look  at  the  Health 
Facilities  Commission,  as 
we//  as  the  Board  of  Medi- 
cal Examiners. 
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The  revised  hospital  regulations  would  man- 
date basic  requirements  for  all  hospitals  deal- 
ing primarily  with  the  “big  picture”  issues  such 
as  administration,  nursing,  and  physician  staff- 
ing. Beyond  those  basic  requirements,  hospi- 
tals would  choose  the  services  they  want  to  offer 
from  a broad  menu  of  options,  including  surgery 
and  delivery  services.  If  a hospital  did  decide  to 
offer  a particular  service  from  that  menu,  then 
it  would  have  to  operate  under  the  specific 
guidelines  regarding  that  particular  service. 

While  the  new  rules  and  regulations  should 
make  it  easier  for  hospitals  and  other  health 
care  institutions  to  comply  with  the  board’s 
rulings,  they  also  should  make  it  easier  for  the 
board  to  do  its  job.  Because  a large  number  of 
the  state’s  health  care  facilities  can’t  meet  ev- 
ery rule  and  regulation  that  applies  to  them, 
the  board  has  to  grant  a large  number  of  waiv- 
ers each  year. 

“A  good  part  of  our  meeting  time  is  spent 
on  granting  waivers,”  Galyon  says.  “We  grant 
probably  1 2 to  40  waivers  every  time  we  meet. 

We  grant  waivers  for  specific  instances  where 
the  public  safety  is  not  endangered.”  Many  of 
those  waivers  relate  to  inconsequential  matters 
such  as  very  minor  building  code  requirements. 

Many  of  the  state  building  codes  are  referenced 
to  national  building  codes,  which  change  from 
time  to  time.  “The  cost  of  meeting  some  in- 
consequential regulations  would  make  it  im- 
practical for  many  facilities  to  even  try,”  Galyon 
says.  “That’s  why  we  always  try  to  grant  waiv- 
ers— to  ensure  public  service  without  causing 
public  risk.” 

While  the  board  has  to  spend  a great  deal  of  its  time  inves- 
tigating the  waiver  requests,  the  requesting  institutions  have 
to  spend  a great  deal  of  time  and  money  to  obtain  the  waiver. 
For  instance,  the  institution  requesting  the  waiver  must  be 
represented  at  the  board  meeting  by  an  attorney,  an  architect, 
and  a representative  of  that  institution.  “If  we  get  all  new 
rules  and  regulations,  we’ll  have  fewer  waiver  requests  and 
less  time  spent  at  board  meetings  over  inconsequential  is- 
sues,” Galyon  says.  “It  will  allow  the  board  to  look  at  policy- 
making issues  rather  than  individual  problems.  And,  it  will 
make  it  easier  for  the  individual  institutions  to  provide  qual- 
ity care  in  appropriate  settings.” 

In  addition  to  writing  the  rules  and  regulations,  and  grant- 
ing waivers  to  those  rules  and  regulations  when  necessary, 
the  board  has  the  authority  to  see  that  those  rules  and  regula- 
tions are  followed.  If  an  institution  violates  the  rulings  of  the 
board,  it  is  subject  to  a wide  range  of  disciplinary  actions. 


The  board,  for  instance,  might  suspend  admis- 
sions to  the  institution,  impose  financial  pen- 
alties on  the  facility,  or  even  revoke  its  license. 

“It  has  to  be  a very  serious  situation  for  us 
to  close  an  institution,  but  we’ve  had  to  close 
several  in  the  ten  years  that  I’ve  been  on  the 
board,”  Galyon  says.  “When  we  do  take  such 
an  extreme  measure,  we  hold  a hearing  that 
includes  witnesses  for  the  state  and  witnesses 
for  the  institution.  The  board  acts  as  the  jury 
and  is  empowered  to  ask  questions  of  both  the 
state  and  the  institution.” 

When  such  a hearing  is  held,  the  board  stays 
in  session  until  the  matter  is  resolved.  That 
might  take  anywhere  from  one  to  two  days. 
Such  hearings  are  held  as  needed.  In  addition 
to  those  meetings,  the  board  meets  regularly 
each  quarter,  normally  for  two  days.  In  addi- 
tion, the  board  sometimes  has  special  meet- 
ings and  hearings,  and  board  members  might 
discuss  matters  during  conference  calls  that 
often  last  one  hour  or  more. 

“I  probably  spend  an  average  of  12  days 
per  year  away  from  my  practice  due  to  my 
service  on  the  board,”  Galyon  says.  “That’s 
not  including  the  time  that  I devote  to  paper- 
work for  the  board  and  it  doesn’t  include  the 
task  force  retreats  that  we  go  on  from  time  to 
time.”  Board  members  serve  without  com- 
pensation, though  the  state  does  pay  for  most 
of  the  expenses.  As  Galyon  points  out,  how- 
ever, the  expense  check  from  the  state  doesn’t 
always  meet  the  actual  expenses  incurred. 

Having  served  on  the  board  for  approxi- 
mately ten  years,  Galyon  has  a unique  insight 
into  the  rules  and  regulations  that  govern  Tennessee  health 
care  facilities.  His  work  as  a physician  in  private  practice 
gives  him  a broader  perspective  than  some  other  board  mem- 
bers. “I  have  the  advantage  of  working  in  a hospital  every 
day  and  in  a nursing  home  regularly,”  Galyon  says.  “Plus,  I 
utilize  a home  health  agency  and  I have  patients  from  resi- 
dential homes.  I believe  that  gives  me  a hands-on  understand- 
ing of  what  each  of  these  institutions  do  and  should  provide. 
Maybe  that  gives  me  a broader  perspective  than  some  other 
members,  who  have  a more  singular  point  of  view  than  some- 
one like  me.” 

The  board  is  non-political,  and  individuals  customarily 
serve  on  the  board  for  anywhere  from  three  to  five  years.  “I 
think  there’s  value  in  continuity,  but  the  board  does  need  new 
ideas  and  talents  from  time  to  time,”  Galyon  says.  “Still,  I’ve 
enjoyed  my  ten  years  on  the  board  and  I’ll  serve  as  long  as 
I’m  asked  to  serve.”Q 


James  T.  Galyon,  MD,  a 
surgeon  with  the  East  Mem- 
phis Orthopedic  Group,  has 
sensed  on  the  Board  for  Li- 
censing Health  Care  Facili- 
ties for  ten  years,  giving  him 
the  distinction  of  being  one 
of  the  longest-serving  board 
members.  Galyon  serves  as 
the  secretary  of  the  board 
and  he  chairs  meetings 
when  the  chairman  is  un- 
able to  attend.  Tv  a long- 
time member  of  the  board, 
Galyon  says  the  changes  in 
the  rules  and  regulations  are 
necessary  if  the  board — 
and,  by  extension,  Tennes- 
see health  care  providers — 
are  going  to  be  able  to  keep 
up  with  the  rapid  changes 
in  health  care  delivery. 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 


Cardiovascular  Warning  Signs  Ignored 


J.  Kelley  Avery,  MD 


Case  Report 

A 33-year-old,  divorced, 
gravida  2,  para  2,  the  mother 
of  two  children,  came  to  the 
obstetrician/gynecologist 
(Ob/Gyn)  who  had  been  her 
physician  for  a number  of 
years,  requesting  a tubal  li- 
gation. She  had  had  a cesar- 
ean section  (C-section)  with 
her  second  delivery  and  did 
not  want  to  have  other  chil- 
dren. The  operation  was 
scheduled,  and  the  patient 
was  told  when  to  report  to  the 
ambulatory  surgery  unit  of 
the  hospital. 

The  admission  history 
and  physical  documented 
“no  other  major  problems.” 
The  previous  C-section  was 
noted.  A part  of  the  past  his- 
tory was  illegible,  but  was 
thought  to  record  “hyperten- 
sion— pre-term — mild,”  with- 
out medication  (apparently 
for  hypertension)  for  over 
two  months.  The  blood  pres- 
sure was  recorded  at  136/78 
mm  Hg,  temperature  98°F, 
pulse  88/min,  and  respirations 
16/min.  The  examination  of 
the  heart  revealed  regular  si- 
nus rhythm,  without  murmurs,  and  the  pulse  was  said  to  be 
of  a “good  force.”  Examination  revealed  symmetrical  breasts, 
clear  lung  fields,  no  bruits  over  the  major  vessels,  and  no 
palpable  masses  or  tenderness.  The  surgical  scar  was  noted. 

In  the  pre-anesthesia  note,  the  certified  registered  nurse 
anesthetist  (CRNA)  recorded  a clear  history  of  hypertension 
for  which  the  patient  look  medication.  Presumably  this  is  the 
medication  referred  to  in  the  physician's  admission  note — 


“no  medication  in  over  two  months.”  The  CRNA  recorded, 
under  “Cardiac,”  that  the  patient  was  treated  for  over  a year 
for  high  blood  pressure  but  had  not  taken  any  medication 
“this  past  year.”  The  date  of  the  admission  was  early  in  Feb- 
ruary. Under  “Pulmonary,”  “emphysema”  was  noted.  She  was 
classified  as  ASA  1 for  general  anesthesia. 

She  was  given  Demerol,  Phenergan,  and  Atropine  pre- 
operatively  and  taken  to  the  operating  room.  The  CRNA  re- 
corded that  the  patient  was  “extremely  apprehensive.” 
Fentanyl,  O,,  N,0,  and  Ethrane  were  administered.  Tachy- 
cardia of  “over  150”  was  noted  in  the  physician’s  operative 
note.  In  the  post-anesthesia  note,  the  pulse  rate  was  recorded 
at  1 80/min,  continuing  to  rise  to  212/min  in  a matter  of  sec- 
onds. The  patient  had  been  given  0.2  mg  of  Inderal  IV  at  the 
onset  of  the  tachycardia,  and  when  the  pulse  rate  continued 
to  rise  another  0.3  mg  of  Inderal  was  given  IV.  In  minutes  the 
pulse  rate  had  fallen  to  120/min,  with  the  blood  pressure  re- 
maining about  130/90  mm  Hg.  According  to  the  physician’s 
operative  report,  “the  anesthetist”  gave  permission  to  con- 
tinue the  case,  whereas  according  to  the  postoperative  anes- 
thesia note,  a “decision  was  made  to  continue  case.”  With  the 
patient  under  general  endotracheal  anesthesia  with  supple- 
mental Pentothal,  Anectine,  and  Metubine,  after  the  skin  in- 
cision was  made  the  pulse  rate  again  rose  to  200/min,  only  to 
quickly  fall  to  levels  in  the  30s.  Atropine  was  given  without 
response,  and  was  repeated,  again  with  no  response.  The 
bradycardia  persisted,  and  the  blood  pressure  was  unobtain- 
able. Isuprel  was  given,  and  a cardiologist  was  called.  Exter- 
nal cardiac  massage  was  initiated,  NaHCO^  was  given  IV, 
and  a Dopamine  drip  was  begun.  (The  timing  of  these  events 
is  not  in  the  record,  but  the  entire  sequence  of  events  had  to 
have  occurred  within  minutes  after  the  induction  of  anesthe- 
sia.) The  blood  pressure  was  recorded  at  80  mm  Hg,  and  the 
next  recorded  pulse  rate  was  142/min  with  the  blood  pres- 
sure 1 10/80  mm  Hg.  Narcan  was  given  IV,  and  the  patient 
was  taken  to  the  ICU  breathing  spontaneously,  with  small 
reactive  pupils  and  responding  to  tracheal  suction  via  the 
endotracheal  tube.  The  anesthesia  note  recorded,  “Earlier  the 
left  pupil  was  dilated  and  did  not  respond  to  light.” 

The  patient  remained  in  a deep  coma,  and  after  three 
months  in  the  hospital  was  transferred  to  a nursing  home, 


Dr.  Avery  is  a member  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
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where  she  remained  in  a vegetative  state,  dying  over  six  years 
later.  A lawsuit  was  filed  charging  negligence  on  the  part  of 
the  Ob/Gyn,  the  anesthesiologist,  and  the  CRNA  in  the  fail- 
ure to  perform  proper  preoperative  diagnostic  procedures, 
failure  to  obtain  clearance  from  the  appropriate  specialists 
before  surgery,  a lack  of  proper  preoperative  sedation  in  this 
extremely  apprehensive  patient,  and  for  not  canceling  the 
surgery  after  the  initial  episode  of  tachycardia  (cardiovascu- 
lar instability).  A seven-figure  confidential  settlement  was 
reached,  closing  this  very  tragic  case. 

Loss  Prevention  Comments 

Millions  of  successful  general  anesthetics  are  accom- 
plished m this  country  each  year,  many  of  them  in  patients 
who  are  far  more  compromised  than  this  patient  appeared  to 
be.  She  was  to  have  a short,  simple  procedure  requiring  mini- 
mal anesthesia,  and  in  fact  the  plan  was  to  do  it  without  en- 
dotracheal intubation.  Only  after  the  initial  episode  of 
tachycardia,  with  the  decision  to  proceed  with  the  surgery, 
was  intubation  carried  out.  The  plan  was  probably  appropri- 
ate. The  patient  was  not! 

There  are  several  clues  in  the  record,  most  of  them  docu- 
mented immediately  after  the  fact,  that  in  retrospect  alert  us 
to  the  danger  to  this  patient.  The  history  of  hypertension  sig- 
nificant enough  to  require  treatment  for  a year  was  barely 
mentioned  by  the  surgeon.  A slightly  more  detailed  account 
of  the  disease  and  its  treatment  appears  in  the  preoperative 
evaluation  done  by  the  CRNA  after  admission  to  the  ambula- 
tory surgery  suite  and  immediately  before  the  preoperative 
medication  was  given.  The  facts  were  known  to  the  Ob/Gyn 
who  had  mentioned  the  hypertension,  its  treatment,  and  the 
fact  that  treatment  had  been  discontinued  only  two  months 
before  surgery.  Was  the  medication  stopped  on  advice  of  the 
treating  physician,  or  did  the  patient  stop  it  without  physi- 
cian direction?  Did  the  Ob/Gyn  know  which  had  occurred? 

The  CRNA  stated  that  the  patient  was  “extremely  appre- 
hensive.” We  can  surmise  that  the  CRNA  had  seen  many  pa- 
tients preoperatively,  so  that  her  characterization  of  this  pa- 
tient would  indicate  that  the  observation  was  certainly 
significant.  Did  the  CRNA  alert  the  surgeon  about  this?  The 
preoperative  sedation  seemed  to  be  routine.  Should  there  have 
been  more  or  different  preparation?  Was  the  outcome  related 
to  the  hypertension  or  to  the  “extreme  apprehension”? 

Almost  immediately  after  the  anesthesia  was  started  the 
tachycardia  developed,  with  rates  recorded  variously  at  “over 
150/min,”  200/min,  and  212/min.  Because  the  response  to 
Inderal  IV  was  prompt  and  encouraging,  the  decision  was 
made  to  proceed  under  different  anesthetic  precautions.  An 
endotracheal  tube  was  put  in  place,  and  the  anesthetic  agents 
were  changed.  Attention  was  given  to  assure  sufficient  oxy- 
genation, but  the  patient  again  exhibited  cardiac  instability 
with  severe  tachycardia,  followed  by  bradycardia  and  subse- 


quent “cardiopulmonary  arrest.”  Though  cardiopulmonary 
resuscitation  was  begun  promptly,  the  outcome  was  a patient 
in  a vegetative  state  for  almost  seven  years  before  she  died  at 
the  age  of  40. 

It  is  easy  to  attribute  the  tragic  events  in  this  case  to  a 
number  of  facts  that  singly  or  together  could  have  triggered 
this  horrible  cascade:  the  history  of  hypertension  and  emphy- 
sema, extreme  apprehension,  tachycardia,  the  beta  blocker, 
bradycardia,  hypotension,  asystole,  and  hypoxic  brain  dam- 
age. Though  we  cannot  know  for  sure  the  effects  of  these  on 
the  outcome,  this  case  was  reviewed  in  detail  on  at  least  two 
occasions  by  experts  in  the  fields  of  obstetrics  and  anesthe- 
siology, and  no  one  could  be  found  who  could  support  its 
management. 

The  lessons  provided  by  this  case  seem  clear.  We  ignore 
the  history  of  any  disease  at  the  peril  of  the  patient.  We  must 
be  on  unassailable  grounds  to  continue  an  elective  procedure 
in  the  face  of  events  that  cause  us  to  abort  the  first  attempt.  □ 
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If  You  Treat 

TennCare 

Patents 

This  Guide  Can  Help 

New  Grievance  riles  set  specie  criteria 
for  MCO/BHQ  appeals  and  patient  r^its. 

The  TennCare  Bureau  has  adopted  new  grievance  rules  to  clarify  patients’  rights 
in  appealing  MCO/BHO  treatment  denials.  They  also  identify  what  you  and  your  office 
staff  can  do  to  assist  patients  in  the  process. 

“How  To  Make  Sure  Your  TennCare  Patients  Get  The  Care  You  Order”  is  a practical 
guide  to  the  new  grievance  rules.  The  center  spread  of  the  guide  is  a quick  reference 
chart  to  help  your  staff  advise  patients  of  their  rights. 

Patient  brochures  “Getting  Just  What  Your  Doctor  Ordered"  will  be  available 
as  of  March  1 from: 

Pharmaceutical  company  representatives,  who  will  have  copies 

for  your  practice; 

Voluntary  Health  Agencies,  which  will  have  copies  for  public  distribution. 

TennCare’s  new  grievance  rules  are  a positive  step  for  patients.  Please  make  sure 
your  patients  and  office  staff  are  well  informed  and  take  the  appropriate  actions  to 
realize  their  potential. 

A Public  Service  Project  Sponsored  By 

National  Voluntary  Health  Agencies  of  Tennessee  i Tennessee  Medical  Association 
Pharmaceutical  Research  and  Manufacturers  of  America/PhRMA 


Practicing  Medicine 


Ask  TM A. . . . 


Marc  E.  Overlook,  Senior  Vice-President  and  General  Counsel 
Robert  J.  Gonzales,  Staff  Attorney 


Q:  Is  it  ethical  for  a physician  to  be  paid  a fee  for  treat- 
ment or  consultation  services  that  is  contingent  upon  the 
outcome  of  a patient’s  lawsuit? 

A:  No,  it  is  patently  unethical,  and  is  now  illegal  in  Ten- 
nessee. (In  January  1997,  the  TMA  was  drafting  a brief  on 
this  question  for  fding  with  the  Tennessee  Supreme  Court. 
That  decision  may  affect  this  answer  at  a later  time. ) The  AM  A 
Code  of  Ethics,  which  has  been  adopted  by  the  Board  of 
Medical  Examiners  and  binds  all  Tennessee  physicians,  states 
at  Opinion  9.07:  ”[i]t  is  unethical  for  a physician  to  accept 
compensation  that  is  contingent  upon  the  outcome  of  litiga- 
tion.” Opinion  6.01  amplifies  this  prohibition:  “[s]uch  ar- 
rangements are  unethical  because  they  imply  that  successful 
outcomes  from  treatment  are  guaranteed,  thus  creating  unreal- 
istic expectations  of  medicine  and  false  promises  to  consum- 
ers.” This  prohibition  applies  to  cases  in  which  a physician 
serves  as  a consultant  or  expert  witness,  and  when  the  physi- 
cian provides  the  plaintiff  with  nothing  more  than  medical  care. 

It  is  both  ethical  and  common  practice  for  physicians  to 
wait  until  a patient’s  litigation  concludes  before  collecting 
their  fees.  Workers’  compensation  cases  are  a common  ex- 
ample. This  ethical  rule  presupposes  that  the  physician  bases 
the  fee  on  the  actual  value  of  the  medical  services  provided, 
“not  on  the  uncertain  outcome  of  a contingency  that  does  not 
in  any  way  relate  to  the  value  of  the  medical  services.”  (Id.) 

Q:  Is  a physician  legally  required  to  release  a child’s 
medical  records  to  a noncustodial  parent? 

A:  Yes.  Tennessee  law  requires  a treating  physician  to  fur- 
nish a copy  of  a child’s  medical  records,  upon  written  re- 
quest, to  the  following  individuals:  ( 1 ) the  child’s  noncustodial 
parent;  (2)  the  parent  with  whom  the  child  is  not  residing  in 
cases  of  joint  custody;  or  (3)  either  parent  in  cases  where  the 
child  is  in  custody  of  a legal  guardian. 

Q:  Our  practice  has  trouble  getting  certain  patients  to 
pay  their  bills,  especially  co-payments.  May  we  legally  refuse 
to  treat  them  the  next  time  they  show  up? 

A:  No,  not  unless  you  have  first  given  them  a termination 
notice  (assuming  that  such  a notice  is  within  your  rights  un- 
der your  particular  health  plan  network  agreement)  and  a rea- 
sonable time  within  which  to  secure  another  physician.  By 
firing  a patient  on  the  spot  without  prior  warning,  physicians 
may  face  a civil  suit  or  licensure  sanction.  These  legal  ac- 
tions are  based  on  the  doctrine  of  patient  abandonment. 

Before  the  advent  of  managed  care,  the  answer  was  far  sim- 
pler: Give  the  patients  a reasonable  amount  of  notice  (roughly 
at  least  30  days),  preferably  by  certified,  return  receipt  mail 


( and  a first  class  letter),  and  provide  them  with  access  to  a sum- 
mary or  copy  of  their  medical  records  and  with  emergency  care 
during  the  interim  period  while  they  find  another  physician. 

The  key  is  for  the  physician  to  ensure  that  the  only  con- 
tract he  or  she  is  terminating  is  the  one  with  the  patient.  First, 
it  is  important  to  distinguish  who  the  parties  are  to  the  con- 
tract for  medical  treatment.  Usually,  the  physician  provides  a 
diagnosis  and  related  services  and  the  patient  pays  (or  assigns 
insurance  benefits)  for  those  services.  It  may  sound  obvious 
to  the  casual  observer,  but  the  only  parties  to  the  contract  in 
the  private-pay/insurance  relationship  are  the  patient  and  the 
physician.  In  certain  circumstances,  however,  the  physician 
may  be  part  of  a provider  network  under  another  contractual 
agreement.  Physicians  should  check  their  network  or  HMO/ 
PPO  insurance  contract  carefully  to  see  if  their  patient  termi- 
nation rights  are  limited,  or  if  there  are  specific  procedures 
to  follow  (as  there  are,  for  example,  in  TennCare). 

Second,  if  the  patient  is  anything  other  than  a private-pay 
patient,  then  the  physician  must  carefully  examine  the  net- 
work or  managed  care  contract  to  determine  how  the  patient 
can  be  released  to  another  provider.  In  TennCare,  for  example, 
a physician  cannot  simply  fire  the  patient  and  ask  him  or  her 
to  find  another  TennCare  participating  physician.  The 
TennCare  program  has  set  up  a lengthy  grievance  process 
that  all  MCOs  have  contracted  to  set  up — in  conjunction  with 
the  TennCare  Bureau.  Some  MCOs,  however,  have  politely 
allowed  physicians  to  bypass  this  procedure  and  have  worked 
with  providers  and  patients  to  ensure  compatibility. 

Is  the  patient  a workers’  compensation  claimant?  In  the 
workers’  compensation  context,  even  though  a physician  may 
have  asked  the  patient  to  secure  treatment  services  elsewhere, 
the  physician  still  has  a contract  with  the  employer.  The  court 
that  is  reviewing  the  workers’  compensation  case  may  still 
expect  the  physician  to  provide  medical  records  or  deposi- 
tion and  trial  testimony.  Remember,  always  make  sure  that 
these  other  relationships  are  protected. 

Assuming  the  contract  provides  the  how-to-fire  procedure, 
then  the  physician  should  follow  the  contract  terms.  Otherwise, 
as  with  private-pay  patients,  physicians  should  abide  by  the 
AMA  ethical  rule  outlined  above.  By  following  the  ethical 
rule,  which  requires  advance  notice  and  the  provision  of  emer- 
gency services  during  the  interim  notice  period,  physicians  will 
have  a defense  to  patient  complaints  brought  before  the  BME 
(licensure  board),  and  in  malpractice  actions  in  court. □ 

If  you  have  a question  that  TMA  may  be  able  to  address,  con- 
tact “Ask  TMA,”  PO  Box  120909,  Nashville,  TN  37212-0909, 
or  fax  your  question  to  “Ask  TMA”  at  (615)  383-5918. 
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Spontaneous  Resolution  of  a 
Large  Pericardia]  Cyst 

Santhosh  K.  Ambalavanan,  MB,  BS;  Jay  B.  Mehta,  MI); 

Robert  A.  Taylor,  MD;  Ashok  V.  Mehta,  MD 


Introduction 

Pericardial  cysts  are  uncommon  benign  mediastinal  le- 
sions that  may  be  congenital  or  acquired  and  are  usually  de- 
tected on  a routine  chest  roentgenogram  in  an  asymptomatic 
individual.  The  majority  of  cases  occur  at  the  right  cardio- 
phrenic  angle.  They  are  usually  unilocular  and  tilled  with 
clear  fluid,  and  may  remain  unchanged  in  size  over  a period 
of  years.  There  are  two  previous  reports  of  spontaneous  reso- 
lution of  pericardial  cysts  in  the  English  literature.1'2  To  the 
best  of  our  knowledge,  this  third  case  report  illustrates  the 
spontaneous  resolution  of  a large  pericardial  cyst  in  a 26- 
year-old  man  who  had  no  acute  symptoms  and  no  significant 
increase  in  the  size  of  the  cyst  over  a four-year  period. 

Case  Report 

A 26-year-old  white  man  was  seen  in  our  clinic  for  evalu- 
ation of  a lung  mass  that  was  noted  on  a screening  pre-em- 
ployment chest  roentgenogram.  He  was  asymptomatic,  with- 
out cough,  chest  pain,  or  shortness  of  breath.  There  was  no 
history  of  fever,  chills,  sweats,  or  recent  weight  loss.  Exami- 
nation showed  a well-built  young  man  in  no  distress,  with  a 
pulse  of  76/min,  respiratory  rate  16/min,  and  blood  pressure 
120/68  mm  Hg.  His  neck  was  supple  without  thyromegaly  or 
adenopathy.  Examination  of  the  heart,  lungs,  and  abdomen 
was  unremarkable.  Laboratory  studies,  including  a complete 
blood  count  and  electrolytes,  were  normal.  The  initial  chest 
roentgenogram  (Fig.  1,  left)  showed  a smooth,  uniformly 
dense,  well-defined  mass  in  the  right  cardiophrenic  angle, 
which  on  computed  tomography  scan  was  found  to  be  a fluid- 
filled  mass  adjacent  to  the  pericardium.  As  the  patient  was 
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asymptomatic  and  required  no  therapy,  he  was  asked  to  re- 
turn for  a repeat  chest  roentgenogram  in  three  months.  Serial 
chest  roentgenograms  over  the  next  four  years  showed  no 
change  in  the  size  or  appearance  of  the  cyst,  until  on  a recent 
routine  office  visit  no  pericardial  cyst  was  apparent  (Fig.  1, 
right).  This  absence  of  the  cyst  was  confirmed  by  a normal 
two-dimensional  echocardiogram  with  color-flow  mapping. 

Discussion 

Pericardial  cysts  may  be  either  congenital  or  acquired. 
Embryologically,  the  pericardium  arises  from  a series  of  dis- 
connected lacunae.  As  the  embryo  develops,  the  lacunae  en- 
large and  gradually  merge,  coalescing  to  form  the  pericar- 
dial coelom.  One  of  the  primitive  lacunae  may  fail  to  merge 
with  the  others,  persist,  and  then  develops  into  an  indepen- 
dent cavity,  forming  a cyst;  these  cysts  were  named  “pericar- 
dial coelomic  cysts”  by  Lambert.1  Alternatively,  this  cyst  may 
originate  or  develop  from  a persistent  blind-ending  parietal 
pericardial  recess.4  The  cysts  are  more  commonly  unilocular 
and  contain  clear  fluid  (transudate),  giving  rise  to  the  term 
“spring  water  cysts.”  Sometimes,  they  may  be  connected  by 
a pedicle  to  the  pericardium. 

Pericardial  cysts  are  usually  asymptomatic.  They  are  com- 
monly seen  in  adults,  and  are  discovered  as  an  incidental  find- 
ing on  a routine  chest  roentgenogram.5  Occasionally  they  may 
produce  a vague  discomfort  in  the  chest,  or  may  cause  symp- 
toms such  as  cough,  palpitations,  dyspnea,  or  repeated  respi- 
ratory infections.  Complications  of  pericardial  cysts  reported 
in  literature  include  rupture  either  into  the  bronchus  or  the 
pleura,  compression  of  the  heart,  or  a bronchus  resulting  in 
alterations  of  respiratory  and  cardiac  function.6,7  Rarely,  tor- 
sion of  the  cyst,  giving  rise  to  chest  pain,  or  bacterial  infec- 
tion of  the  cyst  resulting  in  extensive  inflammation  and  ero- 
sion of  the  right  ventricular  wall  has  been  reported.5  Physical 
examination  and  auscultation  are  not  helpful  in  establishing 
the  diagnosis.1 

Radiographically,  cysts  are  most  frequently  situated  in  the 
right  cardiophrenic  angle  as  a round,  sharply  defined  mass, 
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Figure  1.  (Left)  A large,  round,  smooth,  homogenous  mass  of  pericardial  cyst  in  the  right  cardiophrenic  angle  of  the  postero- 
anterior  chest  roentgenogram  of  our  patient.  (Right)  Spontaneous  resolution  of  the  pericardial  cyst  in  the  same  patient  after  four 
years. 


as  seen  in  our  patient,  and  less  frequently  in  the  left  cardio- 
phrenic angle.  Computed  tomography  of  the  thorax  may 
characterize  lesions  on  the  basis  of  their  density,  and  resolve 
the  uncertainty  of  conventional  chest  roentgenogram  as  to 
whether  a mass  contains  fat  or  fluid  or  is  entirely  solid. K Two- 
dimensional  echocardiographic  imaging  of  the  heart  can  also 
define  its  cystic  nature,  and  may  obviate  the  need  for  more 
extensive  investigation.9 

In  the  case  of  Kruger  et  al,2  the  patient  had  spontaneous 
resolution  of  the  pericardial  cyst  within  four  months  follow- 
ing mycoplasma  pneumonia  by  chest  roentgenogram.  In  the 
case  of  King  et  al,1  the  patient  had  a cardiac  catheterization 
with  uncomplicated  transseptal  puncture.  Three  weeks  later, 
the  patient  had  spontaneous  resolution  without  symptoms  of 
the  pericardial  cyst  on  chest  roentgenogram.  Similarly,  our 
patient  had  spontaneous  resolution  of  the  pericardial  cyst 
without  any  symptoms.  The  exact  mechanism  of  resolution 
of  pericardial  cyst  is  not  clear.  It  could  be  due  to  spontaneous 
rupture  of  the  pericardial  cyst,  or  resorption  of  the  pericar- 
dial fluid. 

Pericardial  cysts  do  not  undergo  inflammatory  or  malig- 


nant change.  They  are  generally  believed  to  follow  a benign 
course  in  the  majority  of  cases.  Surgical  excision  of  pericar- 
dial cysts  is  advised  only  if  the  patient  has  significant  symp- 
toms, such  as  chest  pain,  dyspnea,  or  airway  obstruction.  Since 
most  long-term  follow-up  studies  have  shown  that  asympto- 
matic patients  do  not  develop  symptoms,  they  should  be 
managed  conservatively.  Our  case  report  and  those  of  oth- 
ers'2 suggest  the  possibility  of  spontaneous  resolution  of  even 
a large  pericardial  cyst  in  an  asymptomatic  patient  without 
any  intervention. □ 

References 

1.  King  JF,  Crosby  I,  Pugh  D,  ot  al:  Rupture  of  pericardial  cyst.  Chest  60:61 1-612,  1971. 

2.  Kruger  SR,  Michaud  J,  Cannom  DS:  Spontaneous  resolution  of  a pericardial  cyst.  Am  Heart 
J 109:1390-1391,  1985. 

3.  Lambert  AVS:  Etiology  of  thin-walled  thoracic  cysts.  J Thorac  Surg  10:1-7,  1940. 

4.  Lillie  WI,  McDonald  JR,  Clagett  OT:  Pericardial  celomic  cysts  and  pericardial  diverticula. 
J Thorac  Surg  20:494-504,  1950. 

5.  Chopra  PS,  Duke  DJ,  Pellett  JR,  et  al:  Pericardial  cyst  with  partial  erosion  of  the  right  ven- 
tricular wall.  Ann  Thorac  Surg  51:840-841,  1991. 

6.  Engle  DE,  Tresch  DD,  Boncheck  LI,  et  al:  Misdiagnosis  of  a pericardial  cyst  by  echo- 
cardiography and  computed  tomography  scanning.  Arch  Intern  Med  143:351-352,  1983. 

7.  Forsee  Col.  JH,  Blake  Maj.  HA:  Pericardial  celomic  cyst.  Surgery  31:753-759,  1952. 

8.  Moncada  R,  Baker  M,  Salinas  M,  et  al:  Diagnostic  role  of  computed  tomography  in  pericar- 
dial heart  disease:  congenital  defects,  thickening,  neoplasms,  and  effusions.  Am  Heart  J 103:263- 
282,  1982. 

9.  Hynes  JK,  Tajik  AJ,  Osborn  MJ,  et  al:  Two-dimensional  echocardiographic  diagnosis  of 
pericardial  cyst.  Mayo  Clin  Proc  58:60-63,  1983. 


98 


Tennessee  Medicine  ~ March,  1997 


The  Journal 


Original  Contribution 

Renal  Cell  Carcinoma  With 
Sensorimotor  Neuropathy 

Johannes  Brechkten,  MD;  Joseph  Hourany,  MD; 

Hyland  P.  Byrd  Jr.,  MD;  Thomas  M.  Roy,  MD 


Introduction 

A wide  range  of  disorders  that  affect  the  neuromuscular 
system  of  cancer  patients  have  been  described  in  the  medical 
literature.1  Paraneoplastic  sensorimotor  neuropathy  has  been 
observed  most  frequently  in  patients  with  lung  and  breast 
cancer,  but  a similar  disturbance  can  occur  in  patients  with 
other  malignancies.  Although  renal  cell  carcinoma  is  known 
for  its  propensity  for  systemic  manifestations,  this  tumor  is 
infrequently  associated  with  neurologic  symptoms.2  The  clini- 
cal findings  of  this  polyneuropathy  are  heterogeneous,  and 
its  pathology  is  still  poorly  defined. 

Case  Report 

Three  months  after  a right  nephrectomy  for  renal  cell  car- 
cinoma with  lung  metastases,  this  40-year-old  white  woman 
developed  lower  extremity  weakness  and  aching,  with  de- 
creased sensation  to  touch,  in  both  lower  extremities.  She 
denied  any  other  recent  illnesses  or  exposure  to  individuals 
with  infectious  disease,  took  no  medications,  and  had  no  known 
allergies.  She  had  no  prior  history  of  neurologic  or  immune 
disease.  Her  nutrition  and  weight  were  stable.  She  had  not  re- 
ceived chemotherapy.  Her  family  history  was  unremarkable. 

On  admission  to  the  hospital  three  days  later,  she  was  alert 
and  oriented  with  normal  mentation  and  vital  signs.  A facial 
diplegia  with  weakness  of  eye  closure  was  evident,  but  all 
other  cranial  nerve  tests  were  unremarkable.  Her  motor  ex- 
amination was  abnormal,  with  impairment  of  all  extremities. 
She  demonstrated  moderate  quadriparesis  that  was  more  pro- 
found in  the  lower  than  in  the  upper  extremities,  with  motor 
weakness  involving  both  proximal  and  distal  muscle  groups. 
The  legs  were  affected  to  the  point  that  she  could  not  raise 
them  against  gravity.  There  was  no  evidence  of  muscle  atro- 
phy or  fasciculation.  The  toes  Hexed  to  plantar  stimulation. 
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Sensation  was  diminished  to  light  tough  and  pinprick  to  a 
level  just  above  the  knees  and  at  the  mid-forearms.  She  was 
unable  to  stand  for  station  or  gait  testing.  Finger  to  nose  tests 
were  performed  with  slight  dysmetria  due  to  arm  weakness. 
She  was  unable  to  perform  heel-to-shin  tests  because  she 
could  not  raise  her  legs  off  the  bed.  All  deep  tendon  reflexes 
were  present  but  weak. 

An  MRI  for  possible  spinal  cord  or  vertebral  metastases 
was  negative.  Her  cerebrospinal  fluid  protein  was  clear  and 
colorless,  containing  1 monocyte/pd,  but  free  of  microbes 
and  neoplastic  cells.  The  CSF  protein  was  elevated  to  84  mg/ 
dl  (15  to  45  mg/dl  normal).  The  cultures  and  counter  im- 
mune electrophoresis  tests  on  the  CSF  for  fungal  and  bacte- 
rial elements  were  negative. 

Because  of  ascending  paralysis,  she  was  electively  in- 
tubated when  serial  monitoring  of  her  inspiratory  vital  ca- 
pacity and  negative  inspiratory  pressures  demonstrated  a 
progressive  decline.  While  supported  by  conventional  me- 
chanical ventilation,  the  patient  received  intravenous  immu- 
noglobulin therapy.  Plasmapheresis  was  not  performed  due 
to  a rapid  response  to  the  immunoglobulin  therapy.  She  be- 
gan recovering  upper  and  lower  extremity  motor  function 
and  she  was  successfully  extubated  on  the  sixth  day,  and  at 
four  months  after  discharge,  she  had  only  a very  mild  re- 
sidual sensorimotor  deficit  in  the  lower  extremities.  She  re- 
quires no  assistive  devices. 

Discussion 

Although  it  is  estimated  that  approximately  30%  of  pa- 
tients with  renal  cell  carcinoma  have  a mixed  collection  of 
symptoms  that  are  regarded  as  the  systemic  effects  of  the 
tumor,  neurologic  expression  of  renal  cell  carcinoma  is  ex- 
pected in  less  than  3%  of  patients/  In  such  patients  a neurop- 
athy may  antedate,  coincide  with,  or  follow  the  actual  diag- 
nosis of  the  tumor. 

The  difficulty  that  this  patient  presented  was  to  determine 
whether  the  patient’s  neuropathy  was  an  episode  of  idiopathic 
Guillain-Barre  syndrome  from  a nonmalignant  trigger,  or  was 
a paraneoplastic  neuropathy  that  mimicked  the  Guillain-Barre 
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syndrome.  Our  patient  had  a progressive  weakness  of  all  extrem- 
ities and  impaired  deep  tendon  reflexes,  which  are  two  fea- 
tures that  are  required  for  the  diagnosis  of  Guillain-Barre  syn- 
drome. The  absence  of  other  inciting  factors  and  the  patient’s 
immediate  response  to  intravenous  gamma  globulin  reinforce 
our  impression  that  our  patient  had  a paraneoplastic  form  of 
the  Guillain-Barre  syndrome.  This  type  is  not  preceded  by 
an  infection  and  typically  lacks  autonomic  dysfunction.4 

The  syndrome  described  by  Guillain-Barre  has  been 
strongly  associated  with  malignancy,  but  such  patients  gen- 
erally have  Hodgkin’s  lymphoma,  leukemia,  or  myeloma.5-6  Its 
association  with  solid  tumors  is  very  unusual.  Only  four  cases 
of  renal  cell  carcinoma  with  associated  Guillain-Barre  syn- 
drome have  appeared  in  the  English  language  literature.710 

A less  likely  possibility  would  be  that  the  patient  experi- 
enced a true  carcinomatous  neuropathy.  Neuropathy  not  at- 
tributable to  metastases  occurs  in  patients  with  breast  cancer 
(4%)  and  bronchogenic  carcinoma  (16%). 11,12  The  most  fre- 
quent type  of  carcinomatous  neuropathy  is  sensorimotor  and 
most  often  has  a subacute  course.  Although  this  disorder  in- 
cludes proximal  muscle  weakness  with  loss  of  two  or  more 
deep  tendon  reflexes,  it  also  leads  to  axonal  degeneration  with 
obvious  muscle  wasting.4  Typically,  the  neuropathy  is  per- 
sistent, since  the  damage  to  the  neurons  is  irreparable  and  is 
attenuated  only  with  successful  treatment  of  the  underlying 
tumor.15  As  our  patient  showed  immediate  response  to  intra- 
venous gamma  globulin  therapy  and  had  full  recovery,  we 
find  this  explanation  less  attractive  than  an  expression  of  the 
Guillain-Barre  syndrome  as  a paraneoplastic  event.14 

The  success  of  treatment  modalities  such  as  plasmapheresis 
and  intravenous  gamma  globulin  are  predicated  on  the  likely 
pathogenic  role  of  IgM  anti-peripheral  nerve  myelin  anti- 
bodies and  IgG  anti-ganglioside  antibodies.15  Preliminary 
studies  suggest  that  circulating  antibody  titers  may  correlate 
with  the  severity  of  the  disease.16  Interestingly,  studies  on 
patients  with  small  cell  lung  cancer  and  neurologic  symp- 
toms have  demonstrated  circulating  IgG  anti-neuronal  (anti- 
Hu)  antibodies.17  Likewise,  women  with  breast  cancer  and 
neurologic  symptoms  often  demonstrate  the  anti-Yo  antibody 


that  is  directed  against  Purkinje  cells. IX The  parallels  suggested 
by  the  immunologic  parameters  of  Guillain-Barre  syndrome 
and  various  tumors  with  neurologic  symptoms  strongly  sug- 
gest that  in  each  case  a circulating  factor  is  directed  against 
myelin  or  neural  cells.  It  would  be  attractive  to  speculate  that 
a similar  anti-neural  antibody  might  be  found  in  renal  cell 
carcinoma.  A specific  autoantibody,  however,  has  not  yet  been 
defined,  although  elevated  serum  levels  of  IgM  have  been 
detected  in  patients  with  this  tumor  and  polyneuropathy.19 

We  hope  our  report  will  remind  the  clinician  that  sen- 
sorimotor neuropathy  may  represent  a paraneoplastic  syn- 
drome. In  the  absence  of  a history  of  infection,  the  occur- 
rence of  a Guillain-Barre-like  sensorimotor  neuropathy 
should  lead  to  a search  for  subclinical  cancer,  including  re- 
nal cell  carcinoma.  This  could  result  in  a timely  diagnosis 
with  improved  patient  survival. □ 
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Surgical  vs.  medical  treatment  of  patients  with  carotid  ar- 
tery disease  was  compared  in  two  major  studies.  The  North 
American  Symptomatic  Carotid  Endarterectomy  Study  con- 
sidered patients  with  greater  than  70%  stenosis  who  were 
symptomatic.* 1 II. III. IV.  A parallel  study,  the  North  American 
Asymptomatic  Carotid  Endarterectomy  Study  studied  asymp- 
tomatic patients  with  greater  than  60%  stenosis.2 

Both  studies  compared  the  relative  merits  of  surgery  with 
medical  treatment.  They  found  that  there  is  no  universal  agree- 
ment that  surgery  is  better  than  medical  treatment  for  carotid 
artery  disease  if  the  stenosis  is  less  than  60%.  Surgery  is  con- 
sidered in  those  patients  who  continue  to  have  episodes  of 
cerebral  ischemia  after  medical  treatment. 

In  the  symptomatic  study,  12  risk  factors  were  analyzed, 
specifically  relating  the  importance  of  the  risk  factors  to  the 
number  of  risk  factors  present.  According  to  the  North  Ameri- 
can Symptomatic  Carotid  Endarterectomy  Study,  the  ipsilat- 
eral  stroke  risk  for  two  years  after  surgery  is  9%. The  risk 
with  medical  treatment  is  determined  by  the  number  of  risk 
factors  present.  With  0 to  5 risk  factors  the  risk  of  ipsilateral 
stroke  within  two  years  is  17%,  with  six  risk  factors  it  is  23%, 
and  with  seven  or  more  risk  factors  it  is  39%.  Therefore,  one 
readily  notes  a 9%  risk  with  surgical  therapy  vs.  a 17%  to 
39%  risk  with  medical  treatment. 

Since  the  30-day  morbidity  and  mortality  rate  for  surgery 
was  5.8%  and  with  medical  therapy  3.3%,  one  sees  that  the 
advantage  of  surgery  over  medical  treatment  begins  after  30 
days.  If  there  are  no  complications  within  30  days  after  sur- 
gery is  performed,  the  risk  of  major  or  fatal  stroke  is  only 
1.6%  at  the  end  of  two  years.  With  medical  treatment  with- 
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out  complication  within  30  days,  the  two-year  risk  of  major 
stroke  is  12.2%.  The  two-year  mortality  rate  from  all  causes 
is  5%  with  both  surgery  and  medical  treatment.  Surgery  did 
not  alter  the  mortality  rate  after  two  years  because  of  the  other 
well-known  causes  of  death  in  patients  with  vascular  disease. 
The  North  American  Asymptomatic  Carotid  Endarterectomy 
Study,  which  included  patients  with  a carotid  stenosis  of  60% 
or  more,  revealed  a 53%  improvement  of  surgery  over  medi- 
cal therapy  in  asymptomatic  patients. 

Twelve  risk  factors  should  be  considered  in  each  patient 
with  cerebral  vascular  disease,  particularly  those  being  con- 
sidered for  carotid  endarterectomy.  The  risk  with  medical 
treatment  is  determined  by  the  number  of  risk  factors  present. 
This  information  is  given  to  the  patient  when  presenting  the 
options  of  medical  treatment  vs.  surgery.  These  risk  factors 
are  listed  in  Table  1 and  should  be  considered  when  writing 
admission  notes  or  discharge  summaries. 

For  learning  purposes  the  12  risk  factors  may  be  divided 
into  four  groups  of  three  each.  The  first  group  is  the  major 
group,  or  what  is  known  as  the  “Big  Three,”  and  includes 
hypertension,  smoking,  and  increased  serum  cholesterol,  all 

Table  1 

TWELVE  RISK  FACTORS 

I Big  Three 

1.  Hypertension  (blood  pressure  >160/90  mm  Hg) 

2.  Smoking 

3.  Cholesterol 

II.  3 Vascular  Pathologies 

1 . Carotid  stenosis  >80% 

2.  Carotid  ulcer 

3.  Peripheral  claudication 

III.  3 Organ  Pathologies 

1.  Stroke  <31  days  (not  TIA) 

2.  Myocardial  infarction 

3.  Congestive  heart  failure 

IV.  3 Miscellaneous 

1 . Age  >70  years 

2.  Male 

3.  Diabetes 
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three  of  them  treatable.  The  second  group  includes  the  three 
vascular  pathologies,  which  are  carotid  stenosis  greater  than 
80%,  carotid  ulcer,  or  the  presence  of  peripheral  claudication. 
The  third  group  includes  the  three  pathologies  that  relate  to 
an  organ,  including  the  brain  and  heart.  Patients  are  at  an 
increased  risk  if  there  has  been  a stroke  (not  TIAs)  in  the 
previous  30  days,  a history  of  a myocardial  infarction,  or 
congestive  heart  failure.  The  fourth,  or  miscellaneous,  group 
includes  age  above  70  years,  male  gender,  and  diabetes. 

In  conclusion,  in  considering  patients  with  cerebral  vas- 
cular disease,  and  particularly  those  being  considered  for 
carotid  endarterectomy,  the  risk  factors  are  a major  consider- 
ation, and  must  be  considered  when  making  decisions  con- 
cerning surgical  vs.  medical  treatment,  and  discussed  when 


offering  the  various  options  to  the  patient. 

To  prevent  recurrence  of  carotid  stenosis  and  progression 
of  cerebral  vascular  disease,  it  is  also  important  that  these 
risk  factors  be  recognized  and  considered  with  the  long-term 
treatment.  Considerable  counseling  is  frequently  required  in 
order  to  educate  the  patient  as  to  the  necessity  of  reducing 
the  risk  factors  for  cerebral  vascular  disease,  and  to  teach  the 
patient  how  the  risk  factors  can  be  reduced,  as  well  as  the 
medical  aids  available  for  doing  it.Q 
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Introduction 

Bullet  embolization  remains  an  interesting  but  uncommon 
complication  of  gunshot  injuries.  In  a review  of  the  Vietnam 
Vascular  Registry,  Rich  et  al1  reported  a 0.3%  incidence  of 
bullet  emboli  out  of  7,500  vascular  injuries.  Only  20%  of 
these  emboli  were  in  the  venous  system.  The  management  of 
a patient  with  a venous  embolus  remains  controversial.  The 
choice  of  conservative  or  surgical  management  must  be  indi- 
vidualized according  to  symptoms  and  location  of  the  bullet. 
The  following  case  report  of  a venous  bullet  embolus  to  the 
right  ventricle  is  presented  to  discuss  this  controversy  and 
review  the  literature. 

Case  Report 

A 7-year-old  girl  came  to  T.  C.  Thompson  Children’s  Hos- 
pital after  sustaining  a single  gunshot  wound  to  her  left  epi- 
gastrium. The  child  had  been  accidentally  shot  with  a pellet 
gun  while  playing  with  her  friends.  She  was  transported  to 
the  emergency  room  by  ambulance  and  was  hemodynami- 
cally  stable  throughout  transport.  On  arrival  her  vital  signs 
were  blood  pressure  96/58  mm  Hg,  heart  rate  1 15/min,  res- 
pirations 22/min,  and  oxygen  saturation  100%  on  10  L/min 
via  face  mask.  Two  large-bore  peripheral  intravenous  lines 
were  established  followed  by  administration  of  a 20  mg/kg 
fluid  bolus  of  normal  saline.  Repeat  blood  pressure  was  120/ 
93  mm  Hg.  A 14-French  nasogastric  tube  was  placed  through 
the  left  nostril  and  into  the  stomach.  Aspiration  of  the  gastric 
contents  revealed  a grossly  bloody  fluid.  On  physical  exami- 
nation, there  was  a single  entrance  wound  at  the  left  costal 
margin  in  the  mid-clavicular  line.  The  abdomen  was  soft, 
flat  and  nondistended,  with  tenderness  only  at  the  entrance 
wound.  No  exit  wound  could  be  found. 

Radiographic  examination  of  the  chest  and  abdomen  dem- 
onstrated a metallic  foreign  body  to  the  left  of  the  T10-1 1 
interspace.  Mefoxin  was  administered  intravenously  and  the 
patient  was  taken  to  the  operating  room  and  underwent  an 
exploratory  laparotomy  through  a mid-line  incision.  The  en- 
trance site  in  the  left  upper  quadrant  was  identified,  allowing 
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for  reconstruction  of  the  bullet’s  path.  After  penetrating  the 
skin  and  subcutaneous  tissue,  the  bullet  traversed  the  left  lobe 
of  the  liver  and  entered  the  stomach  approximately  2.5  to  3.0 
cm  lateral  to  the  lesser  curvature  in  the  body  of  the  stomach. 
The  bullet  then  traversed  the  head  of  the  pancreas,  passed 
posterior  to  the  duodenum  and  the  common  bile  duct,  then 
entered  the  inferior  vena  cava  at  its  junction  with  the  left  renal 
vein.  A 4-mm  defect  in  the  ventral  wall  of  the  vena  cava  was 
repaired  by  lateral  venorrhaphy  using  a partially  occluding 
vascular  clamp.  No  exit  site  in  the  vena  cava  was  identified. 
It  was  apparent  that  the  bullet  had  embolized  in  the  venous 
system  to  the  right  ventricle.  Fluoroscopy  confirmed  the  lo- 
cation of  the  bullet  within  the  apex  of  the  right  ventricle.  Com- 
pression of  the  ventricle  with  a digit  failed  to  move  the  bul- 
let. A decision  was  made  not  to  remove  the  bullet.  Exploration 
of  the  remainder  of  the  abdomen  including  a cholangiogram 
did  not  reveal  any  additional  injuries.  A latex  drain  was  left 
in  the  pancreatic  injury  site,  and  the  laparotomy  was  closed. 

Postoperatively  the  patient  had  an  uneventful  course.  An 
echocardiogram  demonstrated  normal  cardiac  anatomy  with 
the  bullet  lying  adjacent  to  the  intraventricular  septum  near 
the  right  ventricular  apex.  Serial  chest  radiographs  showed 
no  migration  of  the  bullet.  Differing  opinions  for  the  need  of 
extraction  of  the  missile  were  expressed  by  the  trauma  sur- 
geons, cardiovascular  surgeons,  and  pediatric  cardiologist. 
Alter  long  discussions  with  the  parents,  they  were  unable  to 
accept  conservative  management  of  the  bullet  and  wished  to 
pursue  percutaneous  attempts  at  removal  of  the  bullet.  On 
postoperative  day  7,  the  patient  was  transported  to  Vander- 


TABLE  1 

INDICATIONS  FOR  REMOVAL  OF  INTRACARDIAC  MISSILE  EMBOLI 


Remove  (If  Any  Present) 

Observe  (If  All  Present) 

Left  heart 

Right  heart 

Arrhythmias 

No  arrhythmia 

Valvular  dysfunction 

No  valvular  dysfunction 

Associated  thrombus 

Smooth 

Endocarditis 

Less  than  5 mm 

Cardiac  neurosis 

Firmly  lodged 

Contaminated 

Uncontaminated 

Reproduced  with  permission  from  The  American  Surgeon3  and  K.K.  Nagy,  MD. 
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Figure  1.  Anteroposterior  (left)  and  lateral  (rii 
overlies  the  projection  of  the  right  ventricle. 

bilt  University  Medical  Center  where  she  underwent  an  un- 
successful attempt  at  percutaneous  transvenous  removal. 
Additional  attempts  at  surgical  removal  without  cardiopul- 
monary bypass  were  also  unsuccessful.  The  bullet  was  even- 
tually removed  with  the  aid  of  cardiopulmonary  bypass  via  a 
right  ventriculotomy.  The  patient  had  an  uneventful  recov- 
ery from  the  surgery  and  was  discharged  home  a week  later. 

Discussion 

The  first  reported  case  of  a bullet  embolus  was  in  1834 
when  Thomas  Davis  reported  a wooden  missile  fragment  that 
embolized  to  the  right  ventricle  of  a 10-year-old  boy.2  Since 
this  case,  more  than  150  cases  have  been  reported  in  the  En- 
glish literature.1  With  the  exception  of  a few  small  series  from 
World  War  II,  the  Vietnam  Registrar,  and  Mattox  et  al,4  the 
majority  of  these  reports  have  been  of  single  case  histories. 
This  has  prohibited  single  institutions  from  drawing  conclu- 
sions based  on  their  own  case  reviews. 

Michelassi  et  al1  retrospectively  reviewed  153  cases  of 
systemic  and  venous  emboli  from  1834  to  1988.  There  were 
100  cases  of  systemic  emboli  reported  with  80%  of  the  emboli 
exhibiting  symptoms  of  peripheral  ischemia  or  neurologic 
deficits.  Only  53  cases  of  venous  embolism  were  reported 
during  this  period  with  two-thirds  of  the  cases  being  asymp- 
tomatic. The  retrospective  review  Shannon  et  al6  of  126 
venous  bullet  emboli  demonstrated  that  48%  of  the  emboli 
will  lodge  in  the  right  heart,  36%  will  continue  into  the  pul- 
monary circulation,  and  16%  will  enter  the  peripheral/cen- 
tral veins  or  paradoxic  systemic  artery.  The  management  of 
arterial  bullet  emboli  remains  undisputed.  Because  of  their 
symptomatic  and  often  limb-threatening  nature,  immediate 
surgical  intervention  is  indicated.  The  controversy  exists  over 


chest  radiographs  demonstrating  a bullet  which 


the  management  of  asymptomatic  venous  emboli  that  appear 
to  be  lodged  in  the  right  ventricle  or  pulmonary  circulation. 

In  1949,  Fritz  et  al7  performed  the  only  experimental  ani- 
mal study  to  determine  the  fate  of  metallic  foreign  bodies  in 
the  heart.  He  implanted  0.30-caliber  rifle  slugs  as  well  as 
fragments  of  metal,  cast  iron,  and  brass  into  the  hearts,  lungs, 
and  pericardium  of  dogs.  Fritz  found  the  fragments  to  be 
encapsulated  in  fibrous  tissue  by  eight  weeks.  Those  frag- 
ments that  had  been  placed  within  the  cardiac  chambers  did 
not  show  any  evidence  of  thrombus  formation.  On  the  basis 
of  these  experiments,  Fritz  concluded  that  asymptomatic 
missile  emboli  may  remain  undisturbed. 

Bland  and  Gilbert11  came  to  similar  conclusions  after  re- 
porting a 20-year  follow-up  on  40  World  War  II  veterans  with 
retained  missiles  in  their  hearts.  The  foreign  bodies  varied 
from  small  shell  fragments  a few  millimeters  in  size  to  0.30- 
caliber  machine-gun  bullets.  All  veterans  survived  the  20 
years,  but  five  patients  were  totally  incapacitated  by  a car- 
diac neurosis.  These  patients  were  unable  to  function  for  fear 
of  what  might  happen  to  the  missiles  in  their  hearts.  Cardiac 
neurosis  was  felt  to  be  an  acceptable  indication  for  removal 
of  the  foreign  body.  Eight  patients  did  undergo  late  explora- 
tion for  removal  of  their  foreign  bodies.  Only  three  patients 
had  successful  removal.  The  remaining  patients  had  either 
firmly  encapsulated  foreign  bodies  preventing  their  removal 
or  they  could  not  be  found.  Bland  and  Gilbert*  concluded 
that  subsequent  migration,  erosion,  or  infection  occurs  infre- 
quently once  the  foreign  body  becomes  fixed.  He  also  agreed 
that  conservative  treatment  of  small,  asymptomatic  missiles 
in  the  heart  was  an  acceptable  form  of  treatment. 

Other  authors  have  presented  their  rationale  for  manda- 
tory extraction  of  a venous  bullet  embolus.  Shannon  et  al6  re- 
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viewed  126  cases  of  venous  bullet  embolism  since  1900.  Mor- 
tality rates  for  those  patients  treated  prior  to  1930  were  much 
higher  than  those  treated  after  1 930  (46%  vs  4%).  The  fall  in 
mortality  rate  was  attributed  to  a higher  incidence  (65%)  of 
missile  retrieval  during  the  later  years.  Complications  were 
noted  in  25%  of  the  patients  with  retained  missiles  contrasted 
with  only  2%  of  the  patients  who  had  the  missiles  removed. 
Other  authors  support  extraction  based  on  retrospective  re- 
views of  historical  complications  of  bacterial  endocarditis,  re- 
current pericardial  effusions,  and  myocardial  irritability  vs.  a 
small  mortality  and  morbidity  associated  with  removal.49'" 

A more  individualized  approach  according  to  the  symp- 
toms caused  by  the  bullet  and  its  location  was  recently  advoca- 
ted by  Nagy  et  al.1  Based  on  their  experience  with  asympto- 
matic venous  emboli  to  the  heart  and  a review  of  the  literature 
they  proposed  a rationale  for  selected  management  (Table  1 ). 
We  adopted  a similar  approach  to  our  patient.  Follow-up  ra- 
diographs had  documented  the  bullet  to  be  lodged  within  the 
apex  of  the  right  ventricle  (Fig.  1).  There  were  no  arrhythmias 
or  valvular  dysfunction  noted  on  EKG  or  echocardiogram. 
The  family  was  presented  with  the  option  of  conservative 
therapy  but  became  very  anxious  about  possible  migration 


of  the  bullet.  This  led  to  an  attempt  at  percutaneous  removal 
with  a snare.  This  was  unsuccessful  as  the  bullet  was  firmly 
lodged  within  the  chordae  tendineae.  The  patient  eventually 
required  cardiopulmonary  bypass  to  remove  the  bullet. 

In  summary,  venous  emboli  are  rare  and  usually  asymp- 
tomatic. They  should  be  suspected  when  an  exit  wound  is 
not  present  and  the  bullet  is  demonstrated  radiographically 
in  a distant  location.  We  advocate  an  individualized  approach 
according  to  the  size,  symptoms,  and  location. □ 

References 

1.  Rich  NM,  Collins  GH,  Anderson  CA,  el  al:  Missile  emboli.  J Trauma  18:236-239,  197X. 

2.  Burrell  NR:  Foreign  bodies  in  ihe  cardiovascular  system.  Br  J Surf;  37:416-444,  1950. 

3.  Nagy  KK,  Mussad  M,  Fields  J,  et  al:  Missile  embolization  revisited:  a rationale  for  selective 
management.  Am  Surg  60:975-979,  1994. 

4.  Mattox  KL,  Beall  AC,  Ennix  CL,  el  al:  Intravascular  migratory  bullets.  Am  J Surg  137:192- 
195,  1979. 

5.  Michelassi  F,  Pietrabissa  A,  Ferrari  M,  etal:  Bullet  emboli  to  the  systemic  and  venous  circu- 
lation. Surgery  107:239-245,  1991. 

6.  Shannon  FI,  McCroskey  BL,  Moore  EE,  et  al:  Venous  bullet  embolism:  rationale  for  manda- 
tory extraction.  J Trauma  27: 1 1 IS- 1 122,  19S7. 

7.  Fritz  JM,  Newman  MM,  Jampolis  RW,  et  al:  Fate  of  cardiac  foreign  bodies.  Surgery  25:869- 
X79,  1949. 

X.  Bland  EF,  Gilbert  WB.  Missiles  in  the  heart.  /V  Engl  J Med  274: 1039- 1046,  1966. 

9.  Abodo  F,  Massad  M,  Slim  M,  et  al:  Wandering  intravascular  missiles:  report  of  five  cases 
from  the  Lebanon  war.  Surgery  103:376-3X0,  19XX. 

10.  Fragomeni  LS,  Azambuja  PC:  Bullets  retained  within  the  heart:  diagnosis  and  management 
in  three  cases.  Thorax  42:980-9X3,  19X7. 

1 1.  Padula  RT,  Sandler  SC,  Camishion  RC:  Delayed  bullet  embolization  to  the  heart  following 
abdominal  gunshot  wound.  Ann  Surg  169:599-602,  1960. 


Need  a New  Vehicle?  I’ll  Save  You  Time  and  Money! 


THINKING  ABOUT  A NEW*  CAR,  TRUCK,  VAN,  OR  SPORT  UTILITY  VEHICLE? 
THEN  BUY  OR  LEASE  FROM  MILLER  ROBINSON... 


FOR  5 GOOD  REASONS 


1 ALL  MAKES  AND  MODELS  OF  VEHICLES  A VAILABLE 

2 PERSONALIZED  SERVICE  - that  you  won’t  get  anywhere  else. 

3 THE  BESTNEGOTIA  TED  LEASE  OR  PURCHASE  PRICE  A VAILABLE 
- probably  better  than  what  you  would  get  if  you  shopped  3 or  4 dealers. 

4 TOP  DOLLAR  FOR  YOUR  TRADE-IN  - no  classified  ads  or  haggling 
with  tire  kickers. 

5 YOU  CHOOSE  WHERE  WE  CLOSE  THE  SALE  OR  LEASE  TRANSAC- 
TION - your  home  or  office,  our  office,  wherever  it's  convenient  for  you. 

*or  quality  pre-owned 


“If  you  want  a nice  change  from  the  usual  vehicle  shopping 
experience,  give  me  a call.  > I’ll  show  you  how  simple  and 
affordable  it  can  be."  A.  ,/ 


MILLER  ROBINSON 


391-3000 


Hoover  & Associates 

Auto  Leasing/Sales 

217  Donelson  Pike 
Nashville,  TN  37214 
615-391-3000 
Fax  615-391-0158 


Tennessee  Medicine  - March,  1997 


105 


The  Journal 


Department  of  Health  Report 

HIY  Voluntary  Testing  of 
All  Pregnant  Women 
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Throughout  its  long  history  of  service  to  all  citizens,  the 
Tennessee  Department  of  Health  (TDH)  has  worked  to  im- 
prove the  health  and  well-being  of  women  and  children 
through  regional  and  local  health  department  prenatal  and 
well  baby  clinics,  home  visitations,  child  health  and  devel- 
opment projects,  and  regionalized  genetics  and  high-risk 
perinatal  programs,  along  with  numerous  other  efforts. 

There  is  presently  a relatively  new  and  serious  threat  to 
the  health  of  pregnant  women  and  their  newborns.  Infection 
with  the  human  immunodeficiency  virus  (HIV)  has  been 
shown  to  be  a major  cause  of  morbidity  and  mortality  among 
women  and  children  in  the  United  States.  Approximately  1 5% 
to  30%  of  the  estimated  7,000  infants  born  to  HIV-infected 
women  annually  would  be  infected  without  therapeutic  in- 
tervention.1 It  is  now  the  third  leading  cause  of  death  among 
all  U.S.  women  aged  25  to  44  years  and  the  leading  cause  of 
death  among  black  women  of  this  age.2  Aside  from  the  tre- 
mendous family  grief  and  loss  of  loved  ones  infected  with 
HIV,  there  is  a decreased  quality  of  life  and  loss  of  produc- 
tive wage-earning  years  among  those  women  who  represent 
a large  proportion  of  the  work  force. 

Through  regional  and  local  health  departments,  a number 
of  years  ago  the  TDH  had  instituted  counseling  and  volun- 
tary testing  for  women  determined  to  be  at  risk  for  HIV  in- 
fection. Following  publication  both  of  results  from  well-  con- 
trolled studies3  4 and  of  recommendations  from  the  Centers 
for  Disease  Control  and  Prevention  (CDC)5  and  the  Ameri- 
can College  of  Obstetricians  and  Gynecologists  (ACOG),6 
the  TDH  began  offering  voluntary  HIV  testing  in  1995  as 
part  of  the  routine  initial  battery  of  laboratory  tests  performed 
on  all  pregnant  women  seen  in  health  department  prenatal 
clinics.7  Now  efforts  are  underway  to  support  HIV  counsel- 
ing and  voluntary  testing  to  all  pregnant  women  statewide. 

The  CDC  recommendations  in  1994  regarding  testing 
women  for  HIV  during  pregnancy  resulted  from  a clinical 
trial  to  evaluate  the  efficacy,  safety,  and  tolerance  of  zido- 
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vudine  (ZDV)  for  the  prevention  of  perinatal  transmission  of 
HIV.  Analysis  of  the  study  data  revealed  a significant  (66%) 
reduction  of  risk  of  transmission  from  mother  to  infant  with 
the  administration  of  ZDV.  Guidelines  for  treatment  of  preg- 
nant women  during  both  pregnancy  and  labor,  along  with 
treatment  of  the  infant  during  the  first  six  weeks  of  life,  were 
outlined  in  the  publication.1 

In  1995,  the  CDC  published  guidelines  calling  upon  medi- 
cal professionals  to  offer  routine  counseling  and  voluntary 
testing  for  HIV  to  all  pregnant  women  in  the  United  States.8 
This  strategy  of  voluntary  HIV  testing  has  already  proven 
effective  in  several  communities  nationwide.  This  same  re- 
port indicated  that  prenatal  HIV  testing  targeting  only  women 
known  to  be  at  increased  risk  failed  to  identify  and  offer  ser- 
vices to  many  HIV-infected  women. 

Additional  impetus  for  universal  voluntary  HIV  testing 
among  pregnant  women  comes  from  the  Ryan  White  CARE 
Act  Amendments  of  1 996.y  Failure  to  meet  stated  objectives 
will  result  in  denial  of  funding  to  HIV  programs  through 
this  act. 

This  act  requires  state  health  officials  to  certify  that  they 
have  implemented  measures  to  adopt  both  the  CDC  guide- 
lines for  routine  HIV  counseling  and  voluntary  testing  for 
pregnant  women.  Certain  goals  must  be  met  within  two  years, 
including  a reduction  in  the  number  of  perinatally  acquired 
HIV  cases  by  50%,  or  the  offer  of  voluntary  HIV  testing  to 
95%  of  pregnant  women  who  have  had  two  or  more  prenatal 
care  visits.  If  either  of  these  goals  is  not  met,  the  state  will  be 
required  to  implement  through  regulations  the  mandatory 
testing  of  all  newborns  whose  mothers  were  not  tested  for 
HIV  infection. 

A recent  study  revealed  significant  cost  savings  of  volun- 
tary HIV  testing  of  pregnant  women  and  ZDV  treatment  of 
those  infected  and  their  infants.  Without  intervention,  assum- 
ing an  HIV  transmission  rate  of  25%,  1,750  HIV-infected 
infants  would  be  born  annually  with  lifetime  medical  treat- 
ment costs  of  approximately  $161,137  per  infant,  resulting 
in  a total  cost  of  $282  million.  The  cost  of  intervention  (coun- 
seling, testing,  and  treatment)  was  estimated  to  be  $67.6  mil- 
lion. In  the  base  model  evaluation  in  the  report,  the  interven- 
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lion  would  prevent  656  pediatric  HIV  infections,  with  a medi- 
cal care  cost  savings  of  $105.6  million.  The  net  savings  of 
intervention  was  $38.1  million.10  Voluntary  HIV  screening 
of  pregnant  women  and  ZDV  treatment  of  infected  women 
and  their  infants  resulted  in  cost  savings  under  most  of  the 
assumptions  used  in  the  analysis.  The  results  strongly  sup- 
port routine  voluntary  HIV  testing  of  all  pregnant  women. □ 


human  immunodeficiency  virus  counseling  and  voluntary  testing  for  pregnant  women.  MMWR  44: 1- 
15,  1995. 

9.  What  are  the  provisions  of  new  Ryan  While  CARE  Act?  CDC  HIV/AIDS  Prevention  Newslet- 
ter, August  1996. 
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The  Journal 


Vanderbilt  Morning  Report 

Cerebral  Embolism  Caused  by 
Thrombi  in  the  Ascending  Aorta 


Case  Report 

Seven  weeks  after  receiving  a coronary  artery  bypass  graft- 
ing procedure,  a 59-year-old  man  went  to  the  Nashville  Vet- 
erans Administration  Medical  Center,  having  awakened  two 
days  earlier  with  a small  “black  spot”  in  the  nasal  portion  of 
his  right  visual  field.  He  denied  any  eye  pain,  blurry  or  double 
vision,  history  of  TIA,  or  stroke.  Since  his  discharge  from 
the  hospital  he  had  had  no  recurrence  of  his  chest  pain,  and 
had  an  uneventful  postoperative  course.  He  denied  any  fe- 
vers, chills,  cough,  dysuria,  or  headache.  His  past  medical 
history  was  significant  only  for  coronary  artery  disease  and 
hyperlipidemia. 

The  patient’s  cardiothoracic  surgeon  referred  him  to  an 
ophthalmologist,  who  diagnosed  a platelet  thromboembolism 
to  the  superior  arcade  bifurcation  of  the  retinal  artery  in  the 
right  eye.  The  patient  was  subsequently  admitted  to  deter- 
mine the  source  of  this  embolus. 

Upon  admission  to  the  hospital,  the  patient  had  normal 
vital  signs.  Fundoscopic  examination  showed  sharp  discs 
without  arteriovenous  nicking,  Roth  spots,  or  other  obvious 
abnormalities.  Visual  field  testing  was  normal  except  for  a 
small  defect  in  the  area  of  the  inferior  nasal  region  of  the 
right  field.  The  lungs  were  clear  to  auscultation,  the  cardiac 
examination  was  unremarkable,  and  there  were  no  periph- 
eral stigmata  of  endocarditis. 

Admission  laboratory  data  included  a normal  SMA-7,  12, 
CBC,  PT  and  PTT,  and  a Westergren  sedimentation  rate  of 
1 1 mm/hr.  An  EKG  revealed  normal  sinus  rhythm  with  a rate 
of  85/min,  an  old  septal  MI,  and  nonspecific  ST  segment  el- 
evation in  the  right  precordial  leads. 

A carotid  Doppler  ultrasound  revealed  mild  (less  than 
50%)  disease  of  the  carotid  vessels.  A transthoracic  echocar- 
diogram revealed  a left  ventricular  ejection  fraction  greater 
than  55%,  mild  anteroseptal  hypokinesis,  and  increased  mo- 
bility in  the  interatrial  septum,  but  no  thrombus.  A transeso- 
phageal echocardiogram  (TEE)  revealed  a calcified  plaque 
on  the  anterior  aspect  of  the  ascending  aorta  2 cm  above  the 
right  coronary  artery,  with  at  least  two  pedunculated  and 


Presented  by  Kurt  Slye,  MD,  medical  resident,  Vanderbilt 
University  Medical  Center ; discussed  by  Mark  A.  Zenker,  MD, 
chief  medical  resident,  Nashville  VA  Medical  Center. 


highly  mobile  1 to  1 .5-cm  thrombi  attached  to  it.  There  was 
also  mild  prolapse  of  the  posterior  leaflet  of  the  mitral  valve 
that  resulted  in  mild  mitral  regurgitation.  Furthermore,  there 
was  an  aneurysm  of  the  interatrial  septum,  with  a 5-mm  de- 
fect at  the  lower  portion  of  the  septum.  A bubble  study  was 
strongly  positive  for  right-to-left  shunting  at  the  atrial  level. 
There  was  no  evidence  of  a thrombus  in  the  left  atrial  ap- 
pendage or  other  regions  inside  the  heart.  Review  of  the 
intraoperative  TEE  made  during  the  coronary  artery  bypass 
graft  did  reveal  a small  calcified  aortic  plaque  in  this  same 
area  but  without  the  attached  thrombi. 

The  patient  was  given  anticoagulation  therapy  with  intra- 
venous heparin,  and  warfarin  was  started.  He  had  an  uncom- 
plicated hospitalization  and  was  sent  home  in  stable  condi- 
tion after  reaching  a therapeutic  international  normalized 
ratio  (INR). 

Discussion 

Cerebral  emboli  from  intracardiac  sources  are  well  rec- 
ognized as  a cause  of  stroke.  Such  emboli  are  responsible  for 
15%  to  20%  of  all  ischemic  strokes,  although  some  studies 
suggest  a prevalence  as  high  as  34%.'  Factors  predisposing 
to  or  associated  with  cardiac  embolism  include  atrial  septal 
aneurysm,  right-to-left  atrial  shunts,  atrial  fibrillation,  val- 
vular heart  disease,  reduced  ejection  fraction,  and  left  ven- 
tricular aneurysm.2 

More  recently,  atheromata  of  the  aortic  arch  have  been 
recognized  as  a possible  source  of  emboli,  especially  plaques 
with  pedunculated  and  highly  mobile  thrombi.  In  a recent 
report  by  Amarenco  et  al,3  among  78  patients  who  had  strokes 
without  obvious  causes,  28.2%  had  aortic  plaques  thicker  than 
4 mm.  Whether  this  is  the  cause  of  or  simply  a risk  factor  for 
the  stroke  is  not  yet  known. 

Transthoracic  echocardiography  is  a commonly  used  tech- 
nique for  detecting  intracardiac  sources  of  emboli.  The  yield, 
however,  has  ranged  from  4%  to  47%.  It  is  most  reliable  in 
detecting  left  ventricular  thrombi,  left  ventricular  dysfunc- 
tion, and  valvular  disease,  but  is  unreliable  in  identifying  small 
valvular  vegetation  or  thrombi,  left  atrial  appendage  thrombi, 
or  aortic  atheroma.  Fortunately,  due  to  the  superior  resolu- 
tion of  TEE,  this  has  increased  the  sensitivity  in  detecting 
possible  sources  of  cardiac  emboli. 
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This  particular  patient  had  several  areas  of  intracardiac 
pathology  as  a potential  cause  of  stroke,  including  an  atrial 
septal  aneurysm,  a patent  foramen  ovale,  and  aortic  athero- 
sclerotic debris.  Although  it  is  impossible  with  certainty  to 
know  the  exact  cause,  the  aortic  plaque  with  associated  highly 
mobile,  pedunculated  thrombi  seems  likely.4 

The  etiology  of  these  aortic  thrombi  is  unknown.  It  could 
possibly  be  due  to  a spontaneous  rupture  or  ulceration  of  an 
existing  atherosclerotic  plaque.  Because  the  previous  intra- 
operative TEE  was  normal,  another  possibility  could  include 
aortic  injury  by  cross  clamping  during  the  bypass  surgery, 
though  this  is  typically  done  farther  distally  in  the  ascending 
aorta. 

The  treatment  of  aortic  atheromas  with  associated  thrombi 


has  not  been  thoroughly  studied,  but  most  patients  are  either 
placed  on  anticoagulation  or  taken  to  surgery.5  One  case  re- 
port has  even  revealed  resolution  of  an  aortic  thrombus  by 
TEE  after  six  days  of  intravenous  heparin.6  But  systematic, 
long-term  study  is  still  required. □ 
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News  and  Views 


TMA  Alliance  Report 

Chattanooga-Hamilton  County  To  Host 
TMA  and  TMAA  Annual  Meeting 

The  Chattanooga-Hamilton  County  Medical  Society  and 
Alliance  will  host  the  upcoming  Tennessee  Medical  Associa- 
tion and  Alliance’s  Annual  Meeting,  April  10-12,  1997.  Although 
the  TMA’s  meeting  does  not  begin  until  Friday,  April  11,  the 
TMAA  kicks  off  its  annual  meeting  on  Thursday  afternoon  at 
the  Radisson  Read  House  in  downtown  Chattanooga.  Immedi- 
ately following  the  afternoon  session  on  Thursday,  a trip  to  the 
aquarium  followed  by  a bus  tour  of  historic  Chattanooga  is  on 
the  agenda.  We  will  also  have  an  opportunity  to  visit  the  I-MAX 
Theater  during  our  stay  in  Chattanooga.  Remember  that  all 
TMAA  spouses  are  invited  to  attend  our  afternoon  and  evening 
functions.  After  the  tour  on  Thursday,  the  evening’s  dinner  and 
entertainment  can  be  found  at  the  Walden  Club,  which  offers  a 
beautiful  view  of  the  downtown  Chattanooga  area. 

Friday’s  session  begins  at  9:00  am  in  the  Silver  Ballroom  of 
the  Radisson  Read  House.  Alliance  members  attending  the  con- 
vention will  enjoy  lunch  at  the  Chattanooga  Golf  and  Country 
Club,  which  is  situated  on  the  banks  of  the  Tennessee  River. 
This  luncheon  is  in  honor  of  past  state  presidents  and  current 
county  presidents. 

Following  the  afternoon  session  on  Friday,  the  TMAA 
President’s  Reception  will  be  held  at  the  new  Chattanooga  The- 
atre Centre  from  5:30  pm  to  7:30  pm.  Afterward,  a bus  will  be 
available  for  those  attending  the  TMA  President’s  Reception 
and  Dinner  at  the  Chattanooga  Marriott.  Advance  reservations 
for  the  TMA  President’s  Reception  and  Dinner  need  to  be  made 
through  the  TMA. 

Saturday’s  morning  session  will  again  be  held  in  the  Silver 
Ballroom  of  the  Read  House.  This  session  will  conclude  with 
the  installation  of  the  1997-1998  officers. 

As  convention  co-chairmen,  Dolores  Chandra  and  I would 
like  to  invite  all  TMA  spouses  to  the  1997  Convention  in  Chat- 
tanooga. It  promises  to  be  fun  and  an  exciting  event.  We  hope 
you  will  all  plan  to  be  in  Chattanooga  April  10-12,  1997. 

Connie  Stohler  and  Dolores  Chandra 
TMAA  1997  Convention  Co-Chairmen 


New  Members 


Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

C.  Larry  Rahn,  MD,  Walland 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Matthew  E.  Bagamery,  MD,  Chattanooga 
Thomas  Devlin,  MD,  Chattanooga 
Joani  B.  Jack,  MD,  Clinton 
Darrell  R.  Johnson,  MD,  Signal  Mountain 


W.  Jeffrey  Kemp,  MD,  Chattanooga 
John  A.  Muenz  Jr.,  MD,  Chattanooga 
Kevin  Rieg,  MD,  Chattanooga 
David  Sailors,  MD,  Chattanooga 
Leslie  Smith,  MD,  Chattanooga 
Alvaro  Valle,  MD,  Chattanooga 

COCKE  COUNTY  MEDICAL  SOCIETY 

Mark  P.  Harmeling,  MD,  Newport 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

Charlotte  D.  Coleman,  MD,  Bolivar 
Dale  C.  Holly,  MD,  Jackson 
W.  Frank  Pierce  IV,  MD,  Jackson 

KNOXVILLE  ACADEMY  OF  MEDICINE 

James  E.  Ball  Jr.,  MD,  Knoxville 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Thomas  Abell,  MD,  Memphis 
Timothy  C.  Fabian,  MD,  Memphis 
Sarah  J.  Fitch,  MD,  Memphis 
Timothy  Folse,  MD,  Memphis 
Max  W.  Painter,  MD,  Memphis 
Jeffrey  E.  Tipps,  MD,  Birmingham,  MI 

NASHVILLE  ACADEMY  OF  MEDICINE 

John  Q.  Binhlam,  MD,  Brentwood 
Brent  B.  Campbell,  MD,  Nashville 
C.  K.  Gowda,  MD,  Nashville 
Michael  D.  Hawkins,  MD,  Madison 
Stuart  E.  Smith,  MD,  Nashville 
Sadhna  V.  Williams,  MD,  Nashville 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Andrew  F.  Johnson,  MD,  Murfreesboro 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Christopher  A.  Pendola,  MD,  Kingsport 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Shewn  J.  Langston,  MD,  Franklin 


In  Memoriam 


Roberts.  Caradine  Jr.,  age  76.  Died  January  3,  1997.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member  of 
Memphis-Shelby  County  Medical  Society. 

Oakhis  Samuel  Luton,  age  72.  Died  January  16,  1997.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine.  Member 
of  Montgomery  County  Medical  Society. 

Charles  C.  Stauffer,  age  79.  Died  January  6,  1997.  Graduate  of 
Duke  University  School  of  Medicine.  Member  of  Consolidated 
Medical  Assembly  of  West  Tennessee. 
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Personal  News 


Hobart  H.  Beale,  MD,  Martin,  has  been  selected  Rural  Health 
Practitioner  of  the  Year  by  the  Rural  Health  Association  of 

Tennessee. 


May  22-24 
May  25-29 
June  15-19 
July  4-6 
July  14-18 

Aug.  7-8 


Radiology  Sonography  Symposium 
14th  International  Congress  of  Nephrology — Australia 
Diagnostic  Radiology/Medical  Imaging — Aspen,  CO 
Sonography/Doppler  Symposium — Asheville,  NC 
20th  Annual  Contemporary  Clinical  Neurology — 
Hilton  Head,  SC 

Endoscopic  Sinus  Surgery  Workshop 


The  following  TMA  members  have  been  certified  as  Diplomates 
of  the  American  Board  of  Internal  Medicine:  Maria  Clave I 
Bukiron,  MD,  Crossville;  S.  Joan  Langston,  MD,  Franklin. 

The  following  TMA  members  have  been  certified  as  Diplomates 
of  the  American  Board  of  Obstetrics  and  Gynecology:  Riad 
Homsi,  MD,  Oneida;  Robert  D.  Saunders,  MD,  Kingsport. 


Board  of  Medical  Examiners 


Minutes  - December,  1996 

Name:  Johnny  D.  Pierce,  MD  (Memphis) 

Violation:  Conviction  of  a felony;  unprofessional,  dishonor- 
able, or  unethical  conduct;  dispensing,  prescribing,  or  distrib- 
uting a controlled  substance  not  in  the  course  of  professional 
practice;  dispensing,  prescribing,  or  distributing  a controlled 
substance  in  violation  of  the  law. 

Action:  License  placed  on  probation  for  two  years;  must 
maintain  advocacy  of  the  Tennessee  Medical  Foundation;  must 
take  and  pass  the  exam  given  to  residents  from  the  American 
Board  of  Family  Practice. 


CME  Opportunities 

TMA  is  accredited  by  the  Accreditation  Council  tor  Continuing  Medical 
Education  (ACCME)  as  a sponsor  of  continuing  medical  education  for 
physicians.  As  an  accredited  sponsor,  TMA  is  authorized  to  designate  certain 
CME  activities  for  credit  in  the  AMA  Physician’s  Recognition  Award 
Program  TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions 
in  Tennessee  conducting  intrastate  CME  programs  Any  organization 
conducting  such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME  Inquiries  regarding  application  for  accreditation  as  a sponsor  of 
CME  should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 

Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician's  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

April  5 General  Orthopedics  for  Primary  Care  Physicians 
April  10-11  Endoscopic  Sinus  Surgery  Workshop 
May  15-18  14th  Annual  Family  Medicine  Review 


For  information  contact  Division  of  CME,  Vanderbilt  University, 
D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615)  322-4030. 


University  of  Tennessee 


June  6-7 
Aug.  4-9 
Sept.  25-26 


Memphis 

1997  General  Surgery  Update 
Contemporary  Issues  in  Ob/Gyn — Destin,  Fla. 
28th  Memphis  Conference  on  the  Newborn 


April  23-25 
June  6-10 
June  12-14 


June  18-21 


Knox\>ille 

20th  Family  Practice  Update  & Review — Gatlinburg 
13th  Alzheimer’s  Disease  Symposium — Gatlinburg 
42nd  Great  Smoky  Mountains  Pediatric  Seminar — 
Gatlinburg 

Chattanooga 
Family  Medicine 


For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


East  Tennessee  State  University 

April  18-19  Advanced  Life  Support  in  Obstetrics 
Aug.  2-3  Southwest  Virginia  Pediatric  Conference 

For  information  contact  Office  of  Continuing  Medical  Education, 
James  H.  Quillen  College  of  Medicine,  East  Tennessee  State  Univer- 
sity, PO  Box  70559,  Johnson  City,  TN  37614,  Tel.  (423)  929-4341 . 


ERRATUM 

In  the  February  1 997  issue  of  Tennesse  Medicine,  in  the  ar- 
ticle, “Boerhaave’s  Syndrome — An  Elusive  Diagnosis,”  on 
page  57  the  captions  under  Figures  2 and  3 were  transposed. 
We  regret  any  inconvenience  this  error  may  have  caused. 


STERLING 

HEALTHCARE  GROUP 


EMERGENCY  MEDICINE 
OPPORTUNITIES— TENNESSEE 

Directorship,  Full-time  and  Part-time 

*Very  Competitive  Remuneration 
'Flexible  Scheduling 
‘Independent  Contractor  Status 
‘Paid  Malpractice  with  Extended  Coverage 
‘Group  philosophy  with  support  of  national  company 
‘NO  RESTRICTIVE  COVENANTS 
Please  contact  Kristie  Smith 
1-800-874-4053  or  fax  CV  to  (419)  249-6520 
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TN  DEPARTMENT  OF  MENTAL  HEALTH 
MENTAL  RETARDATION 

Full-time  practice  positions  available  in  Greeneville,  Nashville,  and  Arlington.  Salary  potential 
up  to  $140,000  based  on  specialty  and  experience.  Preferred  specialty  in  Psychiatry,  Internal 
Medicine,  or  Family  Practice.  Physicians  with  a two-year  fellowship  in  Developmental 
Disabilities  encouraged  to  apply,  other  specialties  will  be  considered. 

SEND  RESUME  OR  CONTACT 

Steve  Roth,  Superintendent 
*Clover  Bottom  Developmental  Center 
275  Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)  231-5372 
FAX:  (615)  231-5396 

Max  Jackson,  Superintendent 
‘Arlington  Developmental  Center 
11293  Memphis-Arlington  Road 
Arlington,  TN  38002-5022 
Telephone:  (901)  867-5022 
FAX:  (901)  867-5026 

Robert  Erb,  Superintendent 
‘Greene  Valley  Developmental  Center 
P.O.  Box  910 

Greeneville,  TN  37744-0910 
Telephone:  (423)  787-6568 
FAX:  (423)  787-6574 

Pat  Womack,  Recruitment 
710  James  Robertson  Parkway 
11th  Floor  Gateway  Plaza 
Nashville,  TN  37243 
Telephone:  (615)  532-6580 
(615)  231-5374 
FAX:  (615)  741-4567 

These  24-hour  facilities  are  stable  and  challenging  settings  serving  children  and  adults  who 
have  developmental  disabilities.  BENEFITS  include:  professional  liability  coverage, 
comprehensive  individual  benefits  valued  at  an  additional  25%  to  salary,  academic  affiliations, 
work  with  an  excellent  team  of  professionals,  and  financial  assistance  with  job  interviews 
and  relocation  expense. 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35 
for  the  first  50  words  ($25  for  TMA  members),  25  cents 
for  each  additional  word.  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  numbers,  groups  of 
numbers,  hyphenated  words,  and  abbreviations.  Advertis- 
ers may  utilize  a box  number  for  confidentiality,  if  desired, 
in  care  of  Tennessee  Medicine,  PO  Box  120909,  Nash- 
ville, TN  37212-0909.  Use  of  this  box  in  an  ad  will  add 
eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the 
2nd  month  preceding  the  desired  month  of  publication, 
and  will  be  subject  to  approval.  No  phone  orders  will  be 
accepted.  Payment  must  accompany  order.  Each  listing 
will  be  removed  after  its  first  publication  unless  otherwise 
instructed.  Fee-for-service  agency  advertisements  are  not 
accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box 
120909,  2301  21st  Ave.  South,  Nashville,  TN  37212-0909. 
Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

PHYSICIAN  NEEDED — Part  time  8-16  hours  per  week  in  Mem- 
phis for  histories  and  physicals.  Fax  CV  to  (615)  327-1774  or 
call  (615)  327-1720. 


PRIMARY  CARE  PHYSICIAN  opening  available  for  a flexible, 
independent  physician.  Loudon  County,  near  Knoxville.  Com- 
pletely equipped  facility.  Physician  retiring.  Please  send  CV  to 
The  Medical  Center,  901  Grove  Street,  Loudon,  TN  37774  or  fax 
to  (423)  458-9412. 


Staff  Care,  Inc. 


''  The  nation  's  fastest  growing 
locum  tenens  firm" 


YOUR  BEST  MOVE  FOR 

LOCUM  TENENS 


• Nationwide  opportunities 

• Government  settings  available 

• Occurrence  malpractice 

• Paid  travel,  licensure,  lodging 


Ask  for : 

John  Moberly,  ext.  2381  or 
Melanie  McReynolds,  ext.  2387 


(800)  685-2272 

http://unvw.locnmsnet.com 


Staff  Care  is  proud  to  sponsor 
the  Country  Doctor  of  the  Year  Award 


Unable  to  place  J-1  or  H-1  physicians 


COLUMBIA  OPPORTUNITIES 
NORTHEASTTENNESSEE 

NORTHEAST  TENNESSEE  POSITIONS  AVAILABLE — All  located  in  the  same  area.  Family-oriented  community,  lo- 
cated in  the  beauty  of  the  mountains  and  lakes.  Population  52,000. 

#1  Need  three  Family  Practice  physicians  to  join  a practice  of  five  already  established  primary  care  physicians.  The 
practice  will  pay  you  an  exceptional  base  salary,  superior  benefits,  plus  incentives.  Excellent  call  schedule! 

#2  Primary  Care  physician  who  does  OB  seeking  partner  for  private  practice.  Will  discuss  salary  guarantee  for  your 
first  year  and  other  incentives. 

#3  Family  Practice,  IM/Peds,  or  Peds  physicians  to  join  an  already  established  group,  seeking  to  form  multispecialty 
group.  Will  discuss  either  salaried  or  guarantee  assistance. 

#4  Two  Family  Practice  physicians  to  join  two  other  established  physicians  in  a small  town  of  15,000  with  a service 
area  of  52,000. 

#5  Bone  and  Joint  Specialty  Clinic  needs  Orthopaedic  Surgeon  to  join  two  other,  already  established  Orthopaedic 
Surgeons  in  private  practice. 

#6  Large,  highly  respected,  ten-physician  Internal  Medicine  Group  looking  to  add  another  physician  to  their  private 
practice. 

#7  Need  OB/GYN  physician  to  join  eight  physicians  in  private  practice.  Beautiful  office  space  available  with  excellent 
access  to  hospital  patients.  Fantastic  opportunity! 

For  more  information  and  confidential  consideration  on  any  of  the  positions  listed  above,  please  contact: 

Anne  Helvey,  Director  of  Physician  Services 
Columbia  North  Side  Hospital 
Columbia  Sycamore  Shoals  Hospital 
Johnson  City  Specialty  Hospitals 
Phone  (423)  854-5805 
Fax  (423)  854-5748 
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Team  Health  has  Immediate  Emergency  Medicine  Opportunities: 


Directorship  & Clinical  Opportunities 


Greater  Chattanooga  Area  — Annual  ED  patient  volumes  for 
these  six  facilities  in  the  Chattanooga  area  range  from  12,000  to 
18,000.  Chattanooga  is  home  to  the  Tennessee  Aquarium  and  the 
Chattanooga  Choo  Choo. 


Greater  Nashville  Area  — This  area  has  ten  facilities  with 
ED  volumes  ranging  from  18,000  to  30,000.  There’s  never  a 
dull  moment  with  all  of  the  recreational  and  cultural  opportunities 
provided  by  Tennessee’s  state  capital. 


Greater  Knoxville  Area  — These  ten  facilities  in  the 
Knoxville  area  have  annual  ED  patient  volumes  ranging  from 
12,000  to  40,000.  Knoxville  is  located  just  west  of  the  Smoky 
Mountains  in  beautiful  East  Tennessee. 


Tri-cities  Area  — Approximate  annual  ED  patient  volume  for 
these  three  facilities  is  18,000  to  23,000.  The  Tri-cities  area  is 
nestled  in  the  foothills  of  the  Appalachian  and  Great  Smoky 
Mountains  of  northeast  Tennessee. 


Team  Health  is  seeking  EM  or  IM/FP  physicians  for 
these  emergency  medicine  opportunities.  We  offer 
competitive  compensation,  flexible  scheduling  with  no 
on-call  and  paid  malpractice  insurance. 


TEAM 

HEALTH 


For  more  information  about  these  opportunities, 
please  call  Fee  Ann  Fong  at 


1-800-909-8366 


Visit  us  on  the  Internet  at  http://www.team-health.com 
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If  having  a bank  that’s  ready  when  you  are  is  important,  you  should  examine  First 
Tennessee’s  physician  banking  service.  You’ll  enjoy  not  waiting  in  lines,  your  very  own 
banker  attuned  to  your  needs,  free  Priority  Banking  services  - we’ll  even  come  to  you 


when  you  can’t  come  to  us.  For  special  treatment,  call.  Stat. 


FIRST  TENNESSEE 

Here  for  you. 


Chattanooga  423-757-4253  • Johnson  City  423-461-1291  • Kingsport  423-378-7012 
Knoxville  423-971-2112  • Memphis  901-681-2502 


©1996  First  Tennessee  Bank 


Woll,  J\±  Least  You 


Know  What's  Causing 
Your  Pccljaitcctiorrs . 


JLracticing  medicine  is  exciting  enough  without  having  to 
face  the  prospect  of  catastrophic  litigation.  Let  the 
insurance  professionals  at  physician  owned  and  operated 
State  Volunteer  Mutual  Insurance  Company  help  keep  your 
stress  level  in  check.  For  20  years,  our  financial  strength 
and  security,  powerfully  demonstrated  by  an  outstanding 
rating,  has  helped  physicians  endure  an  increasingly  hostile 
legal  environment.  Join  the  more  than  9,000  practicing 
physicians  who  have  chosen  SVMIC  as  their  malpractice 
insurer.  It’ll  do  your  heart  good. 

Visit  our  new  WebSite  at:  http://www.svmic.com 

Uf\ 

STATE  VOLUNTEER  MUTUAL  INSURANCE  COMPANY  , 

For  more  information,  contact  Randy  Meador 
P.O.  Box  1065 
Brentwood,  TN  37024-1065 

1-800-342-2239  or  (615)  377-1999  • FAX  (615)  377-9192 
e-mail  address:  svmic@svmic.com 
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We're  Not  Actually  Physicians, 
But  We  Do  Know  How  To  Operate. 


MAG  Mutual  Insurance 
Company  is  as  close  to  the 
healthcare  community  as  any 
group  of  people  can  be  without 
actually  practicing  medicine. 

We  were  formed  by 
physicians.  We  are  directed  by 
physicians  and  healthcare 
executives.  We  are  owned  by 
our  physician,  hospital  and 
managed  care  organization 
pohcyholders.  And  the  needs  of 
these  groups  are  our  exclusive 
focus.  We  know  how  to  operate 
in  this  arena. 
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reputation  as  a medical 
professional  liability 
insurance  company  and 
along  with  our  affiliate 
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MAG  Mutual  MAG  Mutual  insurance  Group 
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Insurance  Group,  we  also  pro- 
vide physicians  with  a complete 
range  of  office  and  workers' 
compensation  coverages,  group 
health  insurance,  practice 
management  consulting  and 
physician  billing  services.  This 
impressive  array  of  products, 
services  and  benefits  provides  a 
one-stop  shop  for  physicians. 

More  than  6,500 
physicians  approve  of  how  we 
operate  - enough  to  have 
propelled  us  into  the  top  20 
medical  professional  liability 
insurance  companies  in  the 
United  States.  Now 
we  welcome  the 
opportunity  to  prove 
ourselves  to  you.  For 
information,  call 
1-800-282-4882. 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 


ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
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of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 
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Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 
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professional  is  right  at  your  fingertips.  All  you  have  to  do  is  choose  The  University  of  Tennessee  Medical  Center 
physician  or  dentist  with  whom  you  wish  to  speak  from  the  TCC  Directory  of  Consultants.  Dial  1-800442-8862, 
give  the  TCC  operator  your  name,  location  and  phone  number,  and  you  will  be  connected  with  the  colleague  or  service 
you  have  requested. 

In  addition  to  professional  consultation,  you  can  use  the  TCC  to  obtain  laboratory  results,  patient  information  and 
information  on  continuing  medical  and  dental  education  programs. 

And  there’s  no  charge  for  these  services... or  for  the  call. 

Call  TCC  now  for  consultation  or  to  receive  your  free  copy  of  the  TCC  Directory 
of  Consultants. 

Tennessee  Consultation  Center 

1-800-442-8862 


|4|P’ THE  UNIVERSITY  OF  TENNESSEE 


The  University  of  Tennessee  Medical  Center  at  Knoxville  is  comprised  of  University  Memorial  Hospital 
and  the  Graduate  School  of  Medicine  Together,  these  entities  embody  the  Medical  Center's  philosophy 
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Clueless?  Shoeless! 

On  the  back  porch  of  my  childhood  farmhouse  was  a special  place  reserved  for  work  shoes. 
Work  shoes  are  a special  class  of  footwear — you  wear  them  only  when  you  intend  to  work, 
never  when  you  intend  to  rest,  play,  or  go  to  church.  These  shoes  show  the  signs  of  wear  and 
work — scuffs,  fading,  scratch  marks,  and  mud.  You  never  polish  work  shoes — it  ruins  them. 
Hard  work  usually  doesn’t  have  much  luster. 

Work  is  purposeful  activity  directed  toward  some  useful  end.  Play  can  be  work,  and  work 
can  be  play,  depending  largely  on  how  we  approach  it.  Happiness  is  largely  the  outgrowth  of  a 
lifetime  spent  working  toward  some  dream  or  goal.  The  happiness  doesn’t  lie  in  the  goal  it- 
self— it  lies  in  the  work  to  get  there.  St.  George,  the  dragon  slayer,  became  discontented  with 
idleness  and  embarked  on  his  quest  because  all  about  him  was  only  peace  and  quiet — there 
were  no  problems  to  be  solved.  “Somewhere,”  he  said,  “there  must  be  work  worthy  of  a knight.” 
Then  he  put  on  his  work  shoes  before  he  mounted  his  horse. 

Everywhere  today  there  is  work  worthy  of  physicians.  Doing  that  work  is  both  the  joy  and 
the  strength  of  our  profession — healing  is  its  own  reward.  But  as  the  problems  in  medicine  get 
bigger  we  are  tempted  to  barricade  ourselves  in  the  house  rather  than  putting  on  our  shoes  and 
getting  out  into  the  world  to  work. 

In  the  health  care  jungle  there  is  a huge  football  game  every  year.  Our  patients  are  the 
spectators.  For  the  past  decade  the  victor  in  the  game  has  always  been  the  same  team — the 
team  that  has  the  elephant.  The  elephant  symbolizes  the  HMOs,  insurance  companies,  hospi- 
tals, government  planners,  and  politicians.  The  next  game  in  the  series  is  underway,  and  the 
elephant  has,  as  expected,  dominated  the  first  half.  But  as  the  teams  line  up  to  begin  the  second 
half,  across  from  the  elephant  on  the  challenging  team  is  a new  player — the  centipede.  Upon 
spying  the  centipede,  the  elephant  panics  and  rushes  off  into  the  jungle  leaving  his  team  stranded 
and  assuring  victory  for  the  underdog. 

Who  is  the  centipede?  He  is  the  physicians.  Where  has  he  been  the  first  half?  Putting  on  his 
shoes! 

Adopt  the  motto  of  David  Livingstone:  “I  determined  never  to  stop  until  I had  come  to  the 
end  and  achieved  purpose.”  Follow  the  advice  on  my  son’s  favorite  T-shirt:  “If  you  can’t  run 
with  the  big  dogs,  stay  on  the  porch.”  Put  on  your  work  shoes.  Get  off  the  porch. 
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Editorials 


John  B.  Thomison,  MD 


Slow  Death 

It’s  been  many,  many  years  since  I uncorked  a 78  RPM  Victrola  record,  so  my  memories  of 
them  might  not  be  entirely  accurate,  but  if  I remember  correctly,  a 10  incher,  which  nearly  all  of 
the  “popular”  songs  were  recorded  on,  played  for  about  three  minutes  per  side,  about  the  length 
of  the  song,  and  the  12-inch  record  played  maybe  twice  that  long.  This  was  about  the  length  of 
arias  and  marches  and  overtures  and  such.  A symphony  took  up  about  five  records.  One  of  the 
first  of  my  acquisitions  was  an  RCA-Victor  Red  Seal  recording  of  the  “Liebestod”  from  Wagner’s 
Tristan  und  Isolde,  sung  by  Kirstin  Flagstad  and  Lauritz  Melchior.  It  made  a sizeable  dent  in  my 
allowance,  as  it  took  Tristan  a long  time  to  die. 

One  of  the  complaints  I heard  then  about  opera,  and  continue  hearing  from  time  to  time,  is 
the  allegedly  inordinate  time  it  takes  the  heroes  or  heroines,  most  often  the  latter,  to  die.  I have 
always,  or  at  least  always  since  I entered  the  medical  profession,  had  a couple  of  comments  to 
make  about  that.  The  first  is  that  of  all  the  people  who  die,  very  few  just  fall  over  dead,  and  in 
fact  20  minutes  or  so  is  not  a long  time  at  all.  For  many  more  it  will  take  that  many  hours  or 
more,  and  sometimes  even  days.  The  other  comment  I have  is  that  there  is  no  standard  length  of 
time  for  or  manner  of  dying.  Some  simply  go  to  sleep  and  never  wake  up.  Others  gasp,  clutch 
their  throat,  maybe  convulse,  and  sometime  within  the  next  few  minutes  or  days  breathe  or  gasp 
their  last.  Some  are  dramatic  about  it;  most  aren’t.  Very  few  deliver  any  famous  last  words. 
More  often,  if  they  say  anything  at  all  it  is  something  like,  though  generally  less  poetic  than, 
“Let  us  cross  over  the  river  and  rest  in  the  shade  of  the  trees,”  to  quote  a late  lamented,  promi- 
nent, devout  Confederate  general.  Even  more  frequently  it  is  an  unintelligible  gurgle.  Death- 
beds are  pretty  uniformly  neither  poetic  nor  attractive  except  in  the  movies — or  operas,  which 
in  this  context  is  the  same  thing. 

More  often  than  not  the  impending  decedent  of  opera  is,  as  she  (usually)  was  in  real  life  in  the 
days  of  its  composition,  the  frail,  wan  consumptive  in  the  later  stages  of  her  disease.  In  the  time 
of  the  great  operatic  composers,  particularly  the  Italians  such  as  Verdi  and  Puccini,  as  well  as 
the  French,  it  was,  in  fact,  the  “in”  thing  to  die  of  tuberculosis  (TB),  because  “everybody  was 
doing  it,”  witness  Chopin,  Camille,  and  so  on.  And  of  course  death  from  TB  didn’t  stop  there. 
One  of  the  great  novels  written  between  the  two  world  wars  was  Thomas  Mann’s  The  Magic 
Mountain,  which  concerned  life  in  a German  TB  sanitorium.  Some  of  my  medical  student  and 
resident  friends  and  acquaintances  did  a stretch  around  the  same  time  under  like  circumstances. 
During  my  medical  school  years  and  beyond,  Vanderbilt  Hospital  had  wards  filled  with  open 
cases  of  TB,  and  thoracoplasties  were  the  mainstay  of  the  chest  surgeons.  The  pulmonary  clin- 
ics were  overloaded  with  patients  awaiting  their  periodic  pneumothoraces.  Nashville  General 
Hospital  was  filled  with  chronic  cases,  as  was  the  County  Hospital  in  Bordeaux. 

In  the  late  1940s,  and  earlier,  for  that  matter,  Tennessee  had  one  of  the  highest  rates  of  TB  in 
the  country,  and  Middle  Tennessee  may  have  been  its  epicenter,  although  much  of  the  imputed 
TB,  especially  when  there  were  miliary  lung  calcifications,  was  later  discovered  to  be  histo- 
plasmosis, a relatively  newly  described  entity  that  was  rampant  in  this  area.  Reacting  to  the 
public  needs  created  by  this  chronic  epidemic,  the  Tuberculosis  Service  of  the  Tennessee  De- 
partment of  Public  Health  entered  upon  an  ambitious  building  program  that  would  ultimately 
place  a major  TB  hospital  in  each  section  of  the  state.  The  one  I am  most  familiar  with  was  the 
Middle  Tennessee  Tuberculosis  Hospital  on  Ben  Allen  Road  in  Nashville,  which  was  com- 
pleted in  1954  or  1955.  While  it  was  still  in  the  planning  stage,  Walton  Hubbard,  MD,  who  was 
to  be  its  designer  and  later  its  director,  contracted  with  the  Pathology  Department  at  Vanderbilt 
Medical  School  to  furnish  pathology  services  and  directorship  of  the  laboratory,  an  assignment 
that  fell  to  me.  R.S.  Gass,  MD,  who  was  also  the  long-time  director  of  the  TB  program  for  the 
state  health  department,  and  for  whom  the  hospital  was  later  named,  headed  the  medical  depart- 
ment, and  Robert  McCracken,  MD,  the  surgical  service,  with  Walter  Dively,  MD,  as  the  other 
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primary  surgeon.  For  the  next  couple  of  decades  or  so  those  hospitals  served  not  only  as  the 
major  centers  for  what  was  then  the  protracted  care  of  the  necessarily  quarantined  patients,  but 
as  valuable  teaching  facilities  for  the  students  and  residents  of  the  state’s  medical  schools  and 
teaching  hospitals. 

With  the  development  of  sophisticated  drug  therapy,  which  rapidly  rendered  open  cases 
noninfectious  and  obviated  the  necessity  for  either  isolation  or  long-term  bed  rest,  these  hospi- 
tals languished  and  were  ultimately  transformed  into  office  buildings.  TB,  it  was  proclaimed, 
was  on  its  way  to  join  the  dodo  bird,  smallpox,  cholera,  and  malaria,  among  others,  as  curiosi- 
ties of  nature.  The  dodo  bird  is  certainly  extinct,  and  smallpox  appears  to  be,  as  well.  Cholera 
continues  cropping  up  in  unexpected,  or  maybe  not  unexpected  places,  now  that  I think  about  it, 
since  it  was  predominantly  the  victim  of  public  health  measures  in  the  cleaner,  but  not  in  the 
uncleaner,  places.  Though  cholera,  then,  may  be  down,  it  is  far  from  out.  After  a period  of 
docility,  falciparum  malaria  is  staging  a comeback  due  to  a strengthening  drug  resistance.  It 
wouldn’t  be  hard  for  any  of  us  to  come  up  with  other  examples. 

The  natural  history  of  disease  provides  a fascinating  pursuit,  especially  when  it  involves 
study  of  other  organisms  than  man  and  the  relationship  of  those  organisms  with  man  and  his 
technology.  Oddly  enough,  we  who  take  for  granted  that  human  beings  can  adapt  to  adversity 
and  develop  resistance  to  all  sorts  of  hardships,  deprivation,  and  toxins  with  continued  expo- 
sure, still  react  with  often  unbounded  astonishment  when  our  fellow  earthly  inhabitants,  espe- 
cially those  that  are  so  much  smaller  and  ostensibly  so  much  less  intelligent  than  we,  prove 
equally  hardy  and  adaptable.  Far  from  having  suffered  defeat,  the  tubercle  bacillus  is  the  num- 
ber one  cause  of  death  in  the  world  today,  and  has  reemerged  as  a formidable  enemy  in  even  the 
so-called  developed  countries.  This  recrudescence  is  related,  but  not  solely  due,  to  the  immuno- 
deficiency that  characterizes  infection  with  the  human  immunodeficiency  virus  (HIV),  since 
resistance  to  chemotherapy  was  on  the  rise  even  before  the  HIV  pandemic. 

The  current  importance  of  the  disease  is  emphasized  by  our  having  received  an  unprec- 
edented three  contributions  about  it  in  two  months,  which  is  as  many  as  or  more  than  have  been 
submitted  in  entire  years  for  several  decades.  One  of  them  points  out  that  though  for  several 
years  there  has  been  some  small,  steady  decline  in  cases  in  Tennessee,  following  a national 
trend,  today’s  cases  have  become  more  difficult  to  manage,  and  our  drugs  less  effective.  More- 
over, none  of  the  newer  agents  is  as  effective  as  the  original  mainstays,  rifampin  and  isoniazid. 
Case  finding  and  intensity  of  treatment  will  become  increasingly  important,  and  prevention, 
with  careful  identification  of  patient  contacts,  must  play  an  increasingly  prominent  role. 

Dr.  Moore’s  fascinating  philosophical  contribution  from  the  Tennessee  Department  of  Health 
considers  TB  in  the  context  of  the  problem  of  infectious  diseases  generally,  which  is,  of  course, 
where  it  belongs.  One  never  knows  under  what  circumstances  a previously  innocuous  commen- 
sal will  turn  on  its  innocent,  unsuspecting  host  to  become  a deadly  pathogen,  such  as  happened 
recently  with  a strain  of  E.  coli.  The  common  Staphylococcus,  after  having  gone  from  a danger- 
ous infectious  agent  to  a puppy-dog  in  most  situations  due  to  effective  drug  therapy,  suddenly 
returned  to  its  former  grandeur,  or  perhaps  better,  infamy,  by  becoming  resistant  to  the  common 
antimicrobial  agents. 

Ever  the  optimist,  even  after  having  had  his  tool  blunted  on  the  HIV,  man,  reinforced  by  his 
previous  often  admittedly  enormous  achievements  coupled  with  an  equally  enormous  ego,  is 
generally  able  to  continue  feeling  himself  king  of  the  roost.  Despite  minor,  and  sometimes 
major,  setbacks,  he  continues  to  be  comfortable  in  the  conceit  that  in  the  long  run  he  either  is  or 
shortly  will  be  impervious  to  the  worst  Nature,  the  Fates,  the  Furies,  or  the  gods,  depending  on 
his  particular  orientation,  have  to  offer.  The  previously  often  expressed  goal  of  eliminating  TB 
in  Tennessee  by  the  year  2000  has  therefore  not  been  abrogated.  It  has  simply  been  placed  on 
hold,  and  the  time-frame  revised  to  extend  to  the  second  decade  of  the  century. 

It  remains  to  be  seen  what  further  revisions  will  necessarily  be  entered  into  the  record  as  the 
closing  years  of  that  decade  approach.  Judging  from  the  record  thus  far,  I expect  another  delay 
after  a detour  or  so.  I could,  of  course,  be  wrong.  I hope  so.O 
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Practicing  Medicine 


Strengthening  the  Patient/ 
Physician  Relationship 

Kenneth  M.  Culpepper 


Practicing  physicians  have 
been  long-time  pessimists  for 
any  types  of  marketing  tech- 
nologies that  appear  to  be 
anything  other  than  a warm 
body  communicating  to  their 
patients.  However,  with  com- 
puter telephony  products 
now  available  that  are  afford- 
able, interactive,  user-friend- 
ly, and  able  to  be  customized 
according  to  practice  and  pa- 
tient needs,  the  once  wary 
medical  industry  is  now  en- 
gaging this  technology  that 
has  become  married  to  pa- 
tient data  bases. 

Computer  telephony  is  the 
integration  of  the  telephone 
and  computer  systems  by  a 
written  interface  allowing  them  to  work  and  interact  together. 
Integration  is  implemented  using  the  current  phone  and  com- 
puter systems  and  is  housed  in  a phone  server,  which  is  a 
powerful  PC  residing  separate  from  the  two  communications 
technologies. 

For  physician  practices,  the  primary  piece  of  communica- 
tions technology  that  makes  computer  telephony  so  attrac- 
tive is  Interactive  Voice  Response  (IVR).  IVR  interfaces  with 
patient  data  bases,  allowing  them  to  be  automated  for  inter- 
actions between  practices  and  patients,  and  also  between  the 
practice  and  primary  care  physician  (PCP),  HMO,  and  insur- 
ance provider. 

IVR  is  not  a new  concept.  In  fact,  some  of  the  larger  util- 
ity districts  and  federal  banks  have  been  using  it  for  years. 
Now,  however,  because  of  technological  advancements,  IVR 
is  affordable,  able  to  be  customized  by  practice  needs,  inter- 
active, and  justifiable  to  all  practices. 


Ken  Culpepper  is  president  of  Integrated  Marketing  Solutions, 
Inc.  located  in  Franklin.  IMS  provides  IVR,  integrated  marketing 
strategies,  and  consultative  services  for  physician  practices, 
hospitals,  and  clinics.  His  email  is  ims4mrkt@bellsouth.net. 


Although  IVR  has  obvi- 
ous practical  applications 
for  the  larger  practices  and 
clinics,  it  is  easily  justified 
for  those  with  just  one  physi- 
cian. Terry  Bradley,  business 
administrator  for  Melissa  E. 
Trekell,  MD,  and  Tennessee 
Breast  Center,  a two-practice 
alliance  in  Maryville,  said, 
“We  are  eagerly  embracing 
all  the  modules  offered 
through  computer  telephony 
and  IVR.  Using  this  system 
frees  my  staff  from  the  ever- 
important  yet  somewhat 
mundane  everyday  tasks, 
and  allows  them  to  focus  on 
the  critical  functions  of  their 
jobs.” 

What  Does  IVR  Do? 

IVR  delivers  four  interactive  services  to  practices  includ- 
ing appointment  confirmation,  precertification/referral  num- 
ber, recall  notification,  and  patient  and  marketing  mailbox. 
The  justification  for  each  IVR  service  depends  upon  the  per- 
sonality, type,  and  size  of  the  practice.  Therefore,  the  ser- 
vices are  packaged  as  four  separate  modules  and  are  offered 
accordingly  to  practice  and  patient  needs. 

For  example,  a family  physician  or  pediatric  practice  would 
have  everyday  needs  for  using  the  patient  mailbox  service. 
This  service  creates  a temporary  patient  mailbox  extension 
allowing  the  patient  to  call  back  for  test  and  laboratory  re- 
sults. This  is  great  for  giving  the  results  of  patients’  throat 
cultures  and  where  the  practice  has  called  in  their  prescrip- 
tions. This  would  not  be  appropriate,  however,  for  a test  re- 
vealing more  personal  or  tragic  results,  and  therefore  not  fit- 
ting the  needs  for  that  type  of  practice. 

Appointment  Confirmation 

Most  practices  confirm  patient  appointments  or  would  like 
the  personnel  to  do  so.  The  appointment  confirmation  ser- 


[Initial  Call-In  Greeting] 

Thank  you  for  calling  the  Community  Breast  Clinic  patient  mail- 
box system.  Please  enter  your  patient  password. 

[Patient  Enters  Password] 

Now,  please  enter  your  security  ID  code. 

[Patient  Enters  ID  Code] 

[Patient’s  Message  Plays] 

“Hello  Peggy.  The  result  of  your  final  radiology  mammogram  re- 
port states,  'there  are  no  positive  findings  identified  from  the  bilat- 
eral mammogram.’  This  is  very  good  news!  We  encourage  you  to 
continue  monthly  self-exams  and  we  will  contact  you  in  one  year 
for  your  next  mammogram  appointment.  As  always,  if  you  have 
any  questions  or  problems  please  do  not  hesitate  to  contact  us. 
Thank  you.  Good-bye." 

To  hear  the  message  again,  Press  1. 

To  check  other  mailboxes,  Press  2. 

To  leave  a question  or  a comment  for  your  nurse,  Press  3. 

To  exit  your  patient  mailbox,  please  hang  up. 

Patient  and  marketing  mailbox  messages  are  as  explicit  or  de- 
tailed as  the  nurse  determines  they  need  to  be.  Some  patients 
desire  detailed  medical  terminology  and  others  will  not. 
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vice  allows  the  practice  to  use  IVR  to  telephone  patients  to 
confirm  appointments.  Calls  can  be  made  by  doctor,  date, 
and  location.  Phone  numbers  are  automatically  transferred 
to  the  phone  server  data  base  and  dialed  during  selected  time 
frames  (i.e.,  6:30  pm  to  8:00  pm).  Over  the  phone,  the  patient 
is  given  options  to  confirm,  cancel,  or  reschedule  the  appoint- 
ment. If  calls  are  made  during  office  hours,  patients  may  also 
transfer  to  an  operator  for  assistance.  This  service  supports 
multiple  phone  lines  for  out-dialing. 

The  key  to  this  service’s  success  is  the  actual  production 
of  the  initial  message  that  the  patient  hears.  The  initial  mes- 
sage should  always  communicate  the  purpose  of  the  call  and 
then  lead  to  more  interactive  confirmation  options.  This  is 
because  of  answering  machine  pick-ups  and  patients  with- 
out touch-tone  service  or  still  using  rotary  phone  service. 
These  issues  become  more  prevalent  where  practices  have 
patients  and  branch  offices  in  rural  areas. 

Lisa  Maclay,  information  systems  manager  for  a 27-phy- 
sician  alliance  in  Nashville,  said  this  about  their  patient  ap- 
pointments: “We  have  approximately  675  appointments  per 
day.  We  have  always  wanted  to  confirm  them,  but  obviously 
because  of  the  volume  of  calls  we  do  not  confirm  our  ap- 
pointments. However,  with  IVR,  we  could  afford  to  provide 
this  service  to  our  patients,  collect  a firm  confirmation  re- 
garding who  is  counting  on  showing  up  and  determine  who 
needs  to  be  immediately  rescheduled,  all  without  having  to 
hire  an  additional  employee.” 

Precertification/Referral  Number 

While  health  care  procedures  are  continuously  requiring 
more  time  and  documentation,  IVR  provides  a service  that 
liberates  the  practice  from  the  time  required  to  collect  pre- 
certification and  referral  numbers.  Precertification/referral 
number  is  a service  that  allows  a practice  the  ability  to  auto- 
mate this  process.  The  system  requests  and  records  patient 
information  from  the  staff  member  and  dials  the  specified 
HMO,  PCP,  or  insurance  provider  to  collect  the  needed  re- 
ferral number.  The  retrieved  number  is  either  printed  or  “spo- 
ken back”  to  the  extension  that  generated  the  call.  This  ser- 
vice carries  a strong  sigh  of  relief  from  all  practices  that 
currently  function  day-to-day  while  spending  valuable  time 
waiting  on  hold. 

D.  Johnson,  a practice  administrator  for  a multispecialty 
clinic  in  Nashville,  adds  these  words  about  their  precerti- 
fication/referral number  issues:  “Our  staffs  are  spending  a 
lot  of  time  on  the  phone  holding  for  referral  numbers.  Some- 
times it’s  not  just  with  the  PCP  or  the  insurance  provider,  but 
with  a PCP  that  is  checking  with  an  insurance  provider  to 
precertify  the  referral  number.  It’s  not  only  an  inefficient  use 
of  our  staff  time,  but  sometimes  our  patients  have  to  wait  for 
this  extra  step  in  the  process.” 

For  IVR  to  be  efficient  with  this  service,  education  of  the 


PCP,  HMO,  and  insurance  provider  is  necessary.  This  requires 
creation  of  “referral  code  templates”  that  learn  the  criteria  of 
needed  information  from  each  major  referral  number  provider. 

Recall  Notification 

Recall  notification  is  a service  that  allows  the  practice  to 
perform  patient  recalls  using  the  telephone  instead  of  costly 
letters  or  cards.  The  phone  numbers  are  automatically  trans- 
ferred to  the  phone  server  data  base  and  dialed  during  user- 
selected  time  frames.  The  patient  is  notified  of  the  need  for 
examination,  check-up,  or  testing,  with  the  option  to  be  trans- 
ferred to  an  operator  for  appointment  scheduling.  This  ser- 
vice is  also  ideal  for  “night  before  surgery”  and  medication 
reminders. 

Patient  and  Marketing  Mailbox 

The  patient  and  marketing  mailbox  service  allows  a prac- 
tice the  ability  to  set  up  laboratory  or  examination  results, 
patient  instructions  from  the  nurse  or  doctor,  or  other  valu- 
able information  residing  in  patient  mailboxes.  Patients  can 
call  in,  enter  their  private  security  code,  and  hear  laboratory 
results  and  any  pending  instructions.  Additionally,  this  infor- 
mation is  available  24  hours  a day,  and  many  practices  like 
the  flexibility  of  this  service  for  creating  call-in  information 
centers  that  produce  mail  lists  of  new  patient  contacts. 

Bradley  also  had  this  to  say  about  using  the  patient  and 
marketing  mailbox  service:  “Many  of  our  patients  work  out- 
side the  home,  so  the  patient  mailbox  will  afford  them  more 
timely  results  at  their  convenience,  even  after  scheduled  of- 
fice hours.  It  provides  them  confidentiality  and  privacy,  no 
physician  messages  at  work,  home,  or  on  answering  machines, 
and  it  also  gives  them  the  ability  to  immediately  respond  to 
results  by  transferring  to  the  appointment  confirmation  sys- 
tem or  our  message  system.” 

Conclusion 

IVR  technology  doesn’t  replace  the  necessary  face-to-face 
meetings  between  practice  personnel  and  the  patient,  nor  is 
it  the  answer  for  those  practices  wishing  to  reduce  communi- 
cation with  their  patients.  However,  when  it  properly  pro- 
duces and  communicates  the  practice’s  message  to  patients, 
it  strengthens  the  practice/patient  relationship. 

IVR  takes  a few  days  to  install  and  requires  about  30  to  60 
days  for  a user  to  develop  a comfort  level.  For  approximately 
$10,000,  a practice  can  implement  its  needed  IVR  services. 
The  price  can  also  be  quantified  to  fit  multipractice  hospitals 
and  clinics. 

All  physician  practices  are  different.  They  all  have  differ- 
ent approaches  for  communicating  with  their  patients,  but 
IVR  can  now  be  customized  to  fit  them  all  affordably.  How 
they  choose  to  communicate  with  patients  is  a perception  of 
professionalism  for  the  entire  practice. □ 
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Ask  TMA.... 


Q:  Isn’t  the  Patient  Advocacy  Act  really  just  an  “any  will- 
ing provider ” bill?  What’s  in  it  for  the  patient?  Why  should 
both  doctors  and  patients  support  it? 

A:  Patient  freedom  of  choice  is  a key  element  of  the  Pa- 
tient Advocacy  Act.  Many  patients  are  faced  with  joining  a 
managed  care  plan  because  of  a business  decision  made  by 
their  employer.  Their  new  HMO  or  PPO  panel  of  physicians 
may  not  include  their  doctor  with  whom  they  have  had  a long- 
standing relationship.  Patients  may  be  forced  to  find  a new 
doctor  who  is  unfamiliar  with  their  medical  history  and  fam- 
ily circumstances  or  be  faced  with  significantly  higher  out- 
of-pocket  expenses.  The  Patient  Advocacy  Act  maximizes 
patients’  ability  to  choose  their  own  physician.  Their  doctor 
may  elect  to  follow  them  by  joining  the  new  managed  care 
plan’s  panel  of  approved  physicians.  Of  course,  the  doctor 
would  have  to  accept  the  plan’s  payment  terms  and  follow  its 
utilization  and  quality  procedures.  In  addition,  the  insurer 
could  exclude  a physician  for  a history  of  unprofessional 
conduct  or  a pattern  of  malpractice. 

Many  individuals  do  not  fully  understand  their  health 
plan’s  provisions  until  they  have  an  injury  or  illness.  The 
Patient  Advocacy  Act  would  also  require  plans  to  disclose 
certain  information  to  the  patient  prior  to  enrollment  in 
simple,  easily-understandable  language.  Exactly  what  ser- 
vices are  covered?  Does  the  plan  require  a primary  care 
physician’s  or  other  gatekeeper’s  approval  for  visits  to  a spe- 
cialist or  for  certain  tests?  Are  the  physicians  in  the  plan 
given  financial  incentives  to  withhold  or  deny  care?  Is  a par- 
ticular medication  that  a patient  may  be  taking  included  on 
the  plan’s  drug  formulary?  Does  that  medication  require  prior 
approval?  Among  other  disclosure  requirements,  plans  must 
also  provide  accurate  and  currently-updated  lists  of  partici- 
pating providers. 

Under  managed  care,  the  role  of  a physician  is  not  only 
as  a provider  of  health  services,  but  as  an  advocate  for  the 
patient.  Physicians  and  their  staffs  spend  countless  hours  bat- 
tling insurance  companies  in  order  to  convince  them  to  pay 


If  you  have  a question  that  TMA  may  be  able  to  address,  con- 
tact “Ask  TMA,”  PO  Box  120909,  Nashville,  TN  37212-0909, 
or  fax  your  question  to  “Ask  TMA”  at  (615)  383-5918.  TMA 
will  respond  in  writing  and  later  reprint  summaries  of  key  an- 
swers that  will  assist  other  TMA  members.  (Please  include  a 
daytime  phone  number  in  case  TMA  staff  needs  to  clarify  an 
issue  or  provide  follow-up.)  You  may  also  submit  your  ques- 
tions and  read  responses  online  through  TMA’s  homepage 
MEDWIRE  (http://www.medwire.org). 


for  the  medical  care  required  by  their  patients.  But  a physi- 
cian’s ability  to  act  as  a patient  advocate  is  compromised  by 
insurance  companies’  insistence  that  insurer-physician  con- 
tracts may  be  terminated  without  cause.  Physicians  are  afraid 
that  if  they  push  too  hard  or  too  often  for  an  extra  day’s  hospi- 
tal stay  for  a mother  who  has  just  given  birth  or  a woman 
who  has  undergone  a breast  removal,  they  could  be  “dese- 
lected,” that  is,  removed  from  the  list  of  approved  doctors, 
without  a reason  or  a meaningful  opportunity  to  appeal.  The 
Patient  Advocacy  Act  increases  a physician ’s  ability  to  fight 
for  his  patient  by  requiring  that  managed  care  plans  provide 
an  on-the-record  reason  and  opportunity  for  appeal  before 
dropping  a physician  from  the  approved  list.  Doctors  could 
be  removed  for  legitimate  quality  problems,  for  malpractice, 
or  for  refusal  to  follow  the  plan’s  rules.  This  protection  from 
frivolous  “deselection”  is  crucial  in  order  for  the  physician 
to  act  as  a patient  advocate  without  fear  of  insurance  com- 
pany reprisal. 

Q:  Is  it  true  that  Cigna-Medicare  will  deny  a transrectal 
echography  (CPT  code  76872)  when  billed  on  the  same  day 
as  a prostate  biopsy  ( CPT  55700,  55705  88170)? 

A:  No.  Cigna-Medicare  did  release  the  above  policy  in- 
structions, however,  a revision  will  be  included  in  the  Janu- 
ary/February, 1997  Medicare  Bulletin.  The  reason  for  denial 
will  be  updated  to  read  “screening  evaluations  are  a Medi- 
care noncovered  service  and  will  be  denied.” 

Q:  It  is  a common  practice  in  my  community  for  nurses, 
instead  of  the  treating  physicians,  to  obtain  patients’  docu- 
mented informed  consent  before  surgery.  Is  this  advisable? 

A:  No,  it  is  not  advisable  unless  the  nurses  are  merely 
following  up  with  patients  after  the  treating  physicians  have 
fully  explained  to  the  patients  all  the  risks  and  benefits  at- 
tending the  proposed  surgery.  Boilerplate  (preprinted  with 
standardized  language)  forms  are  helpful  only  to  the  extent 
that  they  augment  and  document  for  the  medical  record  the 
treating  physician’s  medical  advice  and  warnings  to  the  pa- 
tient. Otherwise,  they  may  appear  to  a reviewing  court  or 
jury  to  be  simple  “adhesion  contracts”  such  as  one  sees  on 
the  back  of  airline  tickets  or  car  rental  agreements.  One  has 
little  or  no  choice  in  such  agreements,  and  certainly  no  op- 
portunity to  negotiate  better  terms.  Courts  take  a dim  view  of 
such  agreements. 

So  what  is  informed  consent?  It  is  the  ethical  and  legal 
requirement  that  a physician  obtain  a patient’s  permission 
and  consent  before  any  examination  or  treatment  is  under- 
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taken.  When  there  is  an  absenee  of  informed  consent,  a phy- 
sician may  face  criminal  battery  charges  as  well  as  civil  li- 
ability and  licensure  sanctions. 

The  AMA’s  Council  on  Ethical  and  Judicial  Affairs  (CEJA) 
describes  the  doctrine  as  follows: 

The  patient’s  right  of  self-decision  can  be  effectively  exer- 
cised only  if  the  patient  possesses  enough  information  to  enable 
an  intelligent  choice.  The  patient  should  make  his  or  her  own 
determination  on  treatment.  The  physician’s  obligation  is  to  pre- 
sent the  medical  facts  accurately  to  the  patient  or  to  the  indi- 
vidual responsible  for  the  patient’s  care  and  to  make  recommen- 
dations for  management  in  accordance  with  good  medical 
practice.  The  physician  has  an  ethical  obligation  to  help  the  pa- 
tient make  choices  from  among  the  therapeutic  alternatives  con- 
sistent with  good  medical  practice.  Informed  consent  is  a basic 
social  policy  for  which  exceptions  are  permitted  (1)  where  the 
patient  is  unconscious  or  otherwise  incapable  of  consenting  and 
harm  from  failure  to  treat  is  imminent;  or  (2)  when  risk-disclo- 
sure poses  such  a serious  psychological  threat  of  detriment  to 
the  patient  as  to  be  medically  contraindicated.  Social  policy  does 
not  accept  the  paternalistic  view  that  the  physician  may  remain 
silent  because  divulgence  might  prompt  the  patient  to  forego 
needed  therapy.  Rational,  informed  patients  should  not  be  ex- 
pected to  act  uniformly,  even  under  similar  circumstances,  in 
agreeing  to  or  refusing  treatment.  [AMA  Opinion  8.08] 

The  AMA’s  CEJA  elaborates  further  on  the  duty  of  a phy- 
sician to  provide  his  or  her  patients  with  all  relevant  informa- 
tion concerning  their  care  and  treatment: 

Patient  Information.  It  is  a fundamental  ethical  requirement 
that  a physician  should  at  all  times  deal  honestly  and  openly 
with  patients.  Patients  have  a right  to  know  their  past  and  present 
medical  status  and  to  be  free  of  any  mistaken  beliefs  concerning 
their  conditions.  Situations  occasionally  occur  in  which  a pa- 
tient suffers  significant  medical  complications  that  may  have 
resulted  from  the  physician’s  mistake  or  judgment.  In  these  situ- 
ations, the  physician  is  ethically  required  to  inform  the  patient  of 
all  the  facts  necessary  to  ensure  understanding  of  what  has  oc- 
curred. Only  through  full  disclosure  is  a patient  able  to  make 
informed  decisions  regarding  future  medical  care. 

Ethical  responsibility  includes  informing  patients  of  changes 
in  their  diagnoses  resulting  from  retrospective  review  of  test  re- 
sults or  any  other  information.  This  obligation  holds  even  though 
the  patient’s  medical  treatment  or  therapeutic  options  may  not 
be  altered  by  the  new  information. 

Concern  regarding  legal  liability  which  might  result  follow- 
ing truthful  disclosure  should  not  affect  the  physician’s  honesty 
with  a patient.  [AMA  Opinion  8.12] 

There  are  limited  exceptions  to  the  requirement  that  a phy- 
sician obtain  a patient’s  informed  consent  in  advance  of  rec- 
ommended treatment.  These  exceptions  include  when  a pa- 
tient is  unable  to  communicate  and  has  either  a valid,  properly 
executed  living  will  or  durable  power  of  attorney  for  health 
care  form.  Additionally,  a physician  may  withhold  or  with- 
draw treatment  according  to  the  instructions  contained  in  the 
patient’s  advance  directive,  or  as  the  patient’s  health  care  agent 


directs.  Tennessee  law  also  allows  a physician  to  withhold 
resuscitative  services  (such  as  CPR)  when  a patient  either 
has  executed  a do-not-resuscitate  form  (or  had  one  properly 
executed  on  his  or  her  behalf).  These  points  are  outlined  in 
detail  in  TMA  Physician ’s  Guide  to  Health  Law  and  Practice 
Management. 

The  General  Assembly  has  passed  a statute  that  deals  spe- 
cifically with  the  consent  requirement.  In  a malpractice  action 
dealing  with  the  informed  consent  issue,  patients  must  prove 
that  their  physician  did  not  supply  appropriate  information 
to  the  patients  in  obtaining  their  informed  consent  to  the  medi- 
cal procedure  from  which  the  claim  arose.  Patients  must  fur- 
ther prove  that  the  physician  failed  to  obtain  meaningful  con- 
sent in  accordance  with  the  recognized  standard  of  acceptable 
professional  practice  in  the  profession,  and  in  the  physician’s 
specialty  (if  any),  from  the  perspective  of  the  community  in 
which  the  physician  practices  and  in  similar  communities. 

Tennessee  courts  have  held  that  a suit  based  on  a lack  of 
informed  consent  involves  the  tort  of  battery:  an  unwelcome 
touching  or  physical  contact.  Courts  have  further  expressed 
the  belief  that  patients  should  be  allowed  to  form  intelligent 
choices  about  their  surgical  and/or  treatment  procedures. □ 
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Loss  Prevention  Case  of  the  Month 

Early  Success — Later  Failure 

J.  Kelley  Avery,  MD 


Case  Report 

A 6 lb  3 oz  male  infant 
with  a large  omphalocele 
was  delivered  vaginally  at  4 1 
weeks.  Within  a few  hours 
after  delivery  he  was  trans- 
ferred as  an  emergency  to  the 
medical  center’s  intensive 
care  nursery  for  definitive 
surgical  treatment.  On  the 
first  day  of  life  the  surgical 
repair  of  the  omphalocele 
was  accomplished,  but  dur- 
ing the  first  week  feedings 
were  difficult  to  establish.  A 
large  right  inguinal  hernia 
and  a smaller  left  inguinal 
hernia  and  hydrocele  were 
identified  and  repaired. 

After  about  six  weeks  in 
the  hospital  the  infant  was 
discharged  home.  He  took 
formula,  cereal,  and  fruit  by  3 
months  of  age.  At  4 months, 
he  weighed  12  lb  and  seemed 
to  be  doing  well  from  a nutri- 
tional standpoint.  The  mother 
was  worried  about  a deep  pi- 
lonidal dimple  with  an  area 
of  firmness  that  the  pediatri- 
cian believed  was  the  coccyx. 
On  this  visit,  the  physician 
commented  on  some  asym- 
metry of  the  head,  with  the 
left  ear  protruding  remarkably  while  the  right  one  lay  fairly 
flat  against  the  head.  The  doctor  believed  the  baby  was  a 
“little  slow”  to  hold  up  his  head,  but  commented  that  he  was 
very  active,  squealing  and  smiling.  At  about  6 months  of  age 
an  ultrasound  examination  of  the  spinal  cord  showed  no  teth- 
ering of  the  cord  or  other  abnormality. 

The  baby  was  being  followed  both  by  the  hometown  pe- 
diatrician and  the  medical  center  physicians.  An  MRI  done 


in  the  community  hospital  showed  that  the  pilonidal  dimple 
area  was  normal.  At  the  six-month  visit  the  baby  was  “not 
sitting  well,”  and  was  felt  to  be  “lagging”  a little  neurologi- 
cally,  but  was  said  to  be  quite  “active.”  An  early  development 
program  was  begun  on  the  occasion  of  his  examination  by 
physicians  in  the  development  and  genetic  center  of  the  uni- 
versity. Chromosome  evaluation  revealed  the  child  to  be  a 
normal  XY  male.  While  there  was  good  bulk  and  strength  at 
this  examination,  there  was  still  some  delay  in  sitting  even 
when  propped.  There  was  mild  motor  delay  in  this  7-month- 
old  infant,  and  the  comment  was  made  that  while  the  child 
was  very  socially  interactive,  there  seemed  to  be  some  lack 
of  tone  in  the  trunk  and  hyperactivity  of  the  deep  tendon  re- 
flexes of  the  lower  extremities. 

From  7 months  to  about  9 months  of  age  there  was  a se- 
ries of  upper  respiratory  infections,  principally  bilateral  otitis 
media,  which  cleared  on  antibiotic  therapy.  At  1 1 months  of 
age  the  infant  was  “doing  great.”  Motor  skills  appeared  to  be 
normal,  and  he  was  saying  several  single  words.  He  seemed 
to  have  turned  the  corner  neurologically. 

At  14  months  of  age  he  was  seen  with  a 24-hour  illness, 
with  vomiting  but  no  diarrhea,  and  a temperature  of  100.6°F. 
He  had  a wet  diaper,  but  his  skin  was  a “little  dry.”  The  throat 
was  hyperemic  with  some  exudate  on  the  tonsils.  Bowel 
sounds  were  hyperactive,  a sort  of  “drippy  cave”  sound,  and 
the  child  was  thought  to  have  a viral  infection  involving  the 
throat  and  the  intestinal  tract.  A throat  culture  was  done  and 
further  treatment  was  delayed.  The  mother  was  instructed  to 
call  the  pediatrician  later  that  day  and  report  the  patient’s 
condition.  It  was  documented  in  the  record  that  the  doctor 
did  not  think  the  symptoms  were  related  to  the  previous  sur- 
gery and  that  there  had  been  several  cases  of  what  appeared 
to  be  viral  gastroenteritis  in  the  area,  although  there  had  been 
more  diarrhea  than  vomiting  associated  with  them. 

The  mother  called  the  pediatrician  at  2 am  and  6 am  re- 
porting continued  vomiting,  hardness  of  the  abdomen,  and 
continued  crying.  At  7 am,  the  child  was  brought  into  the 
community  hospital’s  emergency  department  (ED)  in  full 
cardiac  arrest.  Resuscitation  was  unsuccessful.  Autopsy  re- 
vealed small  bowel  obstruction. 

A lawsuit  was  brought  charging  failure  to  timely  diag- 
nose intestinal  obstruction.  Physician  reviewers  believed  that 


Dr.  Avery  is  a member  of  the 
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Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
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the  pediatrician  did  not  deviate  from  an  acceptable  standard 
of  care.  The  doctor  responded  appropriately  when  the  pa- 
tient was  examined  within  24  hours  of  the  onset  of  the  condi- 
tion, however  there  were  weaknesses  in  the  management  of 
the  infant  that  made  settlement  the  wise  option. 

Loss  Prevention  Comments 

The  physician  made  the  comment  in  the  record  that  she 
took  into  account  in  her  evaluation  the  history  of  the  patient’s 
massive  abdominal  surgery  as  a neonate.  The  examination 
revealed  hyperactive  bowel  sounds,  but  no  laboratory  stud- 
ies were  done  that  might  have  revealed  electrolyte  problems 
and  more  dehydration  than  was  apparent.  A judgment  was 
made  to  proceed  with  close  observation,  and  it  appears  that 
the  facts  justified  that  disposition.  The  mother  was  appropri- 
ately instructed  to  call  the  doctor  and  report  on  the  child’s 
progress,  and  she  did  call  twice,  reporting  continued  vomit- 
ing, crying,  and  inability  to  retain  fluids.  In  retrospect,  we 
could  find  fault  with  the  doctor  for  not  getting  the  child  into 
the  ED  for  examination. 


This  child’s  illness  progressed  very  rapidly!  In  less  than 
48  hours  after  onset,  the  baby  died.  It  was  less  that  12  hours 
after  the  physician’s  examination  that  the  patient  was  dead 
on  arrival  to  the  ED.  Small  bowel  obstruction  progresses 
rapidly  in  adults  and  even  faster  in  children.  Severe  electro- 
lyte problems  develop  quickly.  Such  rapid  development  ap- 
parently occurred  in  this  case  and  the  child  died. 

The  parents  of  this  baby  must  have  felt  cheated!  They 
had  followed  their  child  through  the  critical  times  of  mas- 
sive surgery.  They  had  watched  their  infant  grow  and  de- 
velop even  in  the  face  of  some  delay  and  anxiety  over  the 
eventual  outcome.  It  must  have  seemed  from  about  1 1 months 
of  age  until  the  terminal  illness  began  that  all  the  effort  on 
their  part  and  the  dedication  and  skill  of  the  physicians  and 
other  care  givers  was  being  rewarded  in  the  growth  and  de- 
velopment of  their  little  boy.  All  gone  in  such  a short  period 
of  time! 

This  is  a difficult  call  and  yet,  on  balance,  with  the  death 
of  a child  and  the  problems  with  management,  it  did  not  seem 
prudent  to  proceed  to  trial. □ 


Need  a New  Vehicle?  I’ll  Save  You  Time  and  Money! 


THINKING  ABOUT  A NEW*  CAR,  TRUCK,  VAN,  OR  SPORT  UTILITY  VEHICLE? 
THEN  BUY  OR  LEASE  FROM  MILLER  ROBINSON... 


FOR  5 GOOD  REASONS 


1 ALL  MAKES  AND  MODELS  OF  VEHICLES  A VAILABLE 
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with  tire  kickers. 
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affordable  it  can  be.”  /?,  >/ 
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391-3000 


Hoover  & Associates 
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Tuberculosis  in  Tennessee: 
Preparing  for  the  21st  Century 

Jay  B.  Mehta,  MD;  Wendelyn  Inman,  PhD;  Thomas  M.  Roy,  MD 


After  a transient  increase,  the  incidence  of  tuberculosis 
(TB)  in  the  United  States  has  resumed  its  downward  trend. 
In  Tennessee  the  case  rate  fell  from  1 1 .2  (555  total  cases)  in 
1993  to  10.4  (519  total  cases)  in  1994.  A considerable  de- 
cline of  1 1 .5%  was  noted  for  1995,  when  the  case  rate  dropped 
to  9.2  per  100,000  (total  cases  464).  Taking  into  account  the 
slight  rise  in  the  incidence  of  TB  reported  for  1993,  the  state 
experienced  a net  decline  of  18.6%  during  the  previous  two 
years — perhaps  one  of  the  most  significant  in  the  last  de- 
cade. A similar  but  less  dramatic  decline  has  been  seen  na- 
tionally as  reported  by  the  Centers  for  Disease  Control  (CDC). 
The  second  item  of  good  news  is  the  low  incidence  of 
multidrug-resistant  TB  in  Tennessee.  Unlike  the  15%  to  20% 
prevalence  of  isoniazid  or  rifampin  resistance  in  New  York 
City,1  the  primary  resistance  rate  in  Tennessee  is  less  than 
4%  for  isoniazid  and  less  than  2%  for  rifampin. 

However,  all  is  not  well.  There  are  still  some  issues  of 
concern.  Roy  et  al2  recently  reported  an  increasing  percent- 
age of  extrapulmonary  TB  in  Tennessee  as  a consequence  of 
the  AIDS  epidemic.  Similar  reports'  have  indicated  the  ab- 
sence of  such  an  increase  in  the  early  part  of  the  AIDS  era 
when  compared  to  national  statistics.  Almost  16%  of  all  TB 
in  1992  affected  extrapulmonary  sites  versus  the  much  lower 
rate  of  11.3%  reported  for  1977.  In  1995,  14%  of  all  TB  cases 
had  extrapulmonary  involvement.  To  complicate  matters,  this 
form  of  the  disease  is  difficult  to  diagnose  and  frequently 
involves  surgical  intervention. 

The  demographic  changes  in  age  and  race  of  TB  patients 
are  another  matter  of  concern.  Traditionally,  the  incidence  of 
TB  in  minority  male  populations  has  been  three  to  six  times 
that  in  white  populations.  This  trend  seems  to  be  continuing. 

From  the  Department  of  Internal  Medicine,  James  H.  Quillen 
College  of  Medicine,  East  Tennessee  State  University,  Johnson 
City  (Drs.  Mehta  and  Roy),  and  the  Tuberculosis  Control 
Program,  Tennessee  Department  of  Health,  Nashville  (Dr. 

Inman ). 

Reprint  requests  to  Department  of  Internal  Medicine,  James  H. 
Quillen  College  of  Medicine,  East  Tennessee  State  University, 

P.O.  Box  70622,  Johnson  City,  TN 37614-0622  (Dr  Mehta). 


Of  the  total  519  TB  cases  (case  rate  10.4)  reported  for  Ten- 
nessee in  1994,  141  (27.2%)  were  among  minority  men.  Of 
the  465  total  cases  reported  for  1995,  192  (4 1.29%)  occurred 
among  non-white  populations  (male  and  female),  which 
makes  the  case  rate  for  this  group  considerably  higher  than 
that  among  the  general  population. 

The  majority  of  new  TB  cases  in  Tennessee  have  tradi- 
tionally occurred  among  the  elderly.  Now,  both  the  mean  and 
median  ages  of  the  state’s  cases  are  dropping.  For  the  year 
1988,  the  mean  and  median  ages  for  TB  patients  in  Tennes- 
see were  62  and  66,  respectively.  These  numbers  declined  to 
59  and  54  respectively  for  the  year  1994.  If  a younger  age 
group  constitutes  a significant  percentage  of  total  TB  cases, 
it  may  imply  that  new  infection  is  a continuing  problem  and 
that  newly  infected  young  people  may  serve  as  a “slow  time 
bomb”  with  the  potential  to  contribute  a steady  supply  of 
new  active  cases.  It  is  important  to  note  that  the  incidence  of 
TB  among  the  elderly  white  population  is  dropping  steadily, 
while  cases  in  other  age  groups  are  fluctuating  or  remaining 
the  same.  From  this  we  may  conclude  that  those  persons  born 
and  infected  when  the  disease  was  much  more  prevalent  and 
preventive  therapy  was  not  available  are  slowly  leaving  the 
population.  Thus,  the  “reservoir”  of  infection  is  declining. 

Another  epidemiologic  observation  is  the  increasing  con- 
tribution of  TB  cases  from  certain  high-risk  groups,  i.e.,  the 
homeless,  the  HIV-infected,  nursing  home  residents,  and 
prison  populations.  When  combined,  these  high-risk  groups 
accounted  for  82  (14.3%)  of  the  574  TB  cases  reported  for 
1991 . By  1994,  the  number  of  risk  factors  among  cases  had 
risen  to  261  of  the  total  519  cases  (Fig.  1).  If  this  number 
were  corrected  for  duplication  of  risk  factors,  33.3%  of  all 
TB  cases  reported  for  the  year  had  identifiable  high-risk  fac- 
tors. A similar  trend  was  seen  in  1995,  when  58.1%  of  the 
total  465  cases  were  known  to  have  at  least  one  high-risk 
factor  for  TB.  Such  pockets  of  high  incidence  constitute  a 
future  threat  with  the  potential  to  consume  a large  portion  of 
TB  control  program  resources. 

When  we  examined  the  TB  trends  in  Tennessee,  they  ap- 
peared to  match  those  seen  in  other  southeastern  states  of  the 
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Figure  1 

HIV  Coinfection  as  a Risk  Factor  for  TB 
in  Tennessee,  1991-1995 


y Total  Cases 

— Case  Rate  per 
100,000 


United  States.  According  to  National  Tuberculosis  Control 
Program  data  for  1993- 1994, 4 TB  is  declining  in  Georgia, 
Arkansas,  and  the  Carolinas.  The  “tail  effect”  of  the  AIDS 
epidemic  is  also  appreciable  in  areas  where  the  prevalence  of 
HIV  infection  has  previously  been  lower  than  that  of  more 
developed  areas  such  as  New  York  and  California.  Metro- 
politan areas  of  most  southern  states  continue  to  have  a high 
incidence  of  TB  among  the  homeless  and  other  high-risk 
populations.  Until  now,  the  impact  of  AIDS  had  been  more 
obvious  in  large  northern  cities  than  in  most  southern  states, 
Florida  being  the  exception.  Having  felt  the  impact  of  AIDS 
very  early  in  the  1980s,  Florida  was  the  site  of  several  of  the 
first  outbreaks  of  multidrug-resistant  TB.5  Other  southeast- 
ern states,  however,  have  recently  begun  to  experience  simi- 


lar effects  of  the  AIDS  epidemic. 

On  the  treatment  side,  there  is  hardly  anything  new.  A few 
anti-TB  agents  such  as  clarithromycin,  clofazimine,  cipro- 
floxacin, ofloxacin,  and  amikacin  have  been  added  (Table  1), 
but  none  is  as  safe  and  as  effective  as  isoniazid  and  rifampin 
(Table  2)A7 

Despite  limited  scientific  evidence  of  the  efficacy  of 
ofloxacin,  this  drug  is  being  used  increasingly  in  Tennessee. 
Directly  observed  therapy  (DOT),  a reliable  means  of  assur- 
ing compliance  and  improved  cure  rate,  is  effective  but  often 
underutilized. 

So  where  do  we  go  from  here?  It  is  unlikely  that  TB  will 
be  totally  eradicated  by  the  year  2000,  but  if  the  6.36%  aver- 
age annual  decline  seen  over  the  last  five  years  continues,  we 
cannot  expect  the  total  caseload  to  drop  below  100  per  year 
before  the  year  201 0.s  To  achieve  this  rate  of  success  and 
eliminate  the  disease  within  the  second  decade  of  the  21st 
century,  we  need  a multipronged  approach  consisting  of  the 
following  principles: 

• Prompt  diagnosis  and  treatment  to  minimize  the  trans- 
mission of  infection. 

• Use  of  DOT  to  reduce  treatment  failure,  particularly  in 
HIV-infected  persons  and  certain  high-risk  groups.  When- 
ever DOT  is  not  utilized,  special  emphasis  should  be  placed 
on  patient  compliance.9 

• Consider  a twice  weekly  regimen  after  the  initial  phase 
and  combination  drugs. 

• Special  emphasis  on  prevention:  (a)  Prompt  and  com- 
plete contact  investigation  with  appropriate  follow-up.  (b) 
Chemoprophylaxis  to  high-risk  populations,  (c)  Improved 
isolation  techniques  for  prevention  of  transmission,  i.e.,  ef- 


TABLE  1 

RECENT  ANTI-TUBERCULOSIS  DRUGS 


Drug 

Adult  Dose 

Major  Toxicity 

Newer  Drugs 

Ofloxacin  or 
Ciprofloxacin 

800  mg 

Gastrointestinal  upset,  headache, 
anxiety 

Clofazimine 

100-200  mg 

Gastrointestinal  upset,  constipation 

Azithromycin  and 
other  macrolides 

500  mg 

Gastrointestinal  upset 

Rifabutin 

600  mg/day 

Same  as  rifampin;  used  for  the 
prevention  of  Mycobacterium  avium- 
intracellulare  complex  in  AIDS 

Combination  Drugs 

Rifamate 
(Isoniazid  150  mg 
•rRifampin  300  mg) 

2 capsules/day 

(As  listed  above) 

Rifater 

(Isoniazid  150  mg 
-rRifampin  300  mg 
-rPyrazinamide  750 

2 capsules/day 
mg) 

Slight  reduction  in  individual  drug 
absorption  when  used  in  combined 
form 

TABLE  2 

STANDARD  ANTI-TUBERCULOSIS  DRUGS 


Drug 

Adult  Dose 

Major  Toxicity 

First  Line  Drugs 

Isoniazid 

300  mg/day 

Hepatitis,  peripheral  neuropathy, 
dizziness,  anemia 

Rifampin 

600  mg/day 

Hepatitis,  flu-like  syndrome, 
thrombocytopenia  (rare) 

Pyrazinamide 

1.5-2  gm/day 

Hepatitis,  hyperuricemia,  skin  rash 

Streptomycin* 

0.75-1  gm 
IM  3/week 

Deafness,  loss  of  renal  function 

Ethambutol 

15  mg/kg/day 

Optic  neuritis 

Second  Line  Drugs 

Ethionamide 

15-20  mg/kg 

Hepatitis,  gastrointestinal  upset, 
hypothyroidism 

Cycloserine 

15-20  mg/kg 

Depression,  headache,  psychosis, 
convulsions 

"Streptomycin  and  para-aminosalicylic  acid  (PAS)  are  only  available  by  special  request. 
Other  aminoglycosides  comparable  to  streptomycin  include:  amikacin,  capreomycin, 
and  vancomycin. 
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fective  face  masks,  air  filters,  and  ultraviolet  lights.1  (d)  Bet- 
ter health  education — not  just  for  the  patient,  but  also  for 
health  care  providers. 

• Be  aware  that  primary  and  secondary  drug  resistance 
cases  require  more  anti-TB  agents  and  better  supervision. 

•Tuberculous  infection  in  persons  with  HIV-positive  sta- 
tus requires  an  extended  period  of  therapy  for  complete 
cure.10-" 

Until  another  “miracle”  drug  emerges,  or  the  dream  of  a 
TB  vaccine  becomes  reality,  we  must  use  our  existing  re- 
sources in  the  most  efficient  manner.  It  is  reassuring  to  know 
that  TB  is  steadily  declining  in  Tennessee  and  that  multidrug- 
resistant  disease  poses  a lesser  threat  to  us  than  to  states  such 
as  New  York  and  California.  However,  isolated  high-risk 
groups,  particularly  those  co-infected  with  HIV,  persist.12  They 
continue  to  challenge  TB  control  programs  in  Tennessee  as 
well  as  those  of  many  other  southeastern  states.  Continued 
vigilance  in  prevention  of  mini-outbreaks  in  combination  with 
the  prompt  treatment  of  infectious  cases  will  do  much  to- 
ward eventually  eliminating  TB  in  Tennessee — perhaps  by 
the  second  decade  of  the  21st  century,  or  with  luck,  even 
sooner.G 
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HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 

HELP  USTO  HELP 

Call  theTMF  Physicians  Health  Program  at  (615)  893-7755  in  Murfreesboro.  Telephone 
message  service  available  around  the  clock. 
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Tuberculosis  in  Shelby  County  and 
Tennessee  Correctional  Facilities 

Francis  F.  Fountain  Jr.,  MD 


Tuberculosis  (TB)  remains  the  leading  infectious  disease 
killer  in  the  world.  In  the  United  States  the  rate  of  TB  has 
been  dropping  since  the  turn  of  the  century,  with  minor  ex- 
ceptions, until  the  mid  1980s.  From  1985  to  1993  there  were 
over  50,000  excess  cases  of  TB,  over  and  above  what  would 
normally  be  expected.1  In  part  this  is  due  to  the  occurrence 
of  human  immunodeficiency  virus  (HIV),  as  well  as  the  more 
traditional  causes  of  TB:  poverty,  crowding,  race,  sex,  and 
other  causes  of  immune  deficiency.  Correctional  facilities 
(CF)  have  been  shown  to  have  dramatically  higher  rates  of 
TB  than  the  overall  community  that  they  serve.2  Stead3  and 
others4,5  have  shown  that  TB  in  CF  has  a dramatic  impact  on 
TB  in  the  surrounding  community.  We  therefore  reviewed 
the  cases  of  active  TB  diagnosed  in  Shelby  County  CF  for 
the  five-year  period  1 990  through  1 994  (the  last  year  for  which 
state  data  were  available  for  comparison).  The  information 
from  this  review  is  included  in  the  current  report. 

Methods 

All  cases  of  active  TB  diagnosed  in  Shelby  County  cor- 
rectional facilities  for  the  time  period  1990  through  1994  were 
reviewed.  Data  were  acquired  regarding  age,  sex,  race,  HIV 
status,  type  of  TB,  time  from  onset  of  symptoms  until  the 
diagnosis,  results  of  treatment,  resistance  of  the  microorgan- 
ism to  standard  antituberculous  therapy,  and  mortality.  Cor- 
responding data  for  the  five  years  were  included  from  the 
Annual  Report  of  the  Division  of  Tuberculosis  Control  for 
the  appropriate  year.6 

Findings 

Results  in  the  63  cases  of  active  TB  were  diagnosed  dur- 
ing the  time  period.  Table  1 reveals  that  the  average  age  was 
30,  98%  of  the  cases  were  male,  91%  African-American. 
Typical  symptoms  were  present  in  90%  of  the  cases.  Six  per- 
cent were  atypical  and  one  patient  had  a thigh  mass,  which  is 
unusual  even  for  atypical  presentations  of  TB.  Table  2 re- 

Presented  in  part  at  Tuberculosis  in  Tennessee,  March  21,  1996. 

Reprint  requests  to  1407  Union  Ave.,  Suite  401,  Memphis,  TN 
38104  (Dr.  Fountain). 


veals  the  type  of  TB  for  the  HIV-negative  and  HIV-unknown 
patients,  while  Table  3 reveals  the  type  of  TB  among  HIV- 
positive patients.  There  was  considerably  more  thoracic  TB 
among  HIV-negative  patients  and  considerably  more  lym- 
phatic TB  among  those  who  were  HIV-positive. 

The  only  deaths  occurred  in  the  HIV-positive  patients. 
Eighty-five  percent  of  the  cases  of  TB  were  confined  to  the 
three  largest  CF  of  the  county:  the  Criminal  Justice  Center 
(local  jail),  Shelby  County  Correctional  Facility,  and  Mark 
Luttrell  Reception  Center  for  Federal  Prisoners.  The  case  rate 
for  Shelby  County  Tennessee  for  the  year  1994  was  12.5  cases 


TABLE  1 

DEMOGRAPHICS  OF  TUBERCULOSIS  IN  SHELBY  COUNTY 
CORRECTIONAL  FACILITIES 


Age  (In  Years) 

Average 

30.5 

Range 

15-60 

< 40  years 

90% 

Sex 

Male 

98% 

Race 

African-American 

91.5% 

Caucasian 

8.5% 

HIV  Status 

Known  positive 

21% 

Known  negative 

60% 

Not  known 

19% 

Symptoms 

Typical 

90% 

Asymptomatic 

6.4% 

Thigh  mass 

(1  case) 

TABLE  2 

TYPE  OF  TUBERCULOSIS  IN  PATIENTS  NOT  KNOWN  TO  BE 
HIV-POSITIVE  IN  SHELBY  COUNTY  CORRECTIONAL  FACILITIES 


Infiltrate 

38% 

Cavitary 

21% 

Hilar  Node 

15% 

95%  Thoracic 

Pleural  Effusion 

21% 

Other 

Cases 

Thigh  mass 

1 

Potts 

2 

Urinary 

1 

Lymphatic 

3 
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TABLE  3 

TUBERCULOSIS  IN  HIV-POSITIVE  PATIENTS 


Infiltrate 

30% 

Infiltrate/cavitary 

10% 

Thoracic  60% 

Infiltrate/hilar  enlargement 

10% 

Lymphatic  (none  thoracic) 

20% 

1 Lymphatic  40% 

Disseminated 

10% 

i 

Cavitary 

Urinary 

Cavitary 

Death 

20% 

per  100,000.  The  case  rates  in  our  CF  were  considerably 
higher  than  this  (Table  4)  and  are  comparable  to  the  increased 
rates  noted  in  other  CF  compared  to  the  case  rates  in  their 
corresponding  states.2  One  uncommon  finding  is  that  cases 
of  TB  among  Shelby  County  CF  made  up  the  vast  majority 
of  the  cases  that  were  reported  to  the  State  of  Tennessee  from 
the  counties/’  This  varied  from  a low  of  64%  in  1990  to  a 
high  of  100%  in  1992.  There  was  an  increase  in  the  case 
rates  in  the  latter  years  of  our  report.  The  case  rate  for  our  CF 
for  the  year  1995  was  140  cases  per  100,000,  suggesting  a 
possible  slight  decrease  in  the  case  rates  for  last  year.  No 
drug-resistant  cases  were  discovered.  The  time  from  onset 
of  symptoms  to  diagnosis  varied  from  two  weeks  to  four 
months  in  our  patients. 

Discussion 

The  high  incidence  of  TB  in  CF  has  been  reported  by  oth- 
ers.24’5 The  latest  report  of  the  Advisory  Committee  for  the 
Elimination  of  Tuberculosis,2  as  reported  in  “Controlling 
Tuberculosis  in  CF,”  by  the  U.S.  Department  of  Health  and 
Human  Services,  1994,  noted  that  in  1993  the  rate  in  the  state 
of  New  York  was  139.3  per  100,000,  which  was  consider- 
ably higher  than  the  statewide  rate  of  21.7  for  the  general 
population.  Similar  studies  for  New  Jersey  revealed  that  the 
CF  rate  was  91 , which  is  higher  than  the  state  rate  of  26,  and 
in  one  California  prison  the  rate  was  ten  times  the  statewide 
average.  CF,  therefore,  give  a good  opportunity  for  commu- 
nities to  reduce  the  rate  of  TB,  both  among  inmates  and 
among  staff.  Stead5  has  reported  that  TB  is  not  confined  to 
the  CF  and  will  affect  the  surrounding  community.  More 
recently  Pelletier  et  al,5  from  Nassau  County,  N.Y.,  has  shown 
that  for  each  case  of  active  TB  diagnosed  in  a CF,  there  are 
at  least  two  additional  cases  diagnosed  outside  of  the  CF. 
Others4  have  shown  that  there  is  an  increasing  rate  of  TB 
conversion  associated  with  the  duration  and  frequency  of 
incarceration  in  CF.  These  data  all  show  that  it  is  important 
for  all  CF,  both  small  and  large,  to  have  a vigorous  ongoing 
systematic  program  for  diagnosing,  isolating,  and  promptly 
treating  patients  who  have  tuberculous  disease  and  offering 
chemoprophylaxis  for  those  who  may  be  infected  but  are 
not  yet  diseased. 


TABLE  4 

TUBERCULOSIS  IN  TENNESSEE  CORRECTIONAL  FACILITIES 


Year 

Tennessee 

Shelby  Co.  (%) 

Case  Rate 

1994 

19 

14 

(74) 

(CJC,  SCCC,  MLRS) 

192 

1993 

18 

12 

(67) 

162 

1992 

7 

7 

(100) 

102 

1991 

8 

7 

(87.5) 

73 

1990 

11 

7 

(64) 

102 

Our  rates  in  CF  are  higher  than  the  state  average,  which 
would  suggest  the  possibility  that  Shelby  County  has  con- 
siderably more  TB  that  the  rest  of  the  state.  Indeed,  our 
county-wide  average  of  12.5  was  higher  than  the  state  aver- 
age of  10.4  in  1994.  The  case  rates  for  the  four  metropolitan 
counties  of  Tennessee,  however,  would  suggest  that  other 
counties  would  be  expected  to  have  their  proportionate  share 
of  TB  in  CF:  Shelby  County  (Memphis)  12.5,  Davidson 
County  (Nashville)  17.2,  Hamilton  County  (Chattanooga) 
13.4,  and  Knox  County  (Knoxville)  9.7.  Since  the  rate  in 
Davidson  County  is  considerably  higher  than  that  in  Shelby 
County  and  the  rate  in  Hamilton  County  slightly  higher,  it  is 
unlikely  that  the  increase  in  case  rates  seen  in  Shelby  County 
CF  is  due  to  excess  TB  in  Shelby  County. 

Our  data  would  support  the  contention  that  Shelby  County 
is  the  only  county  in  which  TB  is  regularly  and  systemati- 
cally diagnosed  and  reported.  In  other  counties  it  may  well 
be  that  it  is  diagnosed  and  treated  and  simply  not  reported  to 
the  state.  The  case  rates  among  nonwhite  men  in  Tennessee 
are  considerably  higher  than  those  among  whites.  For  the 
age  group  15  to  34,  the  case  rate  in  1994  was  29  per  100,000; 
for  the  age  group  35  to  64,  the  case  rate  was  approximately 
66.  This  would  suggest  that  we  would  be  expected  to  have  a 
case  rate  in  a CF  which  is  predominantly  African-American 
and  young  adults  of  30  to  60.  Our  case  rates  are  considerably 
higher  than  this. 

It  has  been  shown  that  intravenous  drug  use  and  crack 
cocaine  use  are  both  associated  with  increased  rates  of  TB, 
as  are  crowding,  poverty,  and  HIV  infections.  We  suspect 
that  all  of  these  play  some  part  in  explaining  the  higher  case 
rates  in  Shelby  County. 

By  interrupting  TB  as  an  active  disease  and  giving  che- 
motherapy to  prevent  further  disease,  CF  can  have  a major 
impact  on  TB  in  the  community.  In  the  Nassau  County  study,5 
24%  of  the  cases  of  TB  in  the  county  during  a two  and  one- 
fourth-year-period  were  associated  with  the  CF.  CF  officials 
will  need  to  be  aware  of  TB,  and,  if  they  are  not  already  do- 
ing so,  promptly  institute  the  recommendations  of  the  Advi- 
sory Committee  for  the  Elimination  of  Tuberculosis,  as  well 
as  any  applicable  regulations  of  the  state  regarding  TB  con- 
trol in  city  and  county  jails.  Failure  to  do  so  would  impose 
excessive  risk  on  the  CF  staff,  the  inmates,  and  ultimately  on 
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the  community  that  they  are  sworn  to  serve.  It  is  suggested 
that  all  inmates  of  any  CF  in  Tennessee  be  screened  by  medi- 
cal personnel  for  symptoms  of  TB,  and  if  symptoms  are 
present,  that  prompt  evaluation,  diagnosis,  isolation,  and 
treatment  be  instituted.  When  a patient  is  expected  to  be  in 
a CF  longer  than  ten  days,  tuberculin  skin  tests  should  be 
applied  to  all  who  are  not  known  to  be  tuberculin-positive. 
In  patients  who  are  known  to  be  or  suspected  of  being  HIV- 
positive, chest  x-rays  may  be  considered.  All  symptomatic 
patients  should  have  a chest  x-ray.  By  diagnosing  patients 
who  are  infected  but  not  yet  diseased  and  offering  chemo- 
prophylaxis, future  TB  can  be  prevented  in  a significant 
number  of  patients.  Any  patient  who  is  known  or  suspected 
to  have  HIV  infection  who  is  tuberculin-positive  should  be 
strongly  urged  to  take  chemoprophylaxis. 

Physicians  who  treat  patients  who  have  been  either  staff 
or  inmates  in  CF,  or  who  are  household  contacts  to  such  pa- 
tients, should  be  aware  of  the  higher  incidence  of  TB  among 
those  who  are  associated  with  CF.  By  taking  advantage  of 
this  knowledge,  it  is  hoped  that  a major  impact  can  be  made 
on  TB  in  Tennessee.  When  therapy  is  given  in  a CF  or  to 


inmates  who  have  been  in  a CF,  it  is  important  that  it  be  di- 
rectly observed  therapy  (DOT).  This  applies  to  both  treat- 
ment of  active  disease  and  chemoprophylaxis.  In  order  to 
accomplish  our  goal,  the  medical  personnel  of  the  CF,  the 
health  department,  and  the  private  physicians  should  all  have 
the  confidence  of  the  patient  who  is  infected,  regardless  of 
whether  or  not  the  patient  is  an  inmate.  When  inmates  are 
discharged  from  CF,  there  must  be  mechanisms  for  continu- 
ing the  ongoing  treatment  of  the  patients  by  DOT. 

The  opinions  expressed  in  this  report  reflect  the  views  of 
the  author,  and  do  not  necessarily  reflect  those  of  the  Mem- 
phis and  Shelby  County  Health  Department. □ 
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New  and  Reemerging  Infections: 
A Challenge  for  the  21st  Century 


William  L.  Moore,  MD 

Archaeological  evidence  suggests  that  there  has  been  some 
form  of  microbial  life  on  the  planet  for  at  least  as  long  as 
there  have  been  any  other  life  forms.  When  humans  were 
still  largely  a hunter-gatherer  society,  infections  often  com- 
plicated trauma,  and  it  is  quite  likely  that  trauma  and  infec- 
tion accounted  for  a large  proportion  of  deaths.  Life  expect- 
ancy was  quite  short.  To  borrow  a phrase  from  philosopher 
Thomas  Hobbs,  life  was  “nasty,  short  and  brutish.”  With  the 
transition  from  a hunter-gatherer  to  an  agrarian  society  and  a 
more  stable,  less  nomadic  life,  communicable  diseases  be- 
came more  important  causes  of  morbidity  and  mortality.  For 
example,  McGrath l<pL1)  estimates  that  a social  network  involv- 
ing between  180  and  440  persons  is  necessary  to  achieve  a 
stable  host-pathogen  relationship  necessary  for  tuberculosis 
(TB)  to  become  endemic  in  a community.  Archaeological 
evidence  indicates  that  TB  was  endemic  in  pre-Colombian 
South  America  at  least  6,000  years  ago.l(pl:’, 

Although  the  organisms  causing  infectious  diseases  have 
been  known  for  just  over  a century,  the  occurrence  of  epi- 
demic disease  was  recorded  as  early  as  the  5th  century  BC 
by  Hippocrates.  Prior  to  the  birth  of  microbiology  in  the  labo- 
ratories of  Koch,  Pasteur,  Ehrlich,  and  others,  understanding 
of  the  epidemiology  of  infections  and  institution  of  public 
health  control  measures  had  an  effect,  in  some  instances  pro- 
found, on  reducing  morbidity  and  mortality  from  infectious 
causes.  That  was  certainly  true  in  the  first  half  of  this  cen- 
tury. The  industrialization  of  Europe,  Great  Britain,  and  sub- 
sequently the  United  States  was  in  large  part  responsible  for 
social  and  cultural  conditions  that  led  to  widespread  TB,  the 
leading  cause  of  death  for  many  years.  Nevertheless,  diseases 
such  as  plague  and  cholera  were  sharply  reduced. 

With  the  discovery  of  effective  antimicrobial  therapy  and 
its  rapid  development  after  1945,  infectious  disease  case  fa- 
tality rates  fell  dramatically  in  the  developed  nations,  and 
some  inroads  were  made  in  controlling  disease  in  third  world 
countries.  The  most  optimistic  observers  thought  that  infec- 
tious diseases  might  be  eliminated  almost  completely.2  Nev- 
ertheless, deaths  from  infections  are  again  on  the  increase. 


From  the  Tennessee  Department  of  Health,  Nashville.  Dr.  Moore 
is  director  of  Communicable  and  Environmental  Diseases. 


The  reasons  are  extremely  complex,  some  only  now  becom- 
ing understood.1 

New  causes  of  infection  are  being  discovered.  Some  may 
have  developed  as  a result  of  recent  evolutionary  changes. 
Others  have  probably  been  present  for  many  years  or  centu- 
ries, but  are  producing  disease  now  as  a result  of  ecologic 
changes  in  the  co-evolution  of  humans  and  the  vastly  varied 
and  numerous  microbial  populations. 

Space  does  not  allow  an  encyclopedic  review  of  newly 
found  organisms  and  disease,  but  listing  a few  will  serve  to 
make  the  point. 

Melioidosis  was  the  first  new  disease  described  in  this 
century.  Pseudomonas  pseudomallei,  the  organism  that  causes 
it,  was  first  reported  in  1911.  The  disease  remains  endemic 
in  many  tropical  and  subtropical  areas  and  travel  is  an  impor- 
tant risk  factor  for  patients  who  fall  victim  to  the  disease. 
Subsequently,  a variety  of  newly  recognized  infections  were 
reported.  Legionnaires’  disease,  hantavirus  pulmonary  syn- 
drome, Ehrlichiosis,  Ebola  and  Lassa  hemorrhagic  fever. 
South  American  hemorrhagic  fever,  Lyme  disease,  and,  of 
course,  HIV/AIDS  are  but  a few  of  the  emerging  infections 
that  have  been  seen  in  the  last  two  decades.  Cholera,  includ- 
ing at  least  two  new  toxigenic  strains,  has  caused  major  out- 
breaks around  the  world,  especially  in  South  America,  and  is 
now  pandemic.4  Diarrheal  disease  caused  by  Cryptosporidia 
and  cyclospora,  and  hemorrhagic  diarrhea  and  hemolytic 
uremic  syndrome  caused  by  E.  coli  0157:H7  are  also  dis- 
eases of  recent  origin.  Severe  outbreaks  of  plague  have  been 
seen  in  India,  and  malaria'’  and  dengue  hemorrhagic  fever6 
are  definitely  on  the  increase.47 

Although  smallpox  has  been  eradicated,  and  poliomyeli- 
tis, measles,  rubella,  and  mumps  have  been  dramatically  re- 
duced, TB,  thought  to  be  a disease  to  be  eradicated,  began  to 
increase  markedly  in  about  1985,  largely  associated  with  the 
AIDS  epidemic.  Worldwide,  it  is  the  leading  cause  of  infec- 
tious disease  mortality. 

An  additional  and  very  troublesome  phenomenon  is  the 
development  of  antibiotic  resistance,  especially  in  common 
causes  of  clinical  disease  that  had  remained  exquisitely  sen- 
sitive to  antimicrobial  agents  for  many  years.  Streptococcus 
pneumoniae,  the  most  common  cause  of  bacterial  otitis  me- 
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dia  now  that  Hemophilus  influenzae  immunization  is  widely 
practiced,  is  increasingly  resistant  to  penicillin  and  a grow- 
ing list  of  other  agents.  Vancomycin-resistant  enterococci  are 
now  a major  problem  in  nosocomial  infections,  and  control 
of  the  spread  of  this  organism  will  require  an  integrated 
epidemiologic  approach  and  rigorous  attention  to  infection 
control  measures. 

More  than  100  mechanisms  of  resistance  have  been  iden- 
tified, and  transfer  of  resistance  by  plasmid  or  conjugation  is 
enhanced  by  the  rapid  doubling  time  of  many  of  these  organ- 
isms. The  search  for  additional  naturally  occurring  and  mo- 
lecularly  engineered  antimicrobial  agents  must  continue  while 
research  to  find  more  effective  ways  to  use  the  agents  avail- 
able is  increased. 

The  importance  of  public  health  in  surveillance,  descrip- 
tive and  analytical  epidemiology,  vital  statistics,  and  educa- 
tion of  health  professionals  and  the  general  public  cannot  be 
overemphasized.  Local  health  departments  across  Tennessee 
are  considerably  dependent  on  timely,  accurate  reporting  of 
diseases  so  that  effective  surveillance  can  be  maintained.  Full 
cooperation  by  the  state’s  many  practitioners,  hospitals,  and 
laboratories  is  vital  to  thorough  surveillance.  The  core  pub- 
lic health  functions  of  assessment,  policy  development,  and 


assurance  are  all  essential  to  reversing  the  trend  toward  in- 
creasing morbidity  and  mortality  that  began  in  the  United 
States  around  1980. 

Rapid  identification  of  new  microorganisms  such  as 
Legionella  pneumophila,  human  immunodeficiency  virus,  and 
hantavirus  was  possible  because  of  important  technological 
advances  that  have  been  made  in  recent  years.  Factors  that 
have  contributed  to  the  increase  in  infectious  diseases  here 
and  worldwide,  such  as  rapid  trans-global  travel,  population 
mobility,  global  warming,  overpopulation  and  population 
aging,  malnutrition  and  poverty,  and  ecologic  changes,  par- 
ticularly involving  rain  forests  and  estuaries,  are  all  within 
the  purview  of  public  health. □ 
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Trauma  Rounds 

Syndrome 

Craig  R.  Nunn,  MD;  John  G.  Bass; 

Frank  Nastanski;  John  A.  Morris  Jr.,  MD 


Traumatic  Asphyxia 


Introduction 

Credit  for  the  first  description  of  traumatic  asphyxiation 
syndrome  (TAS)  is  attributed  to  Ollivier  d’ Angers.1  In  1837 
d’ Angers  published  autopsy  reports  describing  deaths  which 
occurred  as  a result  of  mob  violence  and  trampling  in  Paris. 
He  characterized  the  violaceous  discoloration  of  the  face  and 
neck  as  “Masque  Ecchymotique.”1  More  complete  descrip- 
tions were  made  near  the  turn  of  the  century  (Perthes  1900). 2 
TAS  has  since  come  to  be  defined  as  a combination  of  cranio- 
cervical and  upper  thoracic  cyanosis,  ecchymosis,  edema, 
petechiae,  and  subconjunctival  hemorrhage,  which  is  occa- 
sionally associated  with  mental  status  changes.  This  unique 
in  jury  pattern  is  most  frequently  the  result  of  a severe  thoraco- 
abdominal crush  injury.  Despite  the  severity  of  the  mecha- 
nism and  what  has  been  described  as  the  “strikingly  mori- 
bund appearance”  of  these  patients,  the  mortality  and 
long-term  morbidity  of  TAS  is  remarkably  low.2  Successful 
treatment  of  TAS  patients  necessitates  early  recognition  of 
the  syndrome,  and  prompt  identification  and  aggressive  treat- 
ment of  associated  injuries. 

We  present  a case  of  TAS  and  discuss  the  classic  physical 
stigmata,  and  common  mechanisms,  pathophysiology,  and 
management  of  these  challenging  patients. 

Case  Report 

This  39-year-old  white  man  was  at  work  when  he  was 
pinned  against  a wall  by  a forklift.  He  lost  consciousness  at 
the  scene  and  was  transported  by  ground  ambulance  to  the 
Vanderbilt  University  Medical  Center  Emergency  Department 
(ED).  He  remained  hemodynamically  stable  throughout  the 
transfer.  On  admission  to  the  ED  his  blood  pressure  was  1 30/ 
100  mm  Hg  and  heart  rate  96/min  in  sinus  rhythm.  He  was 
normothermic  and  breathing  at  a rate  of  32/min  with  obvi- 
ously increasing  respiratory  distress.  The  past  medical  his- 
tory could  not  be  obtained  on  admission  due  to  the  patient’s 
persistent  somnolence  and  need  for  rapid  intubation 

Physical  examination  revealed  a lethargic  and  somnolent 
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but  arousable  patient  oriented  to  person,  place,  and  time.  There 
were  bilateral  subconjunctival  hemorrhages  and  diffuse  cya- 
notic discoloration  of  his  skin  superior  to  his  clavicles.  Chest 
examination  revealed  shortness  of  breath,  decreased  breath 
sounds  bilaterally,  left  thoracic  tenderness  to  palpation  with 
an  obvious  left-sided  flail  segment,  and  right-sided  subcuta- 
neous emphysema.  His  heart  rate  was  normal,  and  there  were 
no  audible  gallops,  murmurs,  or  rubs.  Genitourinary  exami- 
nation was  normal.  His  abdomen  was  non-tender  and  non- 
distended,  with  normal  bowel  sounds.  The  pelvis  was  stable 
and  rectal  examination  demonstrated  normal  tone  with  guaiac- 
negative  stool.  Admission  arterial  blood  gas  analysis  revealed 
a pH  of  7.29,  Pco2  41  mm  Hg,  Po2  86  mm  Hg,  base  excess  -6.6. 
His  hematocrit  was  initially  47%  and  his  coagulation  profile 
and  platelet  count  were  normal. 

The  patient  underwent  rapid  sequence  orotracheal  intu- 
bation for  worsening  respiratory  distress  and  tachypnea  fol- 
lowed by  tube  thoracostomy  decompression  of  a suspected 
left  pneumothorax.  He  remained  hemodynamically  stable, 
and  CT  scans  were  done  for  evaluation  of  the  head,  abdo- 
men, and  pelvis.  They  revealed  a left-sided  pneumothorax, 
left-sided  rib  fractures,  and  bilateral  subcutaneous  emphy- 
sema, as  well  as  a grade  I splenic  laceration  with  a small 
amount  of  perisplenic  free  fluid.  There  was  a large  subgaleal 
hematoma,  an  air-fluid  level  in  the  right  maxillary  sinus,  and 
mucoperiosteal  thickening  present  in  the  bilateral  ethmoid 
sinuses,  sphenoid  sinuses,  and  left  frontal  sinus.  No  mass  le- 
sion was  evident.  Chest  x-ray  showed  numerous  left-sided 
fractures  of  ribs  4 through  7 and  evidence  of  subcutaneous 
emphysema.  A chest  tube  was  in  good  position  in  the  left 
chest.  The  spine  series  revealed  no  bony  abnormalities. 

The  patient  was  transferred  to  the  surgical  intensive  care 
unit  (SICU)  for  monitoring,  resuscitation,  and  further  evalu- 
ation. His  oxygenation  remained  excellent  with  an  FiO,  of 
.40  and  PEEP  of  5 cm  H20.  Ophthalmologic  consultation 
for  his  severe  subconjunctival  hemorrhages  revealed  no  fur- 
ther damage.  On  the  second  hospital  day,  he  was  success- 
fully weaned  from  the  ventilator.  The  left  chest  tube  drained 
a total  of  220  ml  of  sanguinous  fluid  in  the  initial  24  hours 
after  admission.  His  metabolic  acidosis  had  completely  re- 
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solved.  His  hematocrit  dropped  to  26%  and  he  developed  a 
sinus  tachycardia  at  1 10/min.  Two  units  of  packed  red  blood 
cells  were  administered  with  the  appropriate  hemodynamic 
and  laboratory  (hematocrit  32%)  responses.  The  patient  was 
transferred  out  of  the  SICU  on  the  third  day  post-injury.  His 
cervical  spine  was  radiographically  and  clinically  clear.  The 
air  leak  from  the  left-sided  chest  tube  continued  to  diminish 
and  the  chest  tube  was  removed  on  hospital  day  5.  The  pa- 
tient was  observed  for  another  24  hours  for  a small,  residual 
pneumothorax,  and  he  was  discharged  home  on  post-injury 
day  7.  Follow-up  in  the  trauma  clinic  on  post-injury  day  19 
showed  a patient  continuing  his  uneventful  recovery,  his  fa- 
cial cyanosis  and  subconjunctival  hemorrhages  almost  com- 
pletely resolved  and  normal  vision  returned. 

Discussion 

The  physical  findings  associated  with  TAS  are  numerous 
and  variable.  Accurate  assessment  of  the  incidence  and  pat- 
tern of  injuries  in  TAS  is  complicated  by  the  high  incidence 
and  varied  nature  of  coexisting  morbidity.  In  approximate 
order  of  reported  frequency,  findings  most  likely  caused  by 
the  pathophysiologic  phenomenon  of  TAS  include  cra- 
niocervical cyanosis,  facial  edema,  facial  petechiae,  sub- 
conjuctival  hemorrhage,  pulmonary  contusion,  confusion, 
seizures,  and  loss  of  consciousness.4,5  Other  infrequently  re- 
ported but  potentially  significant  findings  include  coma,5  dia- 
phragmatic hernia,6  hemopneumothorax,7  and  myocardial 
contusion.1*  Associated  injuries  in  this  group  of  patients  are 
also  numerous  and  will  be  addressed  below. 

Most  reported  cases  of  TAS  are  the  result  of  motor  ve- 
hicle wrecks.9  Nevertheless,  the  two  largest  reported  non- 
autopsy series  from  a single  institution  were  by  Lee  et  al6 
from  the  Republic  of  China,  and  the  Gunderson  clinic."1  Both 
groups  reviewed  14  cases.  Nine  of  the  patients  in  Lee’s  re- 
view had  work-related  crushing  injuries,  three  were  pedes- 
trians struck  by  automobiles,  and  one  was  the  driver  involved 
in  an  automobile  wreck.6  The  series  published  in  the  United 
States  by  Jongewaard  et  allu  reviewed  14  TAS  patients  from 
their  institution  (Gunderson  Clinic  in  La  Crosse,  WI).  In  50% 
of  the  patients  the  reported  injuries  were  farm  related  (loader, 
tractor  [4],  hay  baler,  crush  by  bull),  while  automotive  wrecks 
with  entrapment  beneath  the  vehicle  caused  36%  of  the  inju- 
ries. The  other  injuries  in  this  series  were  caused  by  a ditch 
cave-in  ( 1 ) and  a lumber  skidder  ( 1 ).  These  authors  reported 
100%  of  the  patients  had  been  crushed  by  an  object  weigh- 
ing more  than  1 ,000  lb.4  The  crushing  objects  included  auto- 
mobiles, tractors,  and  other  heavy  farm  equipment.10  Other 
less  commonly  reported  mechanisms  include  children  crushed 
by  motorized  garage  doors  or  trash  compactors,"  suicide  at- 
tempt by  hanging,  deep-sea  diving,  vomiting,  asthmatic  at- 
tacks, and  obstetrical  delivery.9 

Injuries  in  TAS  patients  not  directly  attributable  to  the 


massive  venous  hypertension  are  considered  associated  in- 
juries. These  are  of  numerous  types  and  may  include  pul- 
monary contusions,  rib  fractures,  extremity  injuries,  intra- 
abdominal and  neurologic  injuries,  lacerations,  and  abrasions. 
Fortunately,  injuries  involving  the  heart  (myocardial  contu- 
sion, pericardial  effusion)  and  great  vessels  are  uncommon.* 
One  of  the  most  clinically  significant  associated  injuries  in 
TAS  patients  is  pulmonary  contusion,  which  may  occur  in 
the  absence  of  bony  thoracic  injury,  but  is  commonly  associ- 
ated with  rib  fractures  and  especially  flail  chest.  The  inci- 
dence of  pulmonary  contusions  ranges  from  33%  to  1 00%  in 
published  series  of  living  patients.4'7 

Jongewaard  et  al 10  studied  the  neurologic  consequences 
of  traumatic  asphyxia  in  14  consecutive  patients  over  a ten- 
year  period.  They  reported  the  incidence  of  neurologic  mani- 
festations to  be  86%  in  their  series.  They  identified  loss  of 
consciousness  in  eight  patients  (57%),  prolonged  confusion 
in  five  (36%),  seizures  in  two,  and  significant  visual  abnor- 
malities in  two.  There  were  no  long-term  neurologic  sequelae 
in  this  series. 

Although  more  than  one  series  has  reported  a mortality 
rate  of  0%  in  TAS,610  a more  realistic  survival  rate  for  TAS 
without  associated  injuries  is  90%  (as  reported  by  Moore  et 
al12).  Isolated  TAS  is  uncommon  and  there  is  little  doubt  that 
the  associated  injuries  are  the  prime  contributor  to  mortality 
rates. 

Pathophysiology 

The  earliest  attempt  at  explaining  the  pathophysiology  of 
TAS  was  proposed  by  Tardieu  in  1 866  when  he  offered:  “the 
punctiform  ecchymosis  of  the  face,  neck  and  chest  are  caused 
by  the  effort  in  which  resistance  to  suffocation  manifested 
itself  (Williams).”15  This  explanation  was  insightful,  if  not 
complete,  and  as  early  as  1 908  Bolt  postulated  that  the  patho- 
physiology of  TAS  was  related  to  four  factors  occurring  in 
synchrony,  which  are  deep  inspiration,  glottic  closure,  thora- 
coabdominal exertion  with  voluntary  splinting  of  the  related 
musculature,  and  thoracoabdominal  compression  sufficient 
to  force  blood  into  the  craniofacial  tissues.16 

The  understanding  of  TAS  has  not  substantially  increased 
since  the  time  of  Bolt’s  hypothesis,  and  it  is  currently  held 
that  the  pathophysiology  results  from  at  least  two  processes 
that,  when  occurring  simultaneously,  combine  to  create  the 
classic  injury  pattern.  First,  there  is  a marked  increase  in  in- 
trathoracic  pressure,  which  is  transmitted  to  the  superior  vena 
cava  or  the  right  heart,17  and  is  a direct  result  of  the  crushing 
force,  although  alone  it  is  unlikely  to  cause  the  manifesta- 
tions ofTAS.1*  The  second  factor  is  the  simultaneous  glottic 
apposition,  which  augments  the  increase  in  venous  back  pres- 
sure. The  increased  pressure  is  due  to  the  glottic  obstruction 
of  the  escape  of  inspired  air.  This  allows  the  force  of  the  im- 
pact to  be  transmitted  to  the  venous  system.  The  veins  of  the 
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head,  neck  and  thorax  are  valveless,  and  the  sudden  and  pro- 
found increase  in  venous  pressure  causes  capillary  rupture 
and  the  consequent  classic  signs  of  TAS.  In  the  absence  of 
widespread  capillary  rupture,  the  venous  back  pressure  may 
cause  capillary  atony  and  dilatation.  The  resultant  stagnation 
and  desaturation  of  capillary  blood  results  in  the  craniofacial 
discoloration.17 

The  reason  for  the  glottic  closure  is  unclear,  but  it  has 
been  suggested  that  anticipation  of  the  traumatic  event  with 
inhalation  and  reflex  glottic  closure  may  occur  in  an  attempt 
to  brace  against  the  impending  force.  Williams  et  al15  have 
termed  this  the  “fear  response.”  In  one  retrospective  series  of 
surviving  TAS  patients  this  fear  response  was  subjectively 
reported  in  86%  of  patients.6 

The  question  of  why  the  lower  torso  is  usually  spared  from 
the  venous  congestion  of  TAS  was  addressed  by  Thompson 
et  al  in  1989. 19  They  found  that  although  venous  valves  can 
provide  only  marginal  protection  against  severe  venous  hy- 
pertension, the  increase  in  intra-abdominal  pressure  as  a re- 
sult of  the  “fear  response,”  in  addition  to  the  thoracoabdomi- 
nal compression  of  the  crushing  force,  may  cause  collapse  of 
the  inferior  vena  cava  and  subsequent  protection  of  the  lower 
torso  from  the  massive  venous  hypertension. 

The  head  and  neck  are  the  primary  areas  affected  by  the 
capillary  damage,  but  in  rare  instances  other  systems  may 
suffer.  The  dissipating  pressure  may  be  distributed  to  the 
pulmonary  and  even  the  intraperitoneal  vessels  and  may  lead 
to  catastrophic  lung  or  visceral  injury.15 

Management 

Following  the  initial  evaluation  and  stabilization  in  the 
ED,  the  TAS  patient  should  be  transferred  to  the  SICU  for 
aggressive  resuscitation,  monitoring,  and  further  evaluation. 
Once  the  spine  is  cleared  of  injury,  the  head  of  the  bed  should 
be  raised  30  degrees  in  an  attempt  to  minimize  the  facial  and 
conjunctival  edema. 

Particular  attention  needs  to  be  directed  to  the  pulmonary 
system.  These  patients  have,  by  definition,  sustained  substan- 
tial thoracic  trauma,  and  the  possibility  of  parenchymal  in- 
jury to  the  lungs  must  be  considered.  The  rate  of  pulmonary 
contusions  has  been  reported  to  be  as  high  as  1 00%  in  a small 
consecutive  series  (n=3)  of  TAS  victims.5  If  the  bony  thorax 
is  included,  some  form  of  thoracic  injury  is  as  high  as  83%.4 
Appropriate  ventilator  management  should  be  employed  with 
the  addition  of  PEEP  as  needed  to  maintain  oxygenation  and 
to  minimize  intrapulmonary  shunting.  The  decision  for  intu- 
bation and  mechanical  ventilation  must  be  based  upon  the 
neurologic  status  as  well  as  oxygenation/ventilation  criteria, 
presence  of  shock,  and  the  number  and  severity  of  associated 
injuries. 

A thorough  baseline  neurologic  assessment  is  mandatory, 
and  any  abnormalities  should  be  completely  investigated  and 


documented  because  of  the  possibility  of  concomitant  intra- 
cranial trauma. 

Summary 

Although  the  craniofacial  changes  associated  with  TAS 
are  usually  not  life  threatening,  the  syndrome  is  not  benign. 
The  mechanism  of  injury  needed  to  create  TAS  is  sufficient 
to  warrant  extreme  caution  in  the  approach  to  these  patients. 
It  is  vital  for  the  physician  to  recognize  the  pathophysiology 
of  the  injury  pattern  and  to  remain  cognizant  of  the  high  like- 
lihood of  potentially  lethal  associated  injuries.  Aggressive 
and  directed  management  of  the  cardiopulmonary  systems 
coupled  with  prompt  recognition  and  treatment  of  associ- 
ated injuries  is  essential  for  optimal  patient  outcome. □ 
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Introduction 

Stroke  is  the  third  leading  cause  of  death  in  the  United 
States,  but  more  importantly,  the  leading  cause  of  disability 
in  adults.  Of  every  100  stroke  survivors,  10  return  to  work 
without  disability,  40  suffer  mild  disability,  40  have  moder- 
ate or  severe  disability,  and  10  require  care  in  a long-term 
nursing  facility.1  Rehabilitative  therapy  seeks  to  (1 ) facilitate 
spontaneous  recovery  of  lost  functions;  (2)  provide  compen- 
satory strategies  to  deal  with  remaining  deficits;  and  (3)  help 
patients  achieve  independence  in  activities  of  daily  living 
(ADL),  and,  if  possible,  return  to  work.  Where  independence 
is  not  feasible,  family  training  can  make  home  discharge 
possible.  The  physician  supervising  the  rehabilitation  of  a 
stroke  patient  must  ( 1 ) prescribe  appropriate  treatment  to  pre- 
vent stroke  recurrence;  (2)  avoid  or  treat  complications  of 
stroke;  (3)  provide  psychological  support;  (4)  supervise  the 
rehabilitative  therapists;  and  (5)  prescribe  adaptive  equip- 
ment such  as  canes,  walkers,  wheelchairs,  hospital  beds,  and 
bathroom  equipment. 

Medical  Complications  of  Stroke 

The  principal  medical  complications  of  stroke  are  listed 
in  Table  1.  Most  are  preventable  or  treatable.  Prevention  of 
pneumonia  rests  on  the  identification  of  patients  with  dys- 
phagia, especially  those  with  silent  aspiration,  and  modifica- 
tion of  diet  consistency  (e.g.,  avoidance  of  thin  liquids)  or 
positioning  to  avoid  aspiration.  Videofluoroscopy  of  swal- 
lowing and  bedside  evaluation  techniques  are  useful  in  iden- 
tifying patients  at  risk.2 3 4 5 6 7 8 9  Deep  vein  thrombosis  (DVT)  occurs 
in  as  many  as  70%  of  paretic  limbs  in  stroke  patients.  Mea- 
sures to  prevent  DVT  include  elastic  stockings,  exercise, 
subcutaneous  heparin  or  low-dose  warfarin,  and  compres- 
sion devices.  Many  patients  have  bladder  dysfunction  after 
stroke,  and  urinary  tract  sepsis  can  be  prevented  by  intermit- 
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tent  catheterization,  avoidance  of  anticholinergic  drugs,  and 
early  treatment  of  urinary  tract  infections.  Counseling  and 
urologic  consultation  should  be  offered  for  sexual  dysfunc- 
tion. Prevention  of  pressure  sores  and  skin  breakdown  in- 
volves frequent  turning,  air  mattresses  and  wheelchair  pads, 
adequate  nutrition,  and  prevention  of  incontinence.  Shoul- 
der subluxation  is  common  in  stroke  patients.  Support  of  the 
paretic  arm  by  armrests  and  pillows  is  essential;  slings  are 
used  during  ambulation  but  may  promote  neglect  of  the  weak- 
ened limb.  Staff  and  family  members  must  be  instructed  not 
to  lift  the  patient  by  the  affected  arm.  The  shoulder-hand  syn- 
drome is  a combination  of  a painful,  subluxed  shoulder  and 
an  edematous  hand,  often  with  associated  sympathetic  signs 
of  blue  discoloration,  cool  skin  temperature,  atrophic  changes, 
and  sensitivity  to  touch.  Massage,  exposure  to  warm  and  cool 
baths,  steroids  and  nonsteroidal  anti-inflammatory  agents, 
and  sympathetic  blocks  are  useful.1  Prevention  of  falls  is  a 
major  goal  of  rehabilitation  facilities.  Other  pain  syndromes 
following  stroke  include  aggravation  of  preexisting  hip  and 
back  pain  and  “dysesthetic”  or  “thalamic”  pain,  an  unpleas- 
ant tingling  and  burning  sensation  in  areas  of  partial  sensory 
loss.  Tricyclic  antidepressants  such  as  amitriptyline  and  anti- 
epileptic  drugs  such  as  carbamazepine  and  gabapentin  have 
had  varying  success.  Spasticity  is  treated  primarily  with  ex- 
ercise, but  pharmacotherapy  with  baclofen,  diazepam,  the 
new  drug  tizanidine,  and  occasionally  dantrolene  can  reduce 
painful  spasms.  For  refractory  cases,  injections  of  botuli- 
num  toxin  and  intrathecal  baclofen  pumps  are  considered. 

TABLE  1 

MEDICAL  COMPLICATIONS  OF  STROKE 

1.  Dysphagia,  aspiration  pneumonia 

2.  Deep  vein  thrombophlebitis,  pulmonary  embolism 

3.  Urinary  tract  infection 

4.  Skin  breakdown,  pressure  sores 

5.  Orthopedic  complications 

a.  Falls 

b.  Shoulder-hand  syndrome 

6.  Post-stroke  pain  syndromes 

7.  Spasticity 

8.  Post-stroke  epileptic  seizures 

9.  Post-stroke  depression 
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Treatment  of  post-stroke  seizures  must  take  into  account  the 
sensitivity  of  stroke  patients  to  sedative  and  cognitive-depres- 
sant effects  of  antiepileptic  drugs.  Post-stroke  depression  is  a 
major  impediment  to  successful  rehabilitation;  it  occurs  early 
after  left  hemisphere  stroke  but  eventually  in  many  right  hemi- 
sphere stroke  patients  as  well.  Early  treatment  of  post-stroke 
depression  with  counseling  and  medications  is  essential.  The 
newer,  non-sedative  selective  serotonin  reuptake  inhibitors 
have  been  especially  helpful  in  stroke  patients. 

Rehabilitative  Therapy 

The  traditional  modalities  of  speech,  occupational,  and 
physical  therapy  provide  the  meat  of  rehabilitation  programs. 
Speech  pathologists  work  with  swallowing  as  well  as  with 
speech,  language,  and  cognitive  function.  Occupational  thera- 
pists deal  with  independence  in  all  ADL,  including  dressing, 
grooming,  bathing,  feeding,  and  higher  level  activities  such 
as  cooking,  as  well  as  exercises  for  upper  limb  weakness  and 
incoordination.  Physical  therapists  work  with  strengthening 
of  the  leg,  transfers,  wheelchair  mobility,  and  gait.  Recre- 
ational therapists  help  with  leisure  activities  and  with  appli- 
cation of  newly  learned  skills  in  the  “real  world”  on  commu- 
nity reentry  outings.  Nurses,  psychologists,  social  workers, 
and  case  managers  all  help  the  physician  with  patient  care 
and  discharge  planning.  The  multidisciplinary  team  approach 
is  central  to  the  rehabilitation  of  each  patient. 

In  practical  terms,  third  party  payors  dictate  early  dis- 
charge of  stroke  patients  from  the  acute  care  hospital,  and 
inpatient  rehabilitation  has  become  the  standard  of  care  for 
stroke  treatment.4  Hospital  “subacute  units”  and  skilled  nurs- 
ing facilities  provide  similar  but  less  intensive  therapies  at  a 
lower  cost.  One  study'’  reported  more  rapid  improvement 
with  acute  rehabilitation,  but  a 50%  lower  cost  with  subacute 
rehabilitation. 

The  first  task  of  any  rehabilitation  program  is  proper  pa- 
tient selection.  Patients  with  mild  deficits  can  be  discharged 
home  and  receive  outpatient  therapy,  while  those  with  severe 
deficits  may  be  more  appropriate  for  subacute  or  skilled  nurs- 
ing facilities.  Too  often,  undue  rehabilitative  efforts  are  ex- 
pended on  the  most  severely  ill  patients,  who  can  benefit  least. 
The  following  poor  prognostic  indicators  have  been  identi- 
fied; (1)  initial  coma;  (2)  incontinence  persisting  beyond  two 
weeks;  (3)  complete  hemiplegia,  especially  when  accompa- 
nied by  sensory  loss;  (4)  severe  unilateral  neglect,  global 
aphasia  with  inability  to  follow  commands,  or  general  con- 
fusion; and  (5)  history  of  multiple  strokes.  None  of  these  fac- 
tors, however,  can  predict  poor  outcome  in  an  individual  pa- 
tient. More  practical  exclusion  criteria  for  admission  to 
inpatient  rehabilitation  units  include  (1)  somnolence  or  in- 
sufficient endurance  to  tolerate  therapy;  (2)  severe  neglect; 
(3)  confusion  or  aphasia  severe  enough  to  prevent  following 
commands  or  new  learning;  (4)  unstable  medical  problems; 
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TABLE  2 

PROGNOSTIC  G-SCORE 

* 

Criterion 

Point  Scores 

Complete  paralysis  of  any  limb 

1 point 

Motor  + sensory  + cortical  deficit 

1 point 

Initial  loss  of  consciousness 

1 point 

Drowsiness  at  24  hours 

1 point 

Age  <50 

1 point 

Age  50-75 

2 points 

Age  >75 

3 points 

Isolated  (pure  motor)  hemiparesis 

-1  point 

*From  Gompertz  et  al.8 


and  (5)  lack  of  a caregiver,  especially  if  independence  is  un- 
likely. Advanced  age  is  not  an  exclusion,  but  it  influences 
endurance  and  medical  stability.  Multivariate  models6  have 
added  little  to  these  general  points.  Reding  and  Potes7  re- 
ported that  patients  with  pure  motor  hemiparesis  walked  with 
assistance  at  12  weeks,  those  with  motor  and  sensory  or  vi- 
sual deficits  at  22  weeks,  and  those  with  all  three  deficits 
only  at  28  weeks.  Of  patients  with  pure  motor  hemiparesis, 
65%  were  independent  in  ADL  at  12  weeks,  while  only  10% 
of  those  with  all  three  deficits  regained  independence. 
Gompertz  et  als  compiled  a G-score  for  outcome  prediction; 
scores  of  1-2  were  associated  with  good,  3-4  intermediate, 
and  5-7  poor  outcome  (Table  2). 

Many  studies  have  examined  the  efficacy  of  rehabilita- 
tive therapy,  and  considerable  evidence  points  to  a benefi- 
cial effect  of  rehabilitation.  At  least  five  studies  have  com- 
pared patients  on  specialized  stroke  or  rehabilitation  units 
to  those  on  traditional  wards;  all  indicate  better  and  more 
rapid  recovery  in  the  specialized  units.9  A meta-analysis  by 
Ottenbacher  and  Jannell10  of  3,717  stroke  patients  in  36  stud- 
ies indicated  that  patients  treated  in  rehabilitation  programs 
fared  better  in  measures  of  gait,  upper  limb  function,  inde- 
pendence in  ADL,  and  visuospatial  function  than  those  not 
referred  to  such  programs.  Several  studies  also  indicated  a 
higher  percentage  of  home  discharge  and  return  to  work  in 
patients  undergoing  intensive  rehabilitation  programs. 

Speech  therapy  has  been  the  subject  of  many  studies.  At 
least  three  have  shown  that  patients  recover  better  and  faster 
with  speech  therapy  than  without  it.  Six  studies  comparing 
trained  speech  pathologists  with  informally  trained  therapists 
found  little  difference;  as  in  many  areas  of  rehabilitation,  ef- 
ficacy is  better  demonstrated  by  comparing  therapy  with  no 
therapy  than  by  comparing  specific  therapy  methods. 

A new  area  of  stroke  rehabilitation  is  the  use  of  drugs  to 
facilitate  neurologic  recovery.  Bromocriptine  has  been  used 
with  some  success  in  patients  with  non-fluent  aphasia,  and 
amphetamines  have  been  tried  in  patients  with  hemi-neglect. 
Physicians  should  try  to  avoid  medications  that  impede  re- 
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covery,  including  benzodiazepines,  barbiturates,  antihyper- 
tensive agents  such  as  clonidine  or  prazosin,  and  neuroleptics. 

Conclusion 

Over  350,000  patients  survive  strokes  each  year  in  the 
United  States,  and  increasing  resources  are  being  devoted  to 
stroke  rehabilitation.  Evidence  favors  intensive  rehabilitation 
programs  for  moderately  impaired  patients,  while  severely 
affected  patients  should  be  treated  in  subacute  or  skilled  nurs- 
ing facilities  until  their  progress  justifies  transfer  to  an  acute 
unit.  Efficacy  studies  of  specific  therapy  techniques  and  of 
intensive  vs.  subacute  therapy  programs  are  increasingly 
needed. □ 
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The  Journal 


Vanderbilt  Morning  Report 

Left  Ventricular  Pseudoaneurysm 
After  Myocardial  Infarction 


Case  Report 

A 59-year-old  man  was  admitted  to  the  Veterans  Admin- 
istration Medical  Center  complaining  of  shortness  of  breath. 
He  had  been  in  his  usual  state  of  health  until  approximately 
two  months  earlier  when  he  began  having  shortness  of  breath, 
dyspnea  on  exertion,  and  lower  extremity  swelling.  Two 
weeks  before  admission  he  had  paroxysmal  nocturnal  dyspnea 
with  two-pillow  orthopnea.  He  denied  chest  pain,  nausea, 
cough,  fever,  or  chills. 

He  had  hypertension  that  was  difficult  to  control  and  a 
seizure  disorder.  He  used  tobacco,  but  though  he  reported 
significant  alcohol  use  in  the  past  he  had  used  none  in  the 
previous  three  years.  His  medications  included  quinapril, 
nifedipine,  dilantin,  and  an  enteric-coated  aspirin. 

Physical  examination  showed  a man  in  moderate  respira- 
tory distress  with  a respiratory  rate  of  32/min.  His  tempera- 
ture was  96°F,  blood  pressure  140/85  mm  Hg,  and  heart  rate 
96/min.  His  jugular  venous  pressure  was  estimated  to  be  10 
cm  at  45  degrees  and  no  Kussmaul’s  sign.  Carotid  upstroke 
was  normal,  without  bruits.  The  lungs  had  rales  halfway  up 
bilaterally.  He  had  normal  first  and  second  heart  sounds  but  a 
prominent  Sv  a grade  2/6  systolic  murmur  at  the  apex  with 
radiation  to  the  axilla,  and  no  right  ventricular  heave.  Ab- 
dominal examination  was  without  hepatomegaly.  He  had  trace 
lower  extremity  pretibial  edema  bilaterally. 

Laboratory  findings  revealed  normal  renal  function,  a so- 
dium level  of  1 20  mEq/L,  potassium  level  5.0  mEq/L,  hema- 
tocrit 42%,  and  creatinine  phosphokinase  900  IU/L  with  a 
4%  mb  fraction.  Initial  arterial  blood  gas  analysis  while 
breathing  50%  face  mask  O,  revealed  a pH  of  7.29,  Pco,  53 
mm  Hg,  and  Po2  58  mm  Hg.  Portable  chest  x-ray  showed 
cardiomegaly,  increased  pulmonary  vascular  markings,  and 
Kerley  B lines  suggestive  of  pulmonary  edema.  Electrocar- 
diogram revealed  normal  sinus  rhythm,  left  atrial  abnormal- 
ity, poor  R wave  progression,  and  J-point  elevation  in  leads 
V | through  Vr 

The  patient  was  admitted  to  the  medical  intensive  care 
unit  for  management  of  his  congestive  heart  failure.  He  re- 
sponded nicely  to  intravenous  diuretics  and  supplemental  O,. 
Enzyme  studies  ruled  out  myocardial  infarction  and  he  was 
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transferred  to  a regular  bed  two  days  later.  Follow-up  PA 
and  lateral  chest  x-rays  showed  resolution  of  his  pulmonary 
edema,  although  the  lateral  view  showed  a large  bulge  in  the 
area  of  the  left  ventricle  that  was  suspicious  for  an  aneurysm. 
A two-dimensional  echocardiogram  revealed  a 10  X 4-cm 
posterior  left  ventricular  pseudoaneurysm  with  a 1 ,5-cm  neck. 
There  was  moderate  mitral  regurgitation  with  a preserved 
mitral  valve  annulus,  and  an  overall  ejection  fraction  of  30% 
to  40%.  A cardiac  catheterization  performed  in  anticipation 
of  surgery  showed  only  an  occluded  left  circumflex  artery. 
After  a successful  surgical  repair  of  his  pseudoaneurysm  and 
free  wall  perforation  his  postoperative  course  was  free  of 
complications,  and  he  was  discharged  home  ten  days  later. 

Discussion 

The  major  mechanical  complications  of  myocardial 
infarction  (MI)  are  generally  grouped  into  three  categories: 
cardiac  ruptures,  which  account  for  approximately  10%  to 
20%  of  all  deaths  after  MI,  papillary  muscle  dysfunction, 
and  aneurysm  formation.1  Myocardial  free  wall  rupture,  the 
most  common  rupture,  causes  sudden  cardiac  death  within 
the  first  one  to  two  weeks  after  MI.2  Papillary  muscle  and 
ventricular  septal  rupture  also  occur  within  the  first  week  or 
two  after  MI,  typically  with  sudden  hypotension,  pulmonary 
edema,  and  new  audible  murmurs.2  Papillary  muscle  dysfunc- 
tion manifests  itself  with  a new  apical  systolic  murmur,  but 
may  not  be  associated  with  significant  hemodynamic  insta- 
bility unless  severe  mitral  regurgitation  is  present.2  Ventricu- 
lar aneurysms  are  thought  to  complicate  approximately  7% 
of  MI,  and  may  lead  to  thrombus  formation,  refractory  con- 
gestive heart  failure,  and  ventricular  arrhythmias.2 

Rarely,  cardiac  free  wall  rupture  occurs  and  is  contained 
within  adherent  pericardium,  forming  a false  or  pseudo- 
aneurysm. The  distinguishing  features  of  pseudoaneurysms 
are  their  narrow  bases,  with  a wall  composition  entirely  of 
thrombus  and  fibrous  pericardium,  and  their  high  risk  of  sub- 
sequent rupture.2 Most  pseudoaneurysms  involve  the  inferior- 
posterior  wall  due  to  previous  inferior-posterior  transmural 
infarctions.2  Due  to  their  narrow  neck,  pseudoaneurysms  may 
continue  to  expand  with  exposure  to  the  pulsatile  forces  of 
each  ventricular  systolic  beat,  and  become  larger  than  the 
true  left  ventricular  chamber. 

Pseudoaneurysms  may  be  clinically  silent  or  cause  pro- 
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gressively  worsening  congestive  heart  failure,  an  abnormal 
bulge  on  chest  radiographs,  persistent  S-T  segment  elevation 
on  electrocardiograms,  or  new  systolic  murmurs.  Rarely, 
pseudoaneurysms  can  enlarge  enough  to  compress  adjacent 
structures  and  cause  dysphagia  or  hemoptysis.1  Two-dimen- 
sional echocardiography  has  become  a powerful  tool  in  estab- 
lishing the  diagnosis  instead  of  their  recognition  at  autopsy, 
as  in  the  past.  Nuclear  angiography,  contrast  ventriculography, 
and  magnetic  resonance  imaging  techniques  are  other  means 
of  establishing  the  diagnosis. 

Because  of  the  high  risk  of  pseudoaneurysm  rupture,  with 
death  usually  occurring  less  than  one  year  after  the  causative 
infarction,  surgical  repair  is  the  standard  treatment  of  choice.1 
Repair  involves  resection  of  the  aneurysm  and  appropriate 
coronary  bypass  grafting,  with  an  operative  mortality  esti- 
mated to  be  about  I0%.1  Komeda  and  David4  published  a 
series  of  1 2 patients  with  documented  left  ventricular  pseudo- 


aneurysms and  their  results.  Eight  patients  survived  and  re- 
mained well  with  average  follow-up  of  62  months.  The  four 
patients  who  died  all  had  mitral  valve  replacement,  indicat- 
ing that  patients  with  pseudoaneurysms  do  well  following 
repair  except  when  valve  replacement  was  necessary.  The 
present  case  provides  a nice  example  of  a rare  mechanical 
complication  after  MI  associated  with  significant  risk  of  rup- 
ture and  sudden  death,  which  when  detected,  can  often  be 
surgically  corrected  with  good  long-term  results. 
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Allopurinol  Hypersensitivity  Syndrome 


Case  Report 

A 60-year-old  woman  with  a history  of  ischemic  cardio- 
myopathy, chronic  renal  insufficiency,  gout,  and  previous 
cholecystectomy  complained  of  weakness  and  of  abdominal 
pain  that  was  postprandial  and  accompanied  by  diarrhea.  Her 
medications  included  digoxin,  furosemide,  enalapril,  allopu- 
rinol, and  sertraline.  Physical  examination  revealed  a thin, 
jaundiced  woman  in  moderate  distress  due  to  abdominal  pain. 
Her  initial  systolic  blood  pressure  was  40  mm  Hg  and  tem- 
perature was  95.2°F  orally.  The  lungs  were  clear  and  the  heart- 
beat was  rapid  but  regular.  The  abdomen  was  diffusely  ten- 
der without  peritoneal  signs,  and  the  bowel  sounds  were 
diminished.  The  stool  was  guaiac-positive.  A diffuse,  darkly 
erythematous  macular  rash  with  areas  of  confluence  was 
noted  on  her  trunk  and  upper  extremities. 

The  laboratory  examination  was  notable  for  total  bilirubin 
16.2  mg/dl,  alkaline  phosphatase  633  IU/L,  SGOT  69  IU/L, 
prothrombin  time  17  seconds,  creatinine  3.1  mg/dl,  BUN  62 
mg/dl,  WBC  count  18,000/cu  mm  with  50%  polymorphonu- 
clear leukocytes,  12%  lymphocytes,  and  32%  eosinophils. 

The  patient  was  resuscitated  with  fluids  and  pressors. 
Blood  and  urine  cultures  were  obtained  and  broad-spectrum 
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antibiotics  were  started  for  presumed  sepsis.  Abdominal  ul- 
trasound ruled  out  retained  common  bile  duct  stones  with 
cholangitis.  A surgical  consultation  was  obtained  because  of 
concern  for  possible  mesenteric  ischemia.  Serial  lactate  lev- 
els progressively  increased  and  her  abdomen  became  increas- 
ingly tender  over  the  next  few  hours  after  admission.  Explor- 
atory laparotomy  revealed  a well-perfused  bowel.  A liver 
biopsy  showed  steatosis  with  focal  hepatocellular  necrosis 
and  eosinophilic  infiltrates.  A subsequent  skin  biopsy  of  the 
rash  revealed  a perivascular  inflammatory  infiltrate  with  nu- 
merous eosinophils.  These  findings  were  consistent  with  a 
drug  reaction,  specifically  allopurinol  hypersensitivity  syn- 
drome (AHS).  With  withdrawal  of  allopurinol,  the  eosino- 
ph ilia  resolved  and  the  rash,  creatinine,  and  bilirubin  levels 
improved.  She  did,  however,  have  prolonged  impairment  of 
hepatic  synthesizing  capabilities  as  evidenced  by  a persis- 
tent coagulopathy  despite  corrective  therapy,  and  persistent 
hypoalbuminemia  despite  parenteral  nutrition. 

Discussion 

While  most  patients  tolerate  allopurinol  well,  2%  to  10% 
will  develop  adverse  reactions,  including  the  potentially  fa- 
tal AHS.1 : It  may  cause  a generalized  vasculitis  mediated  by 
immune  complex  formation,  but  AHS  does  occur  in  the  ab- 
sence of  vasculitis.  The  usual  manifestations  are  dermatitis 
(ranging  from  rash  to  toxic  epidermal  necrolysis),  hepato- 
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toxicity,  and  interstitial  nephritis.  Patients  with  AHS  may  ex- 
perience one  or  all  of  these  manifestations.  Fever  is  present 
in  95%  of  patients,  and  60%  have  eosinophilia.  Eighty  percent 
of  the  cases  reported  in  the  literature  have  occurred  in  patients 
with  impaired  renal  function.  In  addition,  approximately  50% 
to  60%  of  patients  with  AHS  are  receiving  concomitant  diu- 
retic therapy.1’3 

The  incidence  of  AHS  is  increased  in  patients  with  renal 
insufficiency  due  to  the  prolongation  of  the  half-life  of  the 
drug’s  metabolite,  oxipurinol.  Allopurinol  is  converted  to 
oxipurinol  within  four  hours  of  administration  of  a given  dose. 
Oxipurinol  binds  to  xanthine  oxidase,  preventing  formation 
of  uric  acid  from  xanthine  and  hypoxanthine.  Oxipurinol, 
which  is  renally  cleared,  has  a half-life  of  24  hours  in  pa- 
tients with  normal  renal  function.  In  patients  with  renal  im- 
pairment, the  half-life  may  be  prolonged  to  as  much  as  130 
hours.  Hande  et  aP  have  recommended  dosing  based  on  crea- 
tinine clearance  as  follows:  300  mg  daily  in  patients  with 
creatinine  clearance  100  ml/min,  200  mg  daily  for  creatinine 
clearance  of  60  mg/dl,  and  100  mg  every  other  day  in  pa- 
tients with  creatine  clearance  10  ml/min. 

Established  indications  for  allopurinol  are  symptomatic 


hyperuricemia  (gout  and  nephrolithiasis)  and  as  prophylaxis 
of  tumor  lysis  syndrome  in  patients  undergoing  chemother- 
apy. Although  not  an  established  indication,  52%  to  76%  of 
reported  cases  of  AHS  have  occurred  in  patients  being  treated 
for  asymptomatic  hyperuricemia.1,3 

Treatment  of  AHS  consists  of  withdrawal  of  the  drug  and 
supportive  care.  Glucocorticoids  have  been  of  anecdotal  ben- 
efit in  some  cases  but  have  not  been  shown  to  decrease  mor- 
tality.1,2 Although  rare,  AHS  is  potentially  lethal,  with  an  over- 
all mortality  of  about  25%. 4 Clinicians  should  be  aware  of 
this  syndrome  and  avoid  prescribing  allopurinol  for  asympto- 
matic hyperuricemia.  In  addition,  when  used  for  established 
indications,  allopurinol  should  be  dose-adjusted  for  creati- 
nine clearance,  especially  in  those  patients  also  receiving  di- 
uretic therapy.  □ 
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"EC/  is  pleased  to  be 
among  the  first  to  offer 
Inpatient  Physician  Services. 

This  program  allows 
primary  care  physicians  to 
be  more  productive,  while 
at  the  same  time 
decreasing  hospital  costs." 

President/CEO 
James  M.  Johnson,  MD,  FACEP 


A Partnership 

That  Works  For  Everyone 

ECl  and  its  affiliates  have  perfected  the  art  of  partnering  - with  hospitals, 
with  healthcare  professionals,  and  with  the  communities  they  serve.  For 
25  years,  ECl  and  its  affiliates  have  provided  excellence  in  patient  care 
management  services.  Regional  supervision,  accompanied  by  expert  national 
support,  assures  seamless  start-up  and  improvement  of  existing  programs. 

• Emergency  Department  Staffing  & Management 

• Inpatient  Physician  Services  (Hospital-Based  Internal  Medicine) 

• Occupational  Medicine  Clinic  Development,  Staffing  & Management 

• Urgent  Care  Clinic  Development,  Staffing  & Management 

• Interim  Medical  Staffing 

• Reimbursement,  Data  Capture  & Coding  Services 

For  details,  call: 

(800)  253-1345 

Emergency  Consultants,  Inc. 

2240  S.  Airport  Rd.Traverse  City,  Michigan  49684 
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Here's  Our  Agenda 

It’s  simple.  It’s  straightforward.  And  it  represents  the  future  of 
medicine.  The  American  Medical  Association  presented  to  the 
Republican  and  Democratic  leadership  this  agenda  for  the  upcom- 
ing 105th  Congress.  Your  AMA  membership  strengthens  our  voice 
in  support  of  physicians  and  their  patients. . . and  will  enhance  our 
efforts  to  turn  these  goals  into  reality. 

• Patient  Protections  Above  all,  preserve  the  ability  of  physicians  to 
act  as  advocates  for  their  individual  patients.  Do  not  allow  insurers 
to  “gag”  physicians  or  withhold  medically  necessary  treatments 
from  their  patients. 

• Medicare  Reform  Make  the  Medicare  program  solvent.  Expand 
patient  choice  of  plans.  Allow  future  growth  rates  that  cover 
patients  needs.  Retain  special  protection  for  the  vulnerable 
and  elderly. 

• Medical  Education  and  Research  Continue  to  support  medical 
education  and  research  so  we  can  find  cures  for  killers  such  as 
AIDS  and  cancer. 

• Public  Health  Problems  Expand  prevention  and  treatment 
programs  to  combat  AIDS,  drug  abuse,  smoking  and  violence. 

These  problems  cost  billions  of  dollars  and  millions  of  lives. 

• Liability  Reform  Enact  meaningful  liability  reform  to  ensure  fair 
compensation  to  patients  with  legitimate  claims  while  eliminating 
excessive  malpractice  awards  that  lead  to  defensive  medicine. 

Join  or  renew  your  membership  in  the  AMA  today  — 
call  800  AMA-321 1 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Years  of  Caring  for  the  Country 

1847  • 1997 


Co-uial  Livin'-'  JLiiie 


Come  see  for  yourself 
why  Jeremy  Cay  and 
Tloe  Hammocks  are 
two  of  coastal  South 
Carolina ’s  fastest 
selling  properties. 


Oceanfront, 
Creekside,  & 
Marshview 
Homesites 


. - 


Historic  Jeremy  Cay  at  Edingsville  Beach 
offers  South  Carolina’s  most  beautiful  ocean- 
front  and  oceanview  homesites.  Dirt  roads 
wind  lazily  among  oaks,  palmettos,  and  tidal 
lagoons,  and  offer  residents  some  of  the 
most  majestic  scenery  ever. 

It  is  a place  of  seclusion 
and  natural  beauty,  where 
families  can  enjoy  the  creeks, 
marshes,  and  two  miles  of 
private  beach  that  surround 
this  pristine  island. 


The  Hammocks  at  Jeremy  Inlet  draws  its 
name  from  the  geographic  term  “hammock,” 
which  is  used  to  describe  an  area  higher  than 
its  surroundings,  characterized  by  rich  soil  and 
hardwood  vegetation.  Here,  gigantic  oaks  rise 
proudly  above  these  magnifi- 
cent homesites  and  tropical 
vegetation  enhances  the  spec- 
tacular views  of  the  marsh, 
creek,  and  ocean.  Individual 
dock  sites  and  controlled 
access  provide  added  value. 


The  Savage  Company  • One  Hammocks  Way,  Edisto  Island,  SC  29438 
(803)  869-1556  • 1-800-475-1556  • FAX:  (803)  869-1557 


R.  Benton  Adkins  Jr.,  MD 

TMA’s  143rd  President 

In  a year  of  change  ranging  from  a new  format  for  TMA’s 
Annual  Meeting  to  a change  in  our  bylaws  to  accept  osteo- 
pathic physicians  as  full  members  in  the  Association,  from 
the  introduction  of  new  fraud  and  abuse  regulations  for  phy- 
sicians to  the  abolishment  of  gag  clauses  in  managed  care, 
TMA  welcomes  its  143rd  president,  R.  Benton  Adkins  Jr., 
MD,  from  Nashville. 

“In  preparation  for  my  term  in  office,  I have  identified  the 
overriding  objective.  A membership  organization  needs  mem- 
bers to  remain  strong  and  effective,”  Adkins  said.  “My  goal 
as  TMA  president  is  to  substantially  increase  the  number  of 
physicians  in  Tennessee  who  are  members  of  the  TMA,  es- 
pecially among  the  ranks  of  medical  school  faculty  and  among 
the  younger  physicians  . . . those  who  are  completing  their 
training  and  just  starting  their  medical  practice  in  our  state.” 

Dr.  Adkins,  who  is  a fellow  of  the  American  College  of 
Surgeons,  is  board  certified  by  the  American  Board  of  Sur- 
gery and  the  American  Board  of  Thoracic  Surgery. 

Dr.  Adkins  has  been  active  in  TMA  for  years  in  various 
roles.  He  was  a member  of  the  Board  of  Trustees  from  1989- 
1991,  serving  as  secretary/treasurer  in  1991.  He  played  an 
integral  role  in  the  selling  of  the  Louise  Avenue  property, 
and  signing  loans  and  contracts  for  the  construction  of  the 
TMA’s  new  headquarters.  He  also  has  been  a member  of  the 
TMA  Hospital  Medical  Staff  Section  and  the  Committee  on 
Emergency  Medical  Services. 

In  1983,  Dr.  Adkins  chaired  the  Nashville  Academy  of 
Medicine  (NAM)  delegation  to  TMA.  He  was  NAM’s  presi- 
dent in  1991,  and  in  1992  he  chaired  their  board  of  directors. 
He  was  director  of  Metropolitan  Nashville  Emergency  Medi- 
cal and  Ambulance  Services  for  several  years,  and  he  received 
the  NAM  Leadership  Award  in  1993. 

He  was  born  in  rural  Montgomery  County  and  received 
his  undergraduate  degree  at  Austin  Peay  State  College  in 
Clarksville,  Tenn.,  earned  his  medical  degree  from  Vander- 
bilt University  School  of  Medicine  in  Nashville  in  1958,  and 
completed  his  surgery  internship  at  Vanderbilt  in  1959.  Af- 
ter another  year  of  residency  at  Vanderbilt,  he  went  to  Baylor 
Medical  College  in  Houston  for  a year  of  general  and  vascu- 
lar surgical  residency.  He  then  returned  to  Vanderbilt  where 
in  1965  he  completed  residencies  in  general  and  thoracic 
surgery. 

Actively  involved  in  the  US  Air  Force  Reserves  and  Ten- 
nessee Air  National  Guard  since  1959,  Dr.  Adkins  was  pro- 
moted to  Colonel  in  1988.  He  has  received  the  Meritorious 
Service  Medal,  the  Air  Force  Achievement  Medal,  the  Air 
Force  Commendation  Medal,  and  finally  the  Armed  Forces 


Reserve  Medal  and  Air  Force  Longevity  Service  Ribbon  rec- 
ognizing his  34  years  of  participation.  He  was  State  Air  Sur- 
geon for  two  years  before  his  retirement  in  1993. 

Dr.  Adkins  has  served  as  president  of  the  Tennessee  chap- 
ter of  the  American  College  of  Surgeons,  the  Nashville  Sur- 
gical Society,  and  the  H.  William  Scott,  Jr.  Society.  He  was 
on  the  Board  of  Governors  of  the  American  College  of  Sur- 
geons for  six  years.  Dr.  Adkins  was  a Liaison  Fellow  of  the 
Commission  on  Cancer  for  the  Metropolitan  Nashville  Gen- 
eral Hospital  for  several  years,  when  he  was  surgeon-in-chief 
from  1977  to  1991 . 

He  was  a founding  member  of  (he  American  Association 
of  Clinical  Anatomists  in  1983,  and  will  become  its  presi- 
dent-elect in  July  1997.  He  is  also  a member  of  the  American 
Medical  Association,  American  Surgical  Association,  South- 
ern Surgical  Association,  Southeastern  Surgical  Congress,  and 
countless  other  societies. 

Currently,  Dr.  Adkins,  a full-time  faculty  member  at 
Vanderbilt  University  School  of  Medicine,  is  actively  involved 
with  teaching  anatomy  and  surgery,  has  a clinical  practice  of 
surgery,  has  written  numerous  articles  in  medical  and  surgi- 
cal journals,  and  has  just  finished  editing  the  2nd  edition  of 
his  textbook,  Surgical  Care  for  the  Elderly,  to  be  published 
by  Lippincott-Raven  in  August  1997. 

Dr.  Adkins  enjoys  duck  hunting  in  Arkansas  and  fishing 
at  Center  Hill  Lake,  and  he  raises  grapes  in  his  vineyard, 
where  last  year  he  harvested  32  tons.  He  and  his  wife,  Ruth, 
have  three  daughters — Lucy,  Bess,  and  Virginia;  and  two 
sons — Robert  III,  and  Charles. □ 
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News  and  Views 


TMA  Alliance  Report 


Partners  in  Medicine 

It  was  in  1991  that  I last  had  the  opportunity  to  write  an 
article  for  the  Journal  of  the  Tennessee  Medical  Association. 
That  article  was  written  in  my  position  as  president  of  the  Ten- 
nessee Medical  Association  Auxiliary.  There  have  been  many 
changes  since  that  time. 

As  I recall,  TMA  was  moving  into  new  headquarters  and 
was  very  generously  providing  office  space  for  our  first  part- 
time  executive  secretary.  Our  name  is  now  the  Tennessee  Medi- 
cal Association  Alliance,  and  I am  writing  as  president-elect  of 
the  American  Medical  Association  Alliance. 

With  these  and  many  other  changes  in  the  past  six  years, 
there  remains  one  constant.  Tennessee  physicians  continue  to 
deliver  excellent  health  care  and  Tennessee  physicians’  spouses 
continue  to  set  the  standard  for  volunteerism.  Thank  you  for 
your  participation  in  and  support  of  the  many  projects  of  our 
Alliance  as  we  all  work  to  improve  the  health  of  America.  It  is 
through  this  team  effort  that  we  reach  our  mutual  goals. 

Many  of  you  have  been  involved  on  some  level  in  our  first 
nationwide  health  promotion  SAVE  (Stop  America’s  Violence 
Everywhere).  The  response  to  that  program  has  been  overwhelm- 
ing with  more  than  700  alliance  programs  at  state  and  county 
levels.  With  a goal  of  ending  this  profound  health  epidemic, 
programs  have  included  everything  from  fund-raising  efforts  and 
legislative  initiatives  to  media/public  education  campaigns  and 
one-to-one  assistance. 

On  Oct.  9,  1996,  the  AM  A Alliance,  in  partnership  with  the 
AMA,  launched  a nationwide  campaign  called  SAVE-A-Shel- 
ter.  We  invited  state  and  county  medical  societies  and  alliances 
to  join  with  us  in  adopting  an  abuse  shelter,  transition  home, 
rape  crisis  center,  or  other  safe  haven  for  victims  of  violence 
and  abuse  in  their  communities.  It  was  no  surprise  that  Tennes- 
see physicians  and  spouses  joined  in  this  campaign  and  are  ac- 
tively involved  in  Stopping  America’s  Violence  Everywhere.  In 
fact,  Hamilton  County  Alliance  and  Bradley  County  Alliance 
received  the  Health  Awareness  Promotion  Award  in  the  Medi- 
cal Society  and  Alliance  sponsored  Health  Education  Project 
category  at  the  AMA  Alliance  Annual  Meeting  in  Chicago. 

Ensuring  that  the  physicians  of  tomorrow  receive  the  educa- 
tion they  need  today  is  another  commitment  of  your  Alliance. 
Since  we  began  our  national  fund-raising  in  1 95 1 , we  have  raised 
over  $65  million  for  AMA-ERF.  Tennessee  Alliance  members 
have  led  the  nation  in  those  fund-raising  efforts  for  20  years! 

Finally,  Alliance  members  in  Tennessee  and  across  the  na- 
tion work  hand-in-hand  with  medical  society  members  to  effect 
passage  of  rational  health  legislation  for  all  Americans — physi- 
cian and  patient. 

Your  Alliance,  made  up  of  physician  spouses,  male  and  fe- 
male, is  accomplishing  great  things,  but  we  need  increased  mem- 
bership to  be  able  to  do  more.  Just  as  you  support  the  practice 
of  medicine  with  your  involvement  in  the  TMA,  so  can  your 
spouse  support  with  membership  dues  the  good  that  we  do  as 
your  volunteers.  Please  encourage  your  spouse  to  get  involved 
either  with  time  or  with  the  important  support  that  comes  by 
adding  another  voice  just  by  paying  dues. 


The  TMA  and  the  TMA  Alliance,  along  with  physicians  and 
spouses  throughout  the  country,  are  involved  in  true  partnership 
that  produces  wonderful  results  with  even  greater  potential  for 
the  future. 

Johnnie  D.  Amonette 
President-Elect,  AMA  Alliance 


Letters  to  the  Editor 


Ask  TMA 

To  the  Editor: 

In  the  January  1997  issue  of  Tennessee  Medicine  there  was 
a question  from  a reader  in  the  “Ask  TMA”  section  about  duties 
of  the  physician  in  restricting  epileptics  from  driving  (Tenn  Med 
90:11,1997). 

I believe  the  answer  is  befuddled  and  inaccurate.  For  a long 
time  the  published  time  limit  from  the  last  “lapse”  to  the  return 
to  driving  in  Tennessee  has  been  widely  published  as  six  months, 
not  two  years  (see  chart  published  by  the  Epilepsy  Foundation 
of  America,  Epilepsy  Quarterly,  vol  2,  no  2,  winter  1994). 

I also  believe  that  current  legal  thinking  (and  common  sense) 
does  not  support  continued  patient  confidentiality  in  the  con- 
text of  a noncompliant,  or  suspected  noncompliant,  uncontrolled 
epileptic.  In  documentation  of  this  view,  I offer  the  following: 

In  1991  a consensus  conference  was  held  by  representatives 
of  the  American  Academy  of  Neurology,  the  American  Epilepsy 
Society,  and  the  Epilepsy  Foundation  of  America.  The  panel 
agreed  unanimously  on  a number  of  positions  and  these  were 
adopted  by  their  boards  of  directors.  These  positions  were  used 
to  generate  model  statutes  and  regulations  (I  presume  to  serve 
as  a guide  to  state  legislatures). 

Let  me  quote  the  provision  that  most  directly  applies  to  driv- 
ing privileges  and  the  reporting  of  an  epileptic  to  the  DMV: 
“The  physician  should  advise  patients  about  their  driving  risks 
and  about  the  requirements  of  the  Department  of  Motor 
Vehicles  ....  However,  if  the  patient  is  noncompliant  with  these 
provisions  and  is  endangering  the  public  by  continuing  to  drive, 
the  physician  may  report  such  a person  to  the  state  (in  such 
instances  the  physician’s  obligation  to  society  generally  super- 
sedes that  to  the  individual  patient.  Failure  to  report  such  a pa- 
tient could  in  certain  circumstances  lead  to  a liability  judgment 
against  the  physician).” 

By  analogy,  this  approach  could  apply  to  any  individual  with 
a disability  that  would  make  driving  dangerous  (i.e.,  severe 
Parkinson’s  disease,  stroke,  Alzheimer’s  disease). 

I have  at  hand  two  cases  involving  motor  vehicle  accidents 
caused  by  lapses  of  consciousness  wherein  physicians  have  suf- 
fered large  judgments  against  them.  There  probably  are  more  if 
one  does  a law  library  search. 

Jesse  A.  Lawrence,  MD 
7603  Southcrest  Drive  #203 
Southaven,  MS  38671 


Response 

We  greatly  appreciate  Dr.  Lawrence’s  critique  of  our  answer 
that  physicians  in  Tennessee  are  in  a precarious  legal  position 
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over  reporting  their  epileptic  patients  to  the  Tennessee  Depart- 
ment of  Safety’s  driver  licensing  agency.  Dr.  Lawrence’s  letter 
states  that  the  “lapse  free”  period,  before  an  epileptic  patient  is 
permitted  to  drive,  has  long  been  recognized  as  six  months  in 
Tennessee.  TMA  understands  that  the  Epilepsy  Foundation  of 
America,  as  well  as  many  Tennessee  physicians,  accepts  the 
six-month  period  as  accurate.  The  current  published  regulations 
of  the  Tennessee  Department  of  Safety,  Driver  Control  Divi- 
sion, however,  define  the  “lapse  free”  period  as  two  years  (or 
one  year  if  certain  conditions  are  met).  It  is  possible  that  the 
Department  of  Safety  changed  the  “lapse  free”  period,  but  failed 
to  publish  the  change  in  the  Official  Rules  and  Regulations  of 
the  State  of  Tennessee. 

We  re-checked  our  research  and  found  only  two  published 
cases  where  courts  considered  holding  physicians  liable  for  fail- 
ing to  report  epileptic  patients.  Both  cases  involved  two  of  the 
six  states  (Delaware  and  Pennsylvania)  that  had  mandatory  re- 
porting statutes.  (Tennessee  has  no  such  statute.)  Neither  case 
resulted  in  physician  liability.  Dr.  Lawrence  provided  us  with 
reports  of  two  California  cases,  the  first  of  which  resulted  in  a 
large  pre-trial  settlement,  and  the  second  in  a $3. 1 4-million  jury 
verdict  for  the  plaintiff.  The  doctor  in  the  second  case  was  later 
exonerated  when  the  appellate  court  reversed  the  judgment  in 
an  unpublished  opinion. 

Before  we  drafted  our  initial  answer,  we  contacted  the  Board 
of  Medical  Examiners’  staff  attorney  who  was  unable  to  prom- 
ise that  the  BME  would  not  prosecute  physicians  for  making 
such  reports.  The  attorney  felt  that  the  public  policy  might  sup- 
port such  reporting,  but  there  was  no  clear  statutory  permis- 
sion, or  immunity  for  making  the  report.  There  are  several  ex- 
ceptions to  the  confidentiality  rule  in  Tennessee,  including  cases 
involving  sexually  transmitted  diseases,  child  sex  abuse,  stu- 
dent drug  overdose,  elder  abuse,  etc.  (For  a complete  list,  see 
pages  124-125  of  TMA's  Physician  Guide  to  Health  Law  and 
Practice  Management.)  In  1993,  the  Tennessee  Supreme  Court 
carved  out  another  exception  in  the  duty  to  warn  by  holding 
that  physicians  who  treat  patients  for  Rocky  Mountain  Spotted 
Fever  are  duty  bound  to  warn  the  family  since  they,  too,  may 
have  contracted  the  disease.  Until  either  the  Tennessee  General 
Assembly  or  the  Supreme  Court  issues  a new  epileptic  report- 
ing exception,  the  answer  remains  unclear.  Whatever  physicians 
do  in  such  cases,  they  should  vigorously  document  the  medical 
record. 

The  public  safety  issues  are  profound.  State  Volunteer  Mu- 
tual Insurance  Company’s  Legal  Department  concurs  in  our  an- 
swer. Dr.  Lawrence  correctly  points  to  secondary  authority,  in- 
cluding the  American  Academy  of  Neurology  and  the  Ameri- 
can Epilepsy  Society,  calling  for  physicians  to  make  such  re- 
ports. The  AMA’s  ethical  guidelines  note  that  reports  of  patient 
conditions  should  be  made  to  appropriate  authorities  when  the 
law  so  requires.  AMA  Policy  15.958  recommends  careful  study 
by  federal  agencies  of  the  extent  and  relationship  between  sleep- 
related  and  other  medical  disorders  and  auto  accidents.  The  TMA 
Board  of  Trustees  at  their  next  quarterly  meeting  will  be  exam- 
ining the  issue  in  great  detail,  including  possible  legislative 
amendments  that  would  provide  for  permissive  reporting  with 
appropriate  civil  and  licensure  immunity  for  physicians. 

Marc  E.  Overlock 

TMA  Sr.  V.P.  and  General  Counsel 


In  Memoriam 


Verne  Elwood  Allen,  age  51.  Died  February  15,  1997.  Gradu- 
ate of  Temple  University  Medical  College.  Member  of  Nash- 
ville Academy  of  Medicine. 

Capt.  Michael  C.  Carver,  age  66.  Died  January  17,  1997. 
Graduate  of  University  of  Tennessee  College  of  Medicine.  Mem- 
ber of  Lakeway  Medical  Society. 

Thomas  Branson  Haltom,  age  77.  Died  January  24,  1997. 
Graduate  of  Vanderbilt  University  School  of  Medicine.  Mem- 
ber of  Nashville  Academy  of  Medicine. 

David  J.  Slagle,  age  74.  Died  January  12,  1997.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of  Carter 
County  Medical  Society. 

Vincent  T.  Young,  age  87.  Died  February  10,  1997.  Graduate 
of  McGill  University  Faculty  of  Medicine.  Member  of  Knox- 
ville Academy  of  Medicine. 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

CAMPBELL  COUNTY  MEDICAL  SOCIETY 

Jerry  B.  Lender,  MD,  Harrogate 

BEDFORD  COUNTY  MEDICAL  SOCIETY 

Stephen  H.  Miller,  MD,  Shelby ville 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

Philip  K.  Hoffman,  MD,  Maryville 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Paul  D.  Fawcett,  MD,  Cleveland 
Lisa  J.  Virostek,  MD,  Cleveland 

COCKE  COUNTY  MEDICAL  SOCIETY 

Joel  P.  Carpenter,  MD,  Newport 

COFFEE  COUNTY  MEDICAL  SOCIETY 

Mainuddin  Ahmed,  MD,  Tullahoma 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Kenneth  F.  Cofer,  MD,  Knoxville 
Michael  C.  Doody,  MD,  Knoxville 
Donald  W.  Parker,  MD,  Knoxville 
Wesley  K.  Payne,  MD,  Seymour 

MAURY  COUNTY  MEDICAL  SOCIETY 

Anthony  E.  Martin,  MD,  Columbia 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

William  D.  Shippen  Jr.,  MD,  Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 

William  G.  Bates,  MD,  Brentwood 
Philip  A.  Edelman,  MD,  Nashville 
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Randy  M.  Fox,  MD,  Nashville 
J.  B.  Hopper,  MD,  Nashville 
Juli  G.  Horton,  MD,  Nashville 
Mary  F.  Walker,  MD,  Nashville 
Kenneth  W.  Wyman,  MD,  Nashville 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

Mark  A.  Jones,  MD,  Dyersburg 

SMITH  COUNTY  MEDICAL  SOCIETY 

Richard  J.  West,  MD,  Carthage 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Anthony  D.  Seaton,  MD,  Kingsport 

SUMNER  COUNTY  MEDICAL  SOCIETY 

John  A.  Stewart,  MD,  Hendersonville 

WASHINGTON-UNICOI-JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Robert  G.  Dunworth,  MD,  Gray 
William  A.  Walker,  MD,  Johnson  City 


Personal  News 


Bernard  L.  Burgess,  MD,  Franklin,  has  been  certified  as  a Dip- 
lomate  of  the  American  Board  of  Surgery. 

Erika  Hazard  Creech,  MD,  Henderson,  has  been  certified  as  a 
Diplomate  of  the  American  Board  of  Family  Practice. 

Harry  A.  Zain,  MD,  Morristown,  has  been  certified  as  a Dip- 
lomate of  the  American  Board  of  Obstetrics  and  Gynecology. 


Board  of  Medical  Examiners 


Minutes  - January,  1997 

Name:  Jerry  U.  Carter,  MD  (Dyersburg) 

Violation:  Unprofessional  conduct;  dispensing,  prescribing, 
or  otherwise  distributing  controlled  substances  in  amounts  and/ 
or  durations  not  medically  necessary,  advisable,  or  justified  for 
a diagnosed  condition. 

Action:  Per  agreed  order,  must  attend  course  on  prescribing 
practices  and  seminar  on  chronic  pain  management;  must  main- 
tain advocacy  of  the  Tennessee  Medical  Foundation’s  Physi- 
cian Health  Program  and  maintain  stronger  continued  monitor- 
ing as  recommended  by  the  program;  must  hire  or  associate 
with  another  physician,  nurse  practitioner,  or  physician  assis- 
tant within  18  months;  must  submit  a written  request  to  any 
third-party  payor  to  bill  under  another  code  if  no  specific  or 
established  code  exists  under  which  to  bill  a procedure  or  test. 

Name:  David  R.  Congdon,  MD  (Ripley) 

Violation:  Failure  to  comply  with  terms  of  1995  disciplinary 
order. 

Action:  License  revoked;  assessed  civil  penalty  of  $ 1 ,000. 


Name:  Richard  W.  Feldman,  MD  (Nashville) 

Violation:  Unprofessional,  dishonorable,  or  unethical  conduct. 
Action:  License  placed  on  probation  for  one  year;  must  ob- 
tain advocacy  of  TMF  Physician  Health  Program  within  90  days; 
assessed  civil  penalty  of  $2,500. 

Name:  Bruce  M.  Gipson,  MD  (Shelby  ville) 

Violation:  Engaging  in  the  practice  of  medicine  when  men- 
tally or  physically  unable  to  safely  do  so;  unprofessional,  dis- 
honorable, or  unethical  conduct;  gross  malpractice,  or  a pattern 
of  continued  or  repeated  malpractice,  ignorance,  negligence,  or 
incompetence  in  the  course  of  medical  practice;  drug  or  alcohol 
abuse. 

Action:  Per  agreed  order,  license  placed  on  probation  for  a 
minimum  of  two  years;  restricted  from  performing  surgical  pro- 
cedures of  any  kind  during  probation;  must  obtain  advocacy  of 
TMF  Physician  Health  Program. 

Name:  Paul  A.  Ironside  Jr.,  MD  (Morristown) 

Violation:  Failure  to  disclose  previous  loss  or  restriction  of 
hospital  privileges  on  Tennessee  medical  license  application. 
Action:  Per  agreed  order,  assessed  civil  penalty  of  $1,500. 

Name:  Joseph  Aaron  King,  MD  (Rochester,  IN) 

Violation:  Disciplinary  action  taken  in  Indiana  for  drug  and/ 
or  alcohol  addiction  and  fraud  or  material  deception  in  the  course 
of  professional  services  or  activities. 

Action:  Per  agreed  order,  license  placed  on  probation  for  such 
period  of  time  as  licensee  is  on  probation  in  Indiana. 

Name:  Melissa  L.  F.  Knuckles,  MD  (Corbin,  KY) 

Violation:  Disciplinary  action  taken  in  Kentucky  for  unethi- 
cal conduct. 

Action:  Per  agreed  order,  license  placed  on  probation  for  five 
years  to  run  concurrently  with  the  probation  in  Kentucky;  as- 
sessed civil  penalty  of  $1,000. 

Name:  Thomas  C.  Naney,  MD  (Knoxville) 

Violation:  Prescribing  amphetamine-like  substances  for 
weight  loss  in  violation  of  the  Board’s  rules. 

Action:  Per  agreed  order,  license  placed  on  probation  for  one 
year;  assessed  civil  penalty  of  $250. 


CME  Opportunities | 

TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization 
conducting  such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 

Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
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preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 


Special  Conferences/ Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

May  2-3  Stroboscopic  Findings  and  Voice  Intervention 
May  15-18  1 4th  Annual  Family  Medicine  Review 

May  22-24  Radiology  Sonography  Symposium 
May  25-29  1 4th  International  Congress  of  Nephrology — Sydney, 

Australia 

June  15-19  Diagnostic  Radiology/Medical  Imaging — Aspen,  CO 
July  4-6  Sonography/Doppler  Symposium — Asheville,  NC 
July  14-18  20th  Annual  Contemporary  Clinical  Neurology — 
Hilton  Head,  SC 

Aug.  7-8  Endoscopic  Sinus  Surgery  Workshop 
Aug.  14-16  Pulmonary/Critical  Care/Emergency  Medicine 
Sept.  19-20  Stroboscopic  Findings  and  Voice  Intervention 
Oct.  9- 1 2 3rd  Annual  Neonatology  Symposium — Asheville,  NC 
Dec.  5-6  23rd  Annual  High-Risk  Obstetrics  Seminar 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-82 1 1 MCN,  Nashville,  TN  37232,  Tel.  (6 1 5 ) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 

Memphis 

June  6-7  1997  General  Surgery  Update 

Aug.  4-9  Contemporary  Issues  in  Ob/Gyn — Destin,  Fla. 

Sept.  25-26  28th  Memphis  Conference  on  the  Newborn 
Oct.  25-28  International  Conference  on  Fetal  and  Neonatal 
Measurements 


June  6-10 
June  12-14 


June  18-21 
Oct.  16-17 
Dec.  4-5 


Knoxville 

13th  Alzheimer’s  Disease  Symposium — Gatlinburg 
42nd  Great  Smoky  Mountains  Pediatric  Seminar — 
Gatlinburg 

Chattanooga 
Family  Medicine 
Aging  Patient 
Internal  Medicine  Update 


For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


AIRPLANE  PARTNER  WANTED 

Looking  for  part  interest  or  partnership  for 
aircraft.  Will  split  cost  and  time. 

Call  Blair  Durham  at  Bart  Durham  Injury  & 
Accident  Law  Offices  in  Nashville. 

(615)  242-9000 


Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physicians  to 
participate  in  the  service’s  activities  for  a period  of  one  day  to  one 
week.  This  program  provides  an  opportunity  for  physicians  to  study 
in  depth  for  a specified  period.  The  schedule  of  activities  is 
individualized  in  response  to  the  physician’s  request  by  the 
participating  department.  The  experience  includes  conferences,  ward 
rounds,  audiovisual  materials  and  contact  with  patients,  residents 
and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical  College. 
Credit:  AMA  Category  1 of  the  Physician’s  Recognition  Award, 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Henry  A.  Moses, 
PhD.,  Director  of  Continuing  Education,  Meharry  Medical  College, 
1005  D.B.Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 


East  Tennessee  State  University 

Aug.  2-3  Southwest  Virginia  Pediatric  Conference 
Nov.  1-2  Pumpkin  Patch  Pediatric  Conference 

Nov.  2 Women’s  Health  Conference 

For  information  contact  Office  of  Continuing  Medical  Educa- 
tion, James  H.  Quillen  College  of  Medicine,  East  Tennessee  State 
University,  PO  Box  70559,  Johnson  City,  TN  37614,  Tel.  (423) 
929-4341. 


Care,  Inc. 


YOUR  BEST  MOVE  FOR 


LOCUM  TENENS 


• Nationwide  opportunities 

• Government  settings  available 

• Occurrence  malpractice 

• Paid  travel,  licensure,  lodging 

Ask  for : 

John  Moberly,  ext.  2381  or 
Melanie  McReynolds,  ext.  2387 


(800)  685-2272 

http:Hivww.locumsnet.com 


Staff  Care  is  proud  to  sponsor 
the  Country  Doctor  of  the  Year  Award 


Unable  to  place  J-1  orH-1  physicians 
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TN  DEPARTMENT  OF  MENTAL  HEALTH 
MENTAL  RETARDATION 

Full-time  practice  positions  available  in  Greeneville,  Nashville,  and  Arlington.  Salary  potential 
up  to  $1 40,000  based  on  specialty  and  experience.  Preferred  specialty  in  Psychiatry,  Internal 
Medicine,  or  Family  Practice.  Physicians  with  a two-year  fellowship  in  Developmental 
Disabilities  encouraged  to  apply,  other  specialties  will  be  considered. 

SEND  RESUME  OR  CONTACT 

Steve  Roth,  Superintendent 
‘Clover  Bottom  Developmental  Center 
275  Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)  231-5372 
FAX:  (615)  231-5396 

Max  Jackson,  Superintendent 
‘Arlington  Developmental  Center 
11293  Memphis-Arlington  Road 
Arlington,  TN  38002-5022 
Telephone:  (901)  867-5022 
FAX:  (901)  867-5026 

Robert  Erb,  Superintendent 
‘Greene  Valley  Developmental  Center 
P.O.  Box  910 

Greeneville,  TN  37744-0910 
Telephone:  (423)  787-6568 
FAX:  (423)  787-6574 

Pat  Womack,  Recruitment 
710  James  Robertson  Parkway 
1 1th  Floor  Gateway  Plaza 
Nashville,  TN  37243 
Telephone:  (615)  532-6580 
(615)231-5374 
FAX:  (615)  741-4567 

These  24-hour  facilities  are  stable  and  challenging  settings  serving  children  and  adults  who 
have  developmental  disabilities.  BENEFITS  include:  professional  liability  coverage, 
comprehensive  individual  benefits  valued  at  an  additional  25%  to  salary,  academic  affiliations, 
work  with  an  excellent  team  of  professionals,  and  financial  assistance  with  job  interviews 
and  relocation  expense. 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35 
for  the  first  50  words  ($25  for  TMA  members),  25  cents 
for  each  additional  word.  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  numbers,  groups  of 
numbers,  hyphenated  words,  and  abbreviations.  Advertis- 
ers may  utilize  a box  number  for  confidentiality,  if  desired, 
in  care  of  Tennessee  Medicine,  PO  Box  120909,  Nash- 
ville, TN  37212-0909.  Use  of  this  box  in  an  ad  will  add 
eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the 
2nd  month  preceding  the  desired  month  of  publication, 
and  will  be  subject  to  approval.  No  phone  orders  will  be 
accepted.  Payment  must  accompany  order.  Each  listing 
will  be  removed  after  its  first  publication  unless  otherwise 
instructed.  Fee-for-service  agency  advertisements  are  not 
accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box 
120909,  2301  21st  Ave.  South,  Nashville,  TN  37212-0909. 
Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

PHYSICIAN  NEEDED — Part  time  8-16  hours  per  week  in  Mem- 
phis for  histories  and  physicals.  Fax  CV  to  (615)  327-1774  or 
call  (615)  327-1720. 


PRIMARY  CARE  PHYSICIAN  opening  available  for  a flexible, 
independent  physician.  Loudon  County,  near  Knoxville.  Com- 
pletely equipped  facility.  Physician  retiring.  Please  send  CV  to 
The  Medical  Center,  901  Grove  Street,  Loudon,  TN  37774  or  fax 
to  (423)  458-9412. 


STERLING 

HEALTHCARE  GROUP  © 

EMERGENCY  MEDICINE 
OPPORTUNITIES— TENNESSEE 


Directorship,  Full-time  and  Part-time 

'Very  Competitive  Remuneration 
'Flexible  Scheduling 
'Independent  Contractor  Status 
‘Paid  Malpractice  with  Extended  Coverage 
'Group  philosophy  with  support  of  national  company 
'NO  RESTRICTIVE  COVENANTS 
Please  contact  Kristie  Smith 
1-800-874-4053  or  fax  CV  to  (419)  249-6520 


Rural  Areas  Seeking 
Primary  Care  Physicians 

Rural  Health  Services  Consortium,  Inc.,  which  operates  nine 
medical  centers  located  in  the  scenic  mountains  of  Northeast 
Tennessee,  is  accepting  CVs  from  physicians.  These  health 
care  centers  offer  competitive  wages  and  superior  benefits. 
This  consists  of  401 K,  mileage  reimbursement,  paid  malprac- 
tice insurance,  continuing  medical  education,  ten  official  holi- 
days off  with  pay,  and  relocation  is  available. 

If  interested  in  becoming  a part  of  our  work  team,  mail  CVs  to 
Ms.  Misty  Trent,  Rural  Health  Services  Consortium,  Inc.,  3825 
Hwy.  66  South,  Rogersville,  TN  37857.  Phone  (423)  272-9163, 
fax  (423)  272-4980,  e-mail  address  rhscmis@planetc.com. 
EOE 


COLUMBIA  OPPORTUNITIES 
NORTHEASTTENNESSEE 

NORTHEAST  TENNESSEE  POSITIONS  AVAILABLE — All  located  in  the  same  area.  Family-oriented  community,  lo- 
cated in  the  beauty  of  the  mountains  and  lakes.  Population  52,000. 

#1  Need  three  Family  Practice  physicians  to  join  a practice  of  five  already  established  primary  care  physicians.  The 
practice  will  pay  you  an  exceptional  base  salary,  superior  benefits,  plus  incentives.  Excellent  call  schedule! 

#2  Primary  Care  physician  who  does  OB  seeking  partner  for  private  practice.  Will  discuss  salary  guarantee  for  your 
first  year  and  other  incentives. 

#3  Family  Practice,  IM/Peds,  or  Peds  physicians  to  join  an  already  established  group,  seeking  to  form  multispecialty 
group.  Will  discuss  either  salaried  or  guarantee  assistance. 

#4  Two  Family  Practice  physicians  to  join  two  other  established  physicians  in  a small  town  of  15,000  with  a service 
area  of  52,000. 

#5  Bone  and  Joint  Specialty  Clinic  needs  Orthopaedic  Surgeon  to  join  two  other,  already  established  Orthopaedic 
Surgeons  in  private  practice. 

#6  Large,  highly  respected,  ten-physician  Internal  Medicine  Group  looking  to  add  another  physician  to  their  private 
practice. 

#7  Need  OB/GYN  physician  to  join  eight  physicians  in  private  practice.  Beautiful  office  space  available  with  excellent 
access  to  hospital  patients.  Fantastic  opportunity! 

For  more  information  and  confidential  consideration  on  any  of  the  positions  listed  above,  please  contact: 

Anne  Heivey,  Director  of  Physician  Services 
Columbia  North  Side  Hospital 
Columbia  Sycamore  Shoals  Hospital 
Johnson  City  Specialty  Hospitals 
Phone  (423)  854-5805 
Fax  (423)  854-5748 
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List  of  Advertisers 


SEEKING 


GASTROENTEROLOGIST 


Large  multispeciaity  clinic 
South  Mississippi 

Share  call  with  two 
Board  Certified  Gastroenterologists 

245-bed  Regional  Medical  Center 
Serving  approximate  population  of 
120,000 


Call  Administrator 
1-800-656-7519 


Astra  Merck 143 

Bristol-Myers  Squibb  Company 124 

Carolyn  Avery  & Associates,  Inc 149 

Columbia/HCA  Hospitals 161 

Emergency  Consultants,  Inc 152 

First  Tennessee  Bank 122 

Hoover  & Associates 133 

Jeremy  Cay,  Edisto  Island 154 

MAG  Mutual  Insurance  Group 1 18 

Pfizer 134 

Pharmaceutical  Research  and  Manufacturers  Assn 163 

Rural  Health  Services  Corsortium,  Inc 161 

Smith  Barney 131 

Staff  Care,  Inc 159 

State  Volunteer  Mutual  Insurance  Company 164 

Sterling  Healthcare  Group 161 

Team  Health 162 

Tennessee  Consultation  Center 121 

TMA  Physician  Services,  Inc 127 

TN  Dept,  of  Mental  Health/Mental  Retardation 160 

U.S.  Air  Force 120 

U.S.  Air  Force  Reserve 142 


Team  Health  has  Immediate  Opportunities 


T ri-Cities* 


Nashvilie*  Knoxvi||e. 
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Directorships  & Regular  Staffing  Opportunities 

Greater  Chattanooga  Area  — Annual  ED  patient  volumes  for 
these  facilities  in  the  Chattanooga  area  range  from  12,000  to  18,000. 
Chattanooga  is  home  to  the  Tennessee  Aquarium  and  the  Chatta- 
nooga Choo  Choo. 
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area  have  annual  ED  patient  volumes  ranging  from  12,000  to 
40,000.  Knoxville  is  located  in  the  foothills  of  the  Smoky  Mountains 
in  beautiful  East  Tennessee. 

Greater  Nashville  Area  — This  area  has  several  facilities  with 
ED  volumes  ranging  from  18,000  to  30,000.  There’s  never  a dull 
moment  with  all  of  the  recreational  and  cultural  opportunities 
provided  by  Tennessee’s  state  capital. 

Tri-cities  Area  — Approximate  annual  ED  patient  volume 
for  these  facilities  is  18,000  to  23,000.  The  Tri-cities  area  is 
nestled  in  the  foothills  of  the  Appalachian  and  Great  Smoky 
Mountains  of  northeast  Tennessee. 


Team  Health  is  seeking  EM,  IM  or  FP  physicians  for  these 
emergency  medicine  opportunities.  We  offer  competitive 
compensation,  flexible  scheduling  with  no  on-call  and  paid 
malpractice  insurance. 


For  more  information  about  these 
opportunities,  call  Lee  Ann  Long  at 

1.800-909-8366 
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INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
tor, John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover 
letter  should  identify  one  author  as  correspondent  and  should  include  his  complete 
address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must 
be  typewritten,  double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow 
wide  margins  on  each  page  to  facilitate  editing.  Pages  should  be  numbered  and 
clipped  together  but  not  bound  Along  with  the  typed  manuscripts,  we  encourage 
you  to  submit  an  IBM-compatible  3-1/2“  high-density  diskette  containing  the 
manuscript  in  WordPerfect  or  ASCII  format;  the  transmittal  letter  should  identify 
the  format  used. 

Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medi- 
cine is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  prop- 
erty of  Tennessee  Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a 
condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright  owner- 
ship of  such  material  to  Tennessee  Medicine.  No  contribution  will  be  published 
unless  such  a conveyance  is  made. 

References — References  should  be  limited  to  20  for  major  communications  and  10 
for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive 
order,  not  alphabetically.  Personal  communications  and  unpublished  data  should  be 
included  only  within  the  text.  The  following  data  should  be  typed  on  a separate  sheet 
at  the  end  of  the  paper:  names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last 
pages,  and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  al: 
Cancer  in  parents  of  children  with  cancer.  N Engl  J Med  333:1594-1599,  1995. 
Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be 
identified  on  the  back  with  the  author’s  name,  the  figure  number,  and  the  word 
"top,"  and  must  be  accompanied  by  descriptive  legends  typed  on  a separate  sheet. 
Tables  should  be  typed  on  separate  sheets,  be  numbered,  and  have  adequately 
descriptive  titles.  Each  illustration  and  table  must  be  cited  in  numerically  con- 
secutive order  in  the  text.  The  Editor  will  determine  the  number  of  illustrations  and 
tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement 
from  both  the  author  and  publisher  giving  Tennessee  Medicine  permission  to  repro- 
duce them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspon- 
dent author  before  publication. 
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If  You  Treat 


TennCare 

Patients 


Get  The  Guides  That  Can  Help 


New  Grievance  rules  set  specie  criteria 
for  MOTBHO  appeals  and  patent  rights. 

“How  To  Make  Sure  Your  TennCare  Patients  Get  The  Care  You  Order” 

is  a practical  guide  to  TennCare’s  new  grievance  rules  that  includes  a quick 
reference  chart  to  help  your  staff  advise  patients  of  their  rights.  Patient 
brochures,  “Getting  Just  What  Your  Doctor  Ordered,”  are  available  as  well 
for  your  practice. 

Both  complimentary  guides  may  be  obtained  through  pharmaceutical 
company  representatives.  In  addition,  Voluntary  Health  Agencies  across  the 
state  will  have  patient  brochures  for  public  distribution. 

TennCare’s  new  grievance  rules  are  a positive  step  for  patients. 
Please  make  sure  your  office  staff  and  patients  know  how  to  use  them. 


A Public  Service  Project  Sponsored  By 

National  Voluntary  Health  Agencies  of  Tennessee  ■ Tennessee  Medical  Association 
Pharmaceutical  Research  and  Manufacturers  of  America/PhRMA 
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p racticing  medicine  is  exciting  enough  without  having  to 
face  the  prospect  of  catastrophic  litigation.  Let  the 
insurance  professionals  at  physician  owned  and  operated 
State  Volunteer  Mutual  Insurance  Company  help  keep  your 
stress  level  in  check.  For  20  years,  our  financial  strength 
and  security,  powerfully  demonstrated  by  an  outstanding 
rating,  has  helped  physicians  endure  an  increasingly  hostile 
legal  environment.  Join  the  more  than  9,000  practicing 
physicians  who  have  chosen  SVMIC  as  their  malpractice 
insurer.  It’ll  do  your  heart  good. 


Visit  our  new  WebSite  at:  http://www.svmic.com 


STATE  VOLUNTEER  MUTUAL  INSURANCE  COMPANY 


For  more  information,  contact  Randy  Meador 
P.O.  Box  1065 
Brentwood,  TN  37024-1065 

1-800-342-2239  or  (615)  377-1999  • FAX  (615)  377-9192 
e-mail  address:  svmic@svmic.com 


Tennessee 

Medicine 


.1  OURNAL  0 I I 1 1 E T E N N E S S E E M E I)  [ C A L ASSOCIATION 


NTHIS  ISSUE 

► AreTennCare 
Patients  Worse  Off 
Than  Private  Pay? 

183 

► Ask  TMA  . . . 
Treating  Minors 

178 


cr^i 

<C 


i 


CT*  <*a  > J 


kz>  »x»  a.«  —•«  -car 
o*  :x:  cr:i  — * c: q 


AN  ACT  to  amend  Tennessee  Code  Annotated,  Tide  56;  Title  63 

Chapters  3,  5,  6,  8,  9,  and  1 0,  and  Title  68,  Chapter  1 1 . to 
enact  the  Patient  Advocacy  Act  of  1 997 


Code  Annotated,  Title  56 


! i-.-Aa  a :.-of':.'f.r:a'y  ; 


ined  amount  of  money  per  i 


ie  of  the  cha 


care  provider.  The  copaym 


rendered.ThfecocavmentT  \ 

. i 

(2) ‘Credentials*  or 


Filed  for  intro  on  02/24/9? 


BE  IT  ENA® 


codified  as 


iil  be  known  as  the  Patient  Advocacy  Act  of  1 997  and  shall  be 


HEALTH  SCIENCES  LIBRARY 
UNIVERSITY  OF  MARYLAND.  AT 


(3)  ‘Gatekeeper  syjton'  rnejans  a 
benefits  plan  in  which  a pnife.?v 


BALTIMORE 


MAY  2 199? 


Patient  Advocacy  Act  of  1997 


James  R.  Lyle  Jonathan  I.  Katz 

President  Regional  Sales  Manager 

Healthcare  Consultants  MAG  Mutual  Insurance 

of  America,  Inc.  Company 


Carol  A.  Quaif 
Vice  President 
MAG  Mutual  Insurance 
Agency,  Ltd. 


Michael  C.  McGeehan 
Senior  Advanced  Underwriter 
MAG  Mutual  Financial 
Services,  Inc. 


Tom  Harkins 
Senior  Account  Executive 
MAG  Mutual  Insurance 
Company 


We're  Not  Actually  Physicians, 
But  We  Do  Know  How  To  Operate. 


MAG  Mutual  Insurance 
Company  is  as  close  to  the  health- 
care community  as  any  group  of 
people  can  be  without  actually 
practicing  medicine. 

We  were  formed  by  physicians. 
We  are  directed  by  physicians  and 
healthcare  executives.  We  are  owned 
by  our  physician,  hospital  and 
managed  care  organization  policy- 
holders. And  the  needs  of 
these  groups  are  our  exclusive 
focus.  We  know  how  to 
operate  in  this  arena. 
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strong  reputation 
as  a medical  pro- 
fessional liability 


insurance  company  and  along  with 
our  affiliate  companies  of  the  MAG 
Mutual  Group,  we  also  provide 
physicians  with  a complete  range  of 
office  and  workers'  compensation 
coverages,  group  health  insurance, 
practice  management  consulting 
and  physician  billing  services. 

This  impressive  array  of  prod- 
ucts, services  and  benefits  provides 
a one-stop  shop  for  physicians. 

More  than  6,300  physi- 
cians approve  of  how  we 
operate.  Now  we  welcome 
the  opportunity  to  prove 

ourselves  to  you. 
For  information, 
cab  1-800-282-4882. 
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Oceanfront, 
Creekside,  & 
Marshview 
Homesites 


Come  see  for  you  rself 
why  Jeremy  Cay  and 
The  Hammocks  are 
two  of  coastal  South 
Carolina ’s  fastest 
selling  properties. 


Coujial 


Historic  Jeremy  Cay  at  Edingsville  Beach 
offers  South  Carolina’s  most  beautiful  ocean- 
front  and  oceanview  homesites.  Dirt  roads 
wind  lazily  among  oaks,  palmettos,  and  tidal 
lagoons,  and  offer  residents  some  of  the 
most  majestic  scenery  ever. 

It  is  a place  of  seclusion 
and  natural  beauty,  where 
families  can  enjoy  the  creeks, 
marshes,  and  two  miles  of 
private  beach  that  surround 
this  pristine  island. 


The  Hammocks  at  Jeremy  Inlet  draws  its 
name  from  the  geographic  term  “hammock,” 
which  is  used  to  describe  an  area  higher  than 
its  surroundings,  characterized  by  rich  soil  and 
hardwood  vegetation.  Here,  gigantic  oaks  rise 
proudly  above  these  magnifi- 
cent homesites  and  tropical 
vegetation  enhances  the  spec- 
tacular views  of  the  marsh, 
creek,  and  ocean.  Individual 
dock  sites  and  controlled 
access  provide  added  value. 


The  Savage  Company  • One  Hammocks  Way,  Edisto  Island,  SC  29438 
(803)  869-1356  • 1-800-475-1556  • FAX:  (803)  869-1557 


President’s  Comments 


R.  Benton  Adkins,  MD 


Our  Future:  In  Wliose  Hands? 


Many  have  wondered  and  some  have  asked  why  any  sane  person  would  want  to  be  involved 
in  medical  politics  today.  It  is  also  surprising  to  many  of  those  same  people  that  there  are  so 
many  applicants  to  medical  school  today.  It  is  a frustrating  time  for  physicians,  because  many 
things  about  the  practice  of  medicine  as  we  have  known  it  have  changed  in  the  recent  past,  and 
even  more  changes  are  on  the  way.  Medical  care,  research,  and  all  of  the  ramifications  of  medi- 
cine have  become  almost  as  popular  as  sports  as  a topic  of  conversation.  Everyone  seems  to 
want  a share  of  what  we  have  to  offer.  Cloning,  fitness,  wellness,  aging,  and  managed  care  are 
all  things  about  which  people  are  concerned,  and  in  which  they  are  most  interested.  A few  new 
players  and  several  old  ones  vie  for  some  of  the  action.  And  then  there  is  right  to  life,  right  to 
death,  alternative  care,  homeopathy,  biofeedback,  assisted  suicide,  and  psychic  healing. 

Competition  among  physicians  and  between  physicians  and  other  “providers”  is  also  be- 
coming fierce.  Primary  care  physicians  are  being  encouraged  to  limit  referrals  to  “specialists,” 
and  specialists  are  looking  for  more  cost-effective  ways  to  deliver  “special”  care. 

Medical  education  has  become  insanely  expensive  and  the  usual  sources  of  funding  are 
scarce.  At  the  same  time,  medical  schools  and  teaching  hospitals  are  being  paid  not  to  train  any 
more  physicians  (Bruce  Vladeck  of  HCFA  in  the  New  York  Times , Feb.  18,  1997).  It  was  not  too 
long  ago  that  medical  schools  were  being  paid  a lot  of  money  per  year  per  student  to  increase 
their  number  of  medical  students,  and  at  the  same  time  the  U.S.  government  paid  the  major  part 
of  building  25  new  schools.  Now  the  profession  is  perceived  as  being  too  big.  This  seems  to  me 
to  indicate  that  the  U.S.  government  is  a poor  judge  of  what  our  profession  needs  and  how  to 
manage  it.  It  also  seems  that  they  have  not  lost  any  of  their  enthusiasm  for  trying  to  control  us. 
Everybody  is  trying  to  “mess  with  us.”  This  is  not  new,  but  it  is  more  pervasive  than  ever.  There 
is  no  shortage  of  opinions  about  how  to  “fix”  us. 

These  things  do  not  mean  that  we  as  physicians  are  out  of  business.  This  may  be  the  best  time 
ever  for  organizations  of  physicians  to  have  a positive  influence  on  our  profession  and  on  the 
future  of  medical  care  in  this  country.  This  definitely  is  not  the  time  to  sit  by  and  let  outside 
interests  become  the  driving  force  for  much  of  the  decision  making  in  the  health  care  arena. 

It  is  a great  time  to  enlist  the  participation  and  activism  of  the  members  of  our  profession  to 
the  organizations  within  our  profession  that  have  the  potential  for  being  a unifying  force  of  our 
considerable  talents.  I hope  to  stimulate  some  of  that  interest  this  year,  and  am  seeking  the 
involvement  of  all  of  the  physicians  of  our  state.  Let  us  regain  the  trust  of  our  citizens,  the  love 
of  our  patients,  and  the  control  of  our  professional  destiny.  Let  us  be  the  patient’s  true  advocate. 

The  Tennessee  Medical  Association  is  a wonderful  organization  and  it  is  working  hard  to 
represent  every  physician  in  this  state.  It  deserves  the  support  and  participation  of  every  physi- 
cian in  Tennessee  in  its  efforts  to  inform  and  educate  us  and  to  represent  our  interests. 

I look  forward  to  this  year’s  presidency  of  the  Tennessee  Medical  Association.  I hope  to  hear 
from  any  or  all  of  you  who  wish  to  be  involved  in  our  efforts  to  serve  you,  its  members. 
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A STRA  MERCK  S ALUTES 


The  Tennessee  Medical  Association 

The  mission  of  Astra  Merck  is  to  develop  and  provide  pharmaceutical  products 
and  innovative  services  that  are  highly  valued  by  our  customers  and  consistently 
exceed  their  expectations. 

Contact  your  Astra  Merck  Pharmaceutical  Specialist  for  information  and  services, 
or  call  your  local  customer  unit. 


Astra  Merck 


Memphis  Customer  Unit 
6075  Poplar  Avenue,  Suite  700 
Memphis,  TN  38119 
(800)  767-7221 


Nashville  Customer  Unit 
51 10  Maryland  Way,  #190 
Brentwood,  TN  37027 
(800)  295-3935 


John  B.  Thomison,  MI.) 
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Editorials 


The  Power  of  Economics,  or, 
The  Economics  of  Power 


The  love  of  money  is  the  root  of  all  evil 

Paul’s  First  Letter  to  Timothy,  6: 10 

Money  isn’t  everything. 

It's  just  what  you  use  to  get  everything  with. 

Comic  (?)  Aphorism 

Our  pharmacology  professor  told  us  in  his  introduction  to  the  course  that  there  is  one  thing 
every  good  druggist  knows,  and  that  is  that  to  be  any  good,  a medicine  has  to  be  black,  taste  bad, 
and  fizz.  I am  at  the  moment  in  one  of  those  situations  in  which  I know  where  I’m  starting  from 
and  I know  where  it  is  I want  to  get  to,  but  I’m  not  exactly  sure  at  this  point  where  the  road  in 
between  is  going  to  take  us,  or  whether  in  fact  we  can  even  get  there  from  here.  You  will  find  out 
in  a little  bit  why  I put  the  bad  medicine  in,  and  possibly  even  why  I put  it  at  the  beginning. 

This  old,  time-worn  story  might  help.  A farmer  bought  a mule,  which,  acting  with  character- 
istic mulishness,  proved  obdurate.  The  farmer  took  the  mule  back  to  its  breeder  with  the  com- 
ment that  he  couldn’t  do  a thing  with  the  mule,  and  wanted  either  his  money  back  or  a kinder, 
gentler,  more  obedient  animal.  With  which,  the  farmer  leaned  over,  picked  up  a length  of  2 X 4, 
and  proceeded  to  stretch  the  mule  out  on  the  cold  linoleum.  Aghast,  the  farmer  said,  “I  didn't 
mean  for  you  to  kill  him.  I just  wanted  you  to  make  him  behave.”  The  breeder  said,  “Wait.”  In  a 
few  moments  the  mule  stood  up,  shook  himself  a few  times,  and  then  proceeded  to  allow  the 
farmer  to  pul  him  though  his  paces.  “What  on  earth  did  you  do?”  the  farmer  asked.  “Well,” 
replied  the  breeder,  “With  a mule,  the  first  thing  you’ve  got  to  do  is  gel  his  attention.” 

When  he  became  President,  George  Bush  spoke  of  returning  the  country  to  a kinder,  gentler 
time.  That  was  nice,  high-flown  rhetoric,  but  nothing  more.  In  the  first  place  it  was  sheer  non- 
sense. Though  I recognize  that  you  might  think  this  cynical,  I challenge  you  or  anyone  else  to 
show  me  any  country  in  any  time  or  place  in  which  the  times  have  been  kind  and  gentle.  It 
hasn’t  even  been  tried,  because  pragmatically  it  won’t  work — or  at  least  most  of  the  time — for 
anything.  It’s  agin’  nature,  and  we  do  operate  within  nature,  however  much  we  might  on  occa- 
sion wish  it  otherwise.  Mr.  Bush  was  a nice  man — I think,  or  anyway  more  or  less.  He  expressed 
the  wishes  of  at  least  most  of  us.  So  much  for  that. 

At  the  time  I saw  the  film  Schindler's  List  I was  recovering  from  a spinal  fusion,  and  one  of 
the  things  one  has — or  at  least  I have — to  recover  from  in  such  a situation  is  the  gastrointestinal 
effects  of  the  narcotics  they  load  you  up  with.  I was  given  some  kind  and  gentle  things  like  Peri- 
Colace,  but  after  four  days  of  no  BM,  they  had  to  haul  out  the  big  guns:  the  stoppered-up  man’s 
7-Up,  magnesium  citrate.  I was  sent  home  with  some  kind  and  gentle  things  like  Peri-Colace 
and  some  wonderfully  comforting  suppositories  that  contain  some  bland,  non-irritating  herbal 
stuff.  I was  under  the  non-influence  of  that  stuff  while  I was  watching  Herr  Schindler  and  his 
Jews  trying  to  avoid  swelling  the  ranks  of  the  dead. 

Schindler’s  List  is  sheer,  stark  tragedy  without  redeeming  features  so  far  as  I’m  concerned. 
Genocide  is  not  a modern  invention,  and  in  fact  throughout  their  history  the  Jews  have  on  a 
number  of  occasions  been  sometimes  on  the  giving  and  sometimes  on  the  receiving  end  of  it. 
Today  we  have  it  going  on  in  several  of  the  black  African  countries,  in  Bosnia,  in  Cambodia, 
and  in  some  parts  of  the  former  Soviet  Union,  among  others.  It  is  of  course  uplifting  that  one 
man’s  compassion  was  responsible  for  saving  so  many.  But  looked  at  realistically,  that  “so 
many”  were  pitifully  few.  There  were,  of  course,  others.  But  not  many.  There  is  a small  grove  of 
trees  in  the  hills  outside  of  Jerusalem  that  are  the  legacy  of  those  invited  to  plant  a tree  for 
having  saved  a Jew  during  the  Holocaust.  Oskar  Schindler  was  declared  righteous,  and  planted 
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one.  On  being  congratulated,  one  of  the  honorees  observed,  “How  long  and  green  this  forest 
would  be  if  everyone  had  done  what  they  could.” 

Precisely.  But  it  didn’t  work.  It  didn’t  work  because  it  has  never  been  tried.  In  the  end  all  that 
kinder  and  gentler  business  did  was  keep  the  number  of  6 million  dead  Jews  from  rising  to 
6,001,100.  Otherwise,  the  end  came  from  the  big  guns:  more  killing  and  bloodshed  on  both 
sides.  It  virtually  wiped  out  an  entire  generation  of  young  men  from  Europe.  It  was  the  hope  of 
Stephen  Spielberg  and  the  others  involved  in  making  the  film  that  it  would  prevent  the  recur- 
rence of  genocide  before  it  had  a chance  to  run  amok.  It  is  indeed  an  important  film  that  should 
be  viewed  periodically.  It  is  that  dose  of  black,  bad  tasting  medicine  that  my  professor  talked 
about.  It  makes  you  feel  good  despite  its  horrors.  It  does,  that  is,  unless  you  stop  to  think  past  the 
good  feeling  and  consider  the  greater  tragedy,  which  is  that  it  won’t  really  work  that  way. 

It  won’t  work  that  way  because  it  can’t.  It  can’t  because  it  has  to  do  not  with  hatred  of  a 
people,  as  on  superficial  examination  one  might  expect,  but  with  the  love  of  money.  You  either 
enslave  people  to  mine  your  gold  or  tend  your  fields,  or  you  exterminate  them  to  obviate  the 
competition.  To  do  that,  you  start  out  on  the  younger  generation  to  get  them  to  view  the  victims 
as  something  less  than  human.  As  an  example  closer  to  home,  look  at  the  way  the  “Bosch,”  the 
“Huns,”  or  the  “Japs”  were  portrayed  on  our  own  posters  during  the  two  World  Wars.  If  you  can 
accomplish  that,  then  it  becomes  easier  to  use  or  kill  them.  Such  is  the  basis  for  all  wars  and 
exploitation,  whether  of  people  or  land.  There  is  a growing  number  who  believe  the  Holocaust  is 
simply  an  invention  of  Hollywood  or  of  the  Jewish  state.  Those  of  us  who  were  in  Europe  during 
or  soon  after  the  war,  as  I was  near  Dachau,  know  better.  But  then,  our  ranks  are  fast  dwindling.  As 
with  Came  lot,  we  say  to  you,  “Don’t  let  it  be  forgot  that  once  there  was  a spot . . . .”  You  can 
continue  from  here  on  in  your  own  words,  so  long  as  they  imply  nothing  of  “everaftering,” 
either  happy  or  otherwise.  Dachau,  Auschwitz,  Belsen,  or  whatever — all  were  the  end  of  the  line. 

When  I was  little  there  was  an  apparently  ubiquitous  little  figurine  of  a grinning,  fat,  tur- 
baned  swami  sitting  crosslegged  contemplating  his  exposed  navel.  We  had  one,  not  that  I think 
my  parents  ever  used  it  in  the  manner  intended.  So,  it  seemed,  did  nearly  everybody  else.  In- 
scribed on  the  base  were  the  words,  “Every  day,  and  in  every  way,  1 am  becoming  better  and 
better.”  I remember  that  much  very  clearly,  but  I had  to  do  a lot  of  rummaging  around  in  what  I 
sometimes  laughingly  refer  to  as  my  personal  attic,  to  which  the  elevator  sometimes  refuses  to 
run,  before  I could  find  out  much  else.  In  the  first  place,  I had  misfiled  the  author,  or  at  least  the 
spelling  of  his  name.  It  was,  as  I recalled,  Cui  or  Cue,  or  something  like  that.  It  was  only  after 
looking  through  encyclopedias  and  internet  search  engines  for  a lot  more  time  than  in  retrospect 
seems  reasonable,  and  then  junking  the  whole  thing  for  a bit,  that  in  the  middle  of  the  night  I 
was  able  to  come  up  with  a clue.  The  name  was  Emile  Coue,  that  of  a pharmacist  in  Nancy, 
France,  who  in  1910  developed  a form  of  psychotherapy  that  involved  repeating  the  above 
mantra  over  and  over,  possibly  for  the  rest  of  one’s  life,  or,  maybe  better,  one’s  existence,  until 
one  would  supposedly  ultimately  achieve  that  goal.  Two  world  wars  and  the  Holocaust  were 
sufficient  to  make  his  thesis  untenable,  and  Coue  and  his  method  became  history,  and  obscure 
history,  at  that. 

Such  things  happen.  For  instance,  and  to  me  even  more  incredibly,  a definition  of  the  word 
“Auschwitz”  no  longer  appears  in  the  dictionary.  With  a little  digging  I found  the  word 
“Oswiecim,”  defined  as:  “Formerly  Auschwitz.  A city  in  southern  Poland  west  of  Cracow.  Dur- 
ing World  War  II  it  was  the  site  of  the  largest  Nazi  concentration  camp.”  That  is  the  definition  in 
the  latest  edition  of  the  American  Heritage  Dictionary.  “Auschwitz”  says  simply,  “See  Oswiecim.” 
So  much  for  long  memories.  No  wonder  we  need  to  keep  taking  that  bitter  pill,  the  periodic 
viewing  of  such  things  as  Schindler’s  List.  Some  young  students  these  days  are  not  even  being 
taught  about  what  happened  at  Pearl  Harbor.  All  they  know  is  that  we  bloody  Americans  dropped 
the  atomic  bomb  on  a lot  of  innocent  Japanese. 

Where  have  all  the  flowers  gone?  Gone  to  graveyards  every  one. 

When  will  they  ever  learn?  When  will  they  ever  learn? 

Well  . . . apparently  never.  Or  at  least  not  this  side  of  the  Millennium. 
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Pizazz,  or,  Save  the  Babies 

When  you  have  lived  as  long  as  I have,  you,  or  maybe  not  you,  but  at  least  I,  have  trouble 
with  generations.  By  that  I mean,  as  an  ineipient  great-grandfather  (I  have  a granddaughter 
three  years  out  of  college  and  two  grandsons  looking  at  colleges  for  1998)  I have  trouble  being 
sure  which  generation’s  memories  it  is  I am  recalling.  For  instance,  at  the  moment  I’m  thinking, 
“Snap,  Crackle,  Pop.”  Is  that  from  my  own  youth  or  that  of  my  children?  It  doesn’t  really 
matter,  of  course.  At  any  rate,  I ate  Rice  Krispies  occasionally  though  not  enthusiastically.  But 
my  decision  about  them  was  that  their  makers  had  taken  a nice  cereal  and  filled  it  full  of  air  for 
no  better  reason  than  that  by  doing  so  they  would  make  it  different,  and  therefore  imbue  it  with 
“pizazz.”  But  they  didn’t  do  it  for  me. 

There  were  a few  items  of  food  that  our  family  (now  shrunk  from  six  to  two)  agreed  we 
should,  and  therefore  would,  never  run  out  of.  Maybe  there  were  other  such  items,  but  the  ones 
that  come  to  mind  right  now  are  soft  butter  ( not  margarine),  peanut  butter,  chocolate  chip  cook- 
ies and/or  Oreos,  and  Wheat  Thins.  Except  for  the  last  two,  the  items  were  brand  neutral.  Why 
they  did  is  beyond  me,  but  the  makers  of  Wheat  Thins  felt  it  necessary  to  come  out  with  a 
sodium-free  cracker  (Bleah!)  and  several  other  non-essential  types.  As  I gazed  across  the  table 
before  me  just  before  I started  this,  what  to  my  wondering  eyes  should  appear  but  a miniature 
sleigh  . . . Oops!  Wrong  month  . . . sorry  . . . but  a box  of  pizazzed-up  crackers  that  on  the  fa- 
miliar yellow  background  had  emblazoned  the  words,  “New!  Wheat  Thins.  AIR  CRISPS.  Crispy 
Baked  Snacks .”  The  box  is  perhaps  a third  bigger  than  those  that  went  before,  but  like  its  prede- 
cessors, its  net  weight  was  still  IVi  oz.  Tastewise,  it’s  the  same  Wheat  Thin,  but  texturewise,  it’s 
Rice  Krispie.  Put  peanut  butter  on  it,  and  I can’t  tell  the  difference.  Otherwise,  they  didn’t  do  it 
for  me. 

Back  when  I became  editor  of  the  Journal  of  the  Tennessee  Medical  Association  of  blessed 
memory,  I went  to  Columbia,  MO  to  attend  a seminar  on  journal  publication  put  on  by  the 
School  of  Journalism  of  the  University  of  Missouri  under  the  aegis  of  Sandoz.  We  had  previ- 
ously submitted  sample  copies  of  the  Journal  for  critique.  The  verdict  was  that  the  content  of 
our  journal  was  superior,  but  the  format  was  lacking  something,  and  needed  a bit  of  redoing.  In 
short,  it  was  lacking  pizazz.  We  fiddled  around  with  it  some,  and  the  next  year  we  received  an 
award. 

That  was  over  25  years  ago.  Then  two  years  ago,  after  having  resisted  periodic  pizazz  stimuli 
from  wherever,  I was  importuned  to  boot  the  publication  into  the  21st  century.  For  instance,  the 
name  (ugh!)  which  had  served  us  so  well  was  (ugh!),  well  . . . ugh!  Journal?  Well!  A/ter  aaalll! 
(It  was  once  the  Journal  of  the  Tennessee  State  Medical  Association  [Oooooo!  Gross!])  And  the 
cover ! So  we  (or  better,  they,  they  being  the  Board  of  Trustees)  convened  a task  force,  and  we 
(the  Task  Force)  came  up  with  Tennessee  Medicine,  as  you  have  had  it  for  approximately  the 
past  year.  Snazzy,  hunh?  We  listened  to  our  readers,  and  taking  out  some  of  the  original  articles 
(to  the  chagrin  and  annoyance  of  some  of  the  authors  who  have  had  publication  of  their  prize 
possessions  delayed  more  than  somewhat),  replaced  them  with  some  special  articles  on  the 
practice  environment.  Having  accomplished  that,  I was  able  to  say  in  my  Editor’s  Report  to  the 
House  of  Delegates  in  April,  “The  new  format  seems  to  have  made  a hit  all  round,  and  we  have 
received  few  if  any  negative  comments  about  it.  Besides  satisfying  our  readers,  it  has  also  given 
our  in-house  ad  rep  an  exciting  new  product  to  sell,  and  she  is  working  hard  at  it.” 

I want  you  to  pay  close  attention  to  the  italicized  part  of  the  last  sentence.  It  has  to  do  with 
pizazz,  which  is  Huff.  It  is  smoke  and  mirrors.  I am  not  derogating  the  changes  we  have  made  in 
the  magazine,  especially  since  I had  a hand  in  making  them.  It  is  only  that  a certain  portion  of 
those  changes  has  little  if  anything  to  do  with  substance.  I worry  about  our  culture,  and  maybe 
about  our  entire  Western  Civilization,  which  is  so  caught  up  in  this  whirlwind  of  Huff.  Too  many 
things  are  getting  fixed  that  ain’t  broke,  and  the  outcome  is  too  often  an  inferior  product.  For 
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instance,  several  chains  of  convenience  stores,  having  noted  that  the  grocery  stores,  which  used 
to  fill  that  need,  have  gotten  too  big  for  the  errand  runners,  are  therefore  enlarging  their  stores  to 
become  all  things  to  all  the  errand  shoppers.  And  then  they  will  have  become  so  big  that  some- 
one will  come  up  with  the  idea  of  a small  convenience  store  catering  to  the  needs  of  errand 
runners.  They  in  turn  will  add  more  and  more  things  to  become  . . . you  know.  And  so  on  . . . and 
on  . . . and  on,  ad  infinitum. 

I’m  certainly  not  maintaining  that  change  is  bad,  or  that  some,  likely  even  all,  of  the  changes 
we  made  in  the  Journal  weren’t  for  the  better.  The  readership  apparently  liked  them,  and  after 
all,  we  exist  for  our  readers-members.  But  I fear  that  the  people  generally  are  being  caught  up  in 
a stampede  for  something — anything — new,  without  something  borrowed  or  blue,  and  certainly 
with  nothing  old.  In  the  process  they  are  not  unlikely,  without  looking,  to  be  throwing  out  a lot 
of  babies  with  the  bath  water. 


HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician's  impaired  condition  to  deteriorate. 

HELP  USTO  HELP 

Call  the  TMF  Physicians  Health  Program  at  (615)  893-7755  in  Murfreesboro.  Telephone 
message  service  available  around  the  clock. 
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At  Glaxo  Wellcome  our  journey  of  discovery  is  driven  by  the  hope  of  those  who  wait. 
Who  wait  for  answers  and  medicines  yet  unknown.  Who  wait  for  us.  Our  quest  takes 
us  to  strange  and  wonderful  places.  To  the  inside  of  a molecule.  To  the  outer  limits 
of  the  imagination . To  the  hostile  realms  of  cancer,  and  respiratory  disease,  and  HIV, 
and  everywhere  that  people  wait.  And  finally,  for  those  who  wait,  it  takes  us  to  answers. 


GlaxoWellcome 

A Journey  of  Discovery. 


Medicine  and  Politics 


Patient  Advocacy  Act  of  1997 


There’s  no  doubt  about  it . . . physicians  today  face  a dif- 
ferent playing  field  than  their  predecessors.  But  what  about 
their  patients?  Is  it  health  care  as  usual  for  them?  Hardly, 
says  the  Patient  Advocacy  Group,  a coalition  of  provider  ad- 
vocates representing  thousands  of  Tennessee  doctors,  den- 
tists, optometrists,  and  pharmacists.  Led  by  the  Tennessee 
Medical  Association,  the  group  says  patient  rights  have  been 
compromised  by  managed  care  plans  that  limit  patient  choice, 
fail  to  disclose  to  consumers  vital  information  regarding  how 
patient  care  decisions  are  made,  and  arbitrarily  drop  provid- 
ers from  their  panels  without  due  process. 

In  an  effort  to  address  these  issues,  the  group  has  been 
instrumental  in  drafting  a bill  currently  pending  before  the 
Tennessee  Legislature.  Co-sponsored  by  State  Sen.  Jerry 
Cooper  (D-McMinnville)  and  Rep.  Gary  Odom  (D-Nashville), 
the  Patient  Advocacy  Act  is  intended  to  maximize  consum- 
ers’ right  to  choose  who  provides  their  health  care,  ensure 
they  are  fully  informed  about  the  terms  and  conditions  of 
their  health  benefits  plan,  and  prevent  physicians  from  being 
dropped  from  a plan  without  due  process.  The  proposed  leg- 
islation will  be  voted  on  by  the  Tennessee  Legislature  this 
session. 

If  passed,  the  legislation  will  cover  all  public  and  private 
health  benefit  plans  in  Tennessee,  the  only  exceptions  being 
self-insured  employer  plans  exempted  by  federal  ERISA  regu- 
lations. Legislative  onlookers  think  this  may  be  a stumbling 
block  to  passage  of  the  bill  since  TennCare  would  fall  under 
ils  jurisdiction. 

Opponents  of  the  bill  are  primarily  business  and  insur- 
ance groups  such  as  Tennesseans  for  Health  Care  Solutions — 
a coalilion  of  both  large  employers  such  as  Bridgestone, 
BellSouth,  and  AutoZone,  and  insurance  companies  such  as 
Blue  Cross  Blue  Shield  of  Tennessee,  Cigna,  and  United 
Healthcare.  They  claim  that,  if  passed,  such  a law  would  drive 
up  health  care  costs  and  force  health  plans  to  accept  substan- 
dard providers  on  their  panels. 

This  debate  is  not  unique  to  Tennessee.  The  American 
Medical  Association  and  many  of  its  state-level  affiliate  pro- 
vider organizations  have  introduced  similar  legislation  at  both 
the  federal  and  state  levels  over  the  past  two  years.  So  far,  2 1 
states  have  passed  similar  “patient  protection”  laws,  includ- 
ing Kentucky  and  Arkansas. 

A statewide  survey  by  the  Perdue  Research  Group  shows 
Tennesseans  feel  strongly  that  they  should  have  the  right  to 
choose  their  own  doctors.  Commissioned  by  the  Patient  Ad- 
vocacy Group,  the  Perdue  study  conducted  415  interviews 
from  a random  listing  of  Tennessee  residents  who  said  they 


were  involved  with  making  health  care  decisions  for  their 
household.  The  study  revealed: 

• 89%  believe  their  doctor  genuinely  cares  about  their  health; 

• 65%  believe  their  insurance  company  genuinely  cares  about 
their  health; 

• 92%  believe  their  doctor  wants  to  provide  them  with  the 
highest  quality  care; 

• 86.5%  feel  their  doctor  is  allowed  to  provide  the  type  of 
care  they  deserve; 

• 98.9%  believe  they  should  you  have  the  legal  right  to  choose 
their  own  doctors  as  opposed  to  having  their  insurance  com- 
pany choose  for  them. 

The  Patient  Advocacy  Group  believes  patients  benefit  from 
the  relationships  they  have  with  their  health  care  providers 
and  that  it  is  wrong  when  patients  have  to  relinquish  a long- 
standing relationship  with  a provider  just  because  they  enroll 
in  a health  plan  that  does  not  have  that  provider  on  its  panel. 
To  decrease  the  likelihood  that  Tennesseans  will  have  to  suf- 
fer that  indignity,  the  Patient  Advocacy  Act  requires  insurers 
to  credential  any  provider  “who  states  in  writing  that  he,  she 
or  it  will  accept  the  health  benefits  plan’s  operating  terms 
and  conditions,  schedule  of  fees  and  expenses,  utilization 
regulations,  and  quality  standards.” 

Furthermore,  the  bill  states  that  if  a health  plan  refuses  to 
credential  a provider,  the  plan  must  give  the  provider  a writ- 
ten explanation  of  the  refusal  and  give  the  provider  an  op- 
portunity to  appeal  the  decision. 

Opponents  of  the  bill  say  this  is  actually  just  another  “any 
willing  provider”  provision  that  would  destroy  the  very  prem- 
ise of  managed  care  because: 

• Insurers  would  no  longer  be  able  to  negotiate  the  best 
possible  terms  with  providers. 

• Insurers  would  not  be  able  to  select  only  the  highest 
quality  providers  for  their  panels. 

• A health  plan’s  internal  quality  management  programs 
would  be  jeopardized  because  there  would  not  be  enough 
incentive  for  physicians  to  participate  in  such  programs. 

The  Patient  Advocacy  Group  refutes  each  of  those  argu- 
ments by  pointing  out: 

• There  is  nothing  in  the  proposed  legislation  to  prevent 
insurance  companies  from  engaging  in  negotiations  as  part 
of  establishing  their  schedule  of  fees. 

• It  is  clearly  stated  that  a health  benefits  plan  may  revoke 
or  refuse  to  renew  the  credentials  of  a provider  with  a history 
of  unprofessional  conduct  or  a pattern  of  malpractice. 

• The  bill  specifically  allows  health  plans  to  establish  qual- 
ity standards  and  utilization  regulations,  and  to  revoke  or 
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refuse  to  renew  the  credentials  of  providers  who  fail  to  abide 
by  such  standards. 

That  brings  us  to  another  important  provision  of  the  bill: 
“deselection”  determinations.  The  Patient  Protection  Act 
outlaws  clauses  in  contracts  that  allow  for  providers  to  be 
terminated  without  cause. 

Though  opponents  of  the  bill  say  this  is  a self-serving  pro- 
vision for  providers,  the  Patient  Advocacy  Group  says  it  is 
necessary  to  ensure  the  best  patient  care.  They  say  physi- 
cians are  frightened  that,  if  they  push  too  aggressively  for  a 
health  plan  to  approve  a course  of  patient  treatment  it  has 
deemed  unnecessary,  they  will  be  dropped  from  that  plan. 

The  bill  requires  health  plans  to  give  a plausible  reason  if  a 
provider  contract  is  denied  or  not  renewed.  If  an  insurer  fails  to 
renew  or  seeks  to  revoke  the  credentials  of  a provider,  it  must: 

• inform  the  provider  in  writing  of  its  reasons  for  doing  so; 

• allow  the  provider  an  opportunity  to  discuss  the  concerns; 

• allow  the  provider  to  appeal  based  on  the  procedures  set 
forth  in  the  Health  Care  Quality  Improvement  Act  of  1986, 
Title  42  USC  §11 112. 

The  Patient  Advocacy  Group  believes  patients  have  the 
right  to  know  the  nature  of  financial  arrangements  between 
insurers  and  providers  so  they  can  determine  for  themselves 
how  such  arrangements  may  affect  the  quality  of  care  they 
receive.  The  group  contends  that  patient  disclosure  laws  are 
needed  because  health  plans  avoid  telling  consumers  the 
whole  story  on  how  patient  care  decisions  are  made  in  a man- 
aged care  environment. 

The  Patient  Advocacy  Act  would  require  insurers  to  dis- 
close the  terms  and  conditions  of  each  health  plan  to  the  en- 
rollees  in  a simple,  easily  understood  format.  Specific  items 
for  inclusion  are: 

• Coverage  provisions,  benefits,  and  any  exclusions  by 
category  of  service  or  health  care  provider. 

• Annually  updated  listing  of  all  health  care  providers 
credentialed  to  provide  services  for  the  plan,  and  a semi-an- 
nual supplement  listing  newly  credentialed  providers  and 
providers  who  have  been  dropped  from  the  panel. 

•All  prior  authorization  and  review  requirements  include 
gatekeeper  requirements,  specialist  referral  rules,  preautho- 
rization review,  concurrent  review,  post-service  review,  post- 
payment, and  any  procedures  that  may  lead  the  patient  not  to 
be  provided  a particular  service,  or  to  be  denied  coverage  for  it. 

• Financial  arrangements  or  contractual  provisions  with 
hospitals,  review  companies,  physicians,  or  any  other  pro- 
vider of  health  care  services  that  would  limit  the  services 
offered,  restrict  referral  or  treatment  options,  or  negatively 
affect  the  provider’s  fiduciary  responsibility  to  his  patients. 

•An  explanation  of  how  plan  limitations  affect  beneficia- 
ries, including  the  beneficiary’s  financial  responsibility  with 
regard  to  non-covered  or  out-of-plan  services. 

• Whether  and  to  what  extent  there  are  drug  formulary  limi- 


tations, including  which  drugs  are  subject  to  prior  authorization. 

• Limitations  on  the  choice  of  primary  care  physicians, 
access  to  specialists,  and  the  method  of  reimbursement  to 
health  care  providers. 

• Whether  and  to  what  extent  a member’s  medical  records 
will  be  shared  with  or  sold  to  any  other  entity. 

• Claims  filing  deadlines. 

• How  long  it  will  take  the  insurer  to  respond  to  requests 
when  prior  authorization  of  a service  is  required. 

• A listing  of  treatments  the  insurer  deems  experimental 
and  the  basis  for  such  determinations. 

Most  managed  care  plans  already  provide  enrol  lees  with 
listings  of  health  care  providers  covered  by  the  plan  and  ba- 
sic information  regarding  coverage  and  benefits  of  the  plan. 
However,  information  on  utilization  processes  and  financial 
arrangements  are  not  disclosed.  Both  consumer  and  provider 
groups  across  the  country  have  voiced  concerns  that  some 
financial  arrangements  between  managed  care  companies 
and  health  care  providers  in  effect  reward  providers  for  giv- 
ing less  care  to  patients  and  limit  referrals  to  specialists,  and 
therefore  should  be  disclosed  so  patients  will  be  aware  of 
these  influences  on  the  health  care  they  receive. 

Opponents  of  the  bill  contend  that  information  regarding 
utilization  management  and  financial  arrangements  with  pro- 
viders is  confidential  and  that  it  is  both  “inappropriate  and 
unnecessary”  to  disclose  it  to  providers  and  the  public.  They 
claim  such  legislation  will  destroy  managed  care  and  increase 
the  cost  of  insurance  for  Tennesseans.  However,  proponents 
of  the  bill  point  to  a study  by  University  of  Memphis  econo- 
mist, John  Gnuschke,  PhD,  that  concludes  such  legislation 
would  likely  increase  competition  among  providers  and  ac- 
tually lower  health  care  costs. 

Says  Gnuschke:  “ . . . an  open  admission  or  ‘any  willing 
provider’  policy  in  Tennessee  would  not  mean  an  increase  in 
costs  or  prices.  In  fact,  open  access  rules  and  expanded  cov- 
erage could  lower  average  prices  and  costs  and  benefit  Ten- 
nessee consumers.  The  increase  in  consumer  satisfaction 
gained  from  expanding  access  to  their  own  physicians  would 
also  benefit  Tennessee  citizens  and  would  do  little  or  no  harm 
to  PPOs  and  HMOs.” 

Of  course,  the  true  test  comes  when  state  legislators  de- 
cide whether  the  bill  should  become  a law.  Though  it  is  not 
the  first  time  such  legislation  has  been  introduced,  lawmak- 
ers have  indicated  they  are  increasingly  aware  of  the  down- 
side of  managed  care  in  Tennessee. 

“What  the  insurance  companies  are  frankly  more  con- 
cerned about  is  having  to  be  more  accountable  to  patients 
and  their  providers  about  how  their  health  costs  and  quality 
of  care  standards  are  set  and  administered,”  says  Sen.  Coo- 
per. “My  bill  would  force  the  system  to  be  more  open  with 
the  patients  and  the  health  care  providers  on  how  it  all 
works.”0 
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Ask  TM A. . . . 


Q:  lam  a family  physician  and  the  parents  of  my  13-year- 
old  patient  want  to  have  me  drug  test  her  without  letting  her 
know.  Is  this  legal  and  ethical? 

A:  No,  such  testing  is  unethical.  It  may,  therefore,  be  ille- 
gal as  well,  although  TMA  could  not  find  any  court  deci- 
sions that  precisely  answered  the  question.  Usually  physi- 
cians raise  questions  about  whether  they  may  confidentially 
treat  minors  for  drug  abuse  or  birth  control.  The  answer  in 
both  instances,  according  to  Tennessee  statutes,  is  yes.  (TMA 
will  address  those  two  issues  below.) 

Physicians  should  note  that  the  Board  of  Medical  Exam- 
iners has  adopted  the  AMA  CEJA  Code  of  Ethics  as  part  of 
its  enforcement  policy  for  licensees.  Thus,  physicians  should 
conform  their  patient  care  to  match  AMA  CEJA  Opinion 
5.055.  This  is  especially  true,  as  here,  where  there  is  no  statu- 
tory directive. 

Q:  May  I treat  a minor  for  drug  abuse  without  disclosing 
the  treatment  to  his  or  her  parents? 

A:  Yes.  TCA  §63-6-220  states  that  a “physician  may  treat 
juvenile  drug  abusers  without  prior  parental  consent.  A phy- 
sician may  use  his  or  her  own  discretion  in  determining 
whether  to  notify  the  juvenile’s  parents  of  such  treatment.” 
In  cases  where  a student  in  grades  K- 1 2 has  overdosed,  how- 
ever, the  law  requires  that  physicians  make  a report  ( without, 
apparently,  naming  the  child)  to  local  school  officials.1 

Q:  May  1 provide  contraceptives  to  a minor  who  so  re- 
quests without  informing  the  minor's  parents?  What  if  the 
minor's  parent  or  parents  are  in  the  waiting  room  and  only 
brought  the  minor  in  for  a routine  check-up?  Suppose  a preg- 
nant minor  presents  for  obstetrical  delivery  sendees? 

A:  Yes,  two  separate  Tennessee  statutes  effectively  autho- 
rize physicians  to  provide  contraceptives  to  a requesting  mi- 
nor without  parental  notice  or  consent.2  The  law  makes  little 


If  you  have  a question  that  TMA  may  be  able  to  address,  con- 
tact “Ask  TMA,”  PO  Box  120909,  Nashville,  TN  37212-0909, 
or  fax  your  question  to  “Ask  TMA”  at  (615)  383-5918.  TMA 
will  respond  in  writing  and  later  reprint  summaries  of  key  an- 
swers that  will  assist  other  TMA  members.  (Please  include  a 
daytime  phone  number  in  case  TMA  staff  needs  to  clarify  an 
issue  or  provide  follow-up.)  You  may  also  submit  your  ques- 
tions and  read  responses  online  through  TMA’s  homepage 
MEDW1RE  (http://www.medwire.org). 


distinction  over  how  the  minor  has  presented  for  health  care 
services.  Note,  however,  that  the  law  does  not  preclude  in- 
surers from  noting  on  the  explanation  of  benefits  form  that 
such  services  were  provided — thus  effectively  disclosing  the 
physician’s  confidential  provision  of  treatment. 

In  the  case  of  a pregnant  minor,  the  law  provides  a treat- 
ment exception  under  the  “mature  minor  doctrine.”  The  doc- 
trine involves  an  analysis  of  whether  the  minor  is  mature 
enough  and,  therefore,  has  the  capacity  to  consent  to  treat- 
ment. The  doctrine  arose  from  the  Tennessee  Supreme  Court’s 
decision  in  Cardwell  vs.  Bechtol , 724  S.W.2d  739, 750  (Tenn. 
1987).  There  the  Court  noted  that  when  a physician  treats  a 
patient  (whether  a minor  or  an  adult)  without  first  obtaining 
the  patient’s  consent,  a “battery”  occurs.  Battery  constitutes 
a civil  tort  action  for  which  the  treating  physician  may  be 
held  liable  for  monetary  damages.  For  comparison  purposes, 
medical  malpractice  is  said  to  be  “based  on  a lack  of  care  or 
skill  in  the  performance  of  services  contracted  for,  and  bat- 
tery or  wrongful  trespass  on  the  person  regardless  of  the  skill 
employed.  The  assertion  of  one  is  the  denial  of  the  other.” 

The  Court  reinstated  a trial  court’s  judgment  in  favor  of 
an  osteopath  who  had  been  sued  by  a minor  (aged  17  years, 
7 months)  and  her  parents  for  malpractice  and  battery.  The 
lower  court  held  that  the  minor  had  the  capacity  and  did  con- 
sent to  treatment,  after  the  physician  had  provided  sufficient 
information  upon  which  the  minor  could  give  informed  con- 
sent. No  malpractice  occurred  because  the  physician’s  treat- 
ment fell  within  the  standard  of  care. 

In  1995,  the  General  Assembly  further  expanded  the  law 
to  allow  physicians  to  treat  the  children  of  minor  parents  (i.e., 
those  individuals  who  are  below  the  age  of  majority — 18 
years).  TCA  §63-6-229  states  that:  “Notwithstanding  any 
other  provision  of  law  to  the  contrary,  in  the  absence  or  un- 
availability of  a spouse,  any  minor  is  authorized  and  empow- 
ered to  consent  for  such  minor’s  child,  either  orally  or  other- 
wise, to  any  surgical  or  medical  treatment  or  procedures  not 
prohibited  by  law  which  may  be  suggested,  recommended, 
prescribed  or  directed  by  a duly  licensed  physician.” 

Q:  lam  a physician  in  a cytology  lab  and  provide  pathol- 
ogy reports  for,  among  other  things,  Pap  smears  ordered  by 
physicians  in  the  local  community.  Must  I report  the  Pap 
smear  results  directly  to  the  physician  who  ordered  the  test, 
or  may  I report  it  to  his  or  her  non-physician  staff  members? 

A:  Yes,  according  TCA  §68-29-  121(b)  [the  Tennessee 
Medical  Laboratory  Act],  you  must  report  the  laboratory  re- 
sults directly  to  the  physician  who  sent  the  Pap  smear.  The 
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statute  states  that,  “the  results  of  a test  shall  he  reported  di- 
rectly to  the  physician , optometrist,  dentist  or  other  health 
care  professional  who  requested  it.  The  report  shall  include 
the  name  of  the  director  and  the  name  and  address  of  the 
medical  laboratory  in  which  the  test  was  actually  performed  ” 

If  the  physician  is  unavailable,  a pathologist  should  docu- 
ment his  or  her  diligent  effort  to  make  such  a direct  report, 
including  noting  who  the  reporter  spoke  with  at  the  office 
and  what  action  the  information  recipient  agreed  to  take  to 
ensure  that  the  requesting  physician  would  get  the  labora- 
tory result.  This  would  be  especially  important  in  cases  of  an 
abnormal  finding  on  one  of  the  Pap  smears.  Since  the  statute 
so  requires,  any  reviewing  court  and  jury  in  a malpractice 
action  would  expect  that  the  report  was  made  directly  to  the 
physician,  or  that  the  laboratory  made  every  effort  to  get  the 
message  through  to  the  requesting  physician. 

Q:  An  attorney  subpoenaed  one  of  our  patient's  medical 
records  for  some  ongoing  tort  litigation  arising  out  of  an 
auto  accident.  May  we  charge  our  standard  fee  for  copying 
and  mailing  those  records? 

A:  Yes,  but  you  must  first  go  to  the  trial  court  that  issued 
the  subpoena  to  get  permission  to  bill  for  the  copying.1  The 
court  filing  is  called  a motion  to  quash.  You  may  be  able  to 
contact  the  attorney  who  issued  the  subpoena  to  explain  po- 
litely your  position,  including  that  the  medical  records  re- 
quested are  voluminous  and  will  require  some  measure  of 
time  and  expense  on  your  part  to  get  them  copied.  Then,  ex- 
plain that  you  would  like  to  avoid  having  to  file  a motion 
since  it  will  cost  both  you  and  the  attorney  more  time  and 
expense  to  have  a hearing  on  the  matter.  Many  attorneys  re- 
alize that  copying  is  expensive,  and  should  offer  to  pay  the 
rate  outlined  in  Tennessee  law  for  medical  records. 

Additionally,  the  Tennessee  Medical  Association-Tennes- 
see  Bar  Association  Code  of  Cooperation  notes  in  Article  VI, 
Section  6,  that  attorneys  have  the  obligation,  “to  take  all  rea- 
sonable steps  to  make  every  effort  to  insure  that  adequate 
arrangements  are  made  for  the  payment,  by  the  client,  of  all 
compensation  of  attending  physicians  for  services  rendered 
in  connection  with  litigation.  This  shall  include  reports,  con- 
ferences, consultations,  depositions  and  trial  appearances.” 
This  Code  provision  appears  in  the  TMA  Physician’s  Guide 
to  Health  Law  and  Practice  Management  at  pages  36-37 . On 
page  39  is  a form  that  physicians  and  attorneys  may  use  to 
ensure  such  payment. 

Q:  Can  I avoid  dealing  with  the  Medicare  carrier  by  ask- 
ing Medicare  patients  to  sign  an  agreement  to  be  responsible 


for  all  charges ? / do  not  participate  in  the  Medicare  pro- 
gram and  therefore  do  not  have  an  agreement  with  them. 

A:  No.  A physician  who  provides  covered  medical  care 
and  charges  a Medicare  beneficiary  for  doing  so  is  required 
to  submit  a Part  B Medicare  claim  on  behalf  of  the  patient. 
Physicians  wishing  to  “withdraw”  Medicare  involvement,  and 
thereby  avoid  being  subjected  to  Medicare  law  and  regula- 
tions, would  have  to  either  stop  treating  Medicare  beneficia- 
ries altogether  or  treat  them  at  no  charge. □ 

References 

1 . TCA  §33-8-301  states  as  follows:  “Any  physician  (or  other  medi- 
cal professional)  who  makes  a diagnosis  of  or  treats  a person  who  is 
believed  to  be  enrolled  in  grades  K- 1 2 for  drug  overdose  must  report  the 
case  to  public  school  officials  under  rules  of  the  Tennessee  Department 
of  Mental  Health  and  Mental  Retardation  adopted  to  insure  that  such 
reports  are  not  in  violation  of  federal  or  state  laws  requiring  confidential- 
ity in  treatment  of  drug  abusers.  The  report  must  only  contain  the  type  of 
drug  used,  the  name  of  the  school  in  which  the  student  is  enrolled,  and 
the  name  and  address  of  the  reporter.  School  officials  shall  share  such 
reports  with  law  enforcement  agencies  when  the  officials  deem  it  neces- 
sary as  a means  of  controlling  drug  problems  in  the  schools  involved. 
The  term  drug  as  used  in  this  section  means  any  of  the  substances  treated 
as  controlled  substances  under  part  4 of  chapter  6 of  title  39.  Any  person 
who  fails  to  perform  the  duties  imposed  by  this  section  is  guilty  of  pro- 
fessional misconduct  and  for  that  failure  is  subject  to  professional  disci- 
pline by  the  licensing  agency  or  employment  disciplinary  action  by  the 
employer.” 

2.  The  first  statute,  TCA  §63-6-223,  states  that:  “Any  person  quali- 
fied to  practice  medicine  in  this  state  may,  for  the  purpose  of  providing 
prenatal  care,  examine,  diagnose,  and  treat  a minor  without  the  knowl- 
edge and  consent  of  the  parents  or  legal  guardian  and  incur  no  civil  or 
criminal  liability  except  for  negligence.  This  section  also  applies  to  those 
persons  listed  under  TCA  §63-6-204  such  as  physician  assistants,  regis- 
tered nurses,  and  licensed  practical  nurses,  if  such  service  is  rendered 
under  the  supervision,  control,  and  responsibility  of  a licensed  physi- 
cian.” Secondly,  the  Tennessee  General  Assembly  in  1971  passed  the  Fam- 
ily Planning  Act  providing  additional  authority  for  physicians  to  furnish 
contraceptives  to  minors.  TCA  §68-34-107  notes  that  “physicians  may 
furnish  contraceptive  supplies  and  information  to  any  minor  who:  ( 1 ) is 
pregnant,  (2)  is  a parent,  (3)  is  married,  (4)  has  parental  or  legal  guardian 
consent,  (5)  has  been  referred  for  such  services  by  another  physician,  a 
clergyman,  a family  planning  clinic,  a school  or  institution  of  higher  learn- 
ing, or  any  agency  or  instrumentality  of  the  state  or  subdivision,  or  (6) 
requests  and  is  in  need  of  birth  control  procedures,  supplies,  or  informa- 
tion. Federal  law  provides  similar  protection  under  Title  X and  in  fact 
requires  that  contraceptives  be  made  available  to  minors  without  parental 
consent.” 

3.  Rule  45  of  the  Tennessee  Rules  of  Civil  Procedure  (which  govern 
how  trial  work  is  conducted)  states  as  follows:  “A  subpoena  may  also 
command  the  person  to  whom  it  is  directed  to  produce  the  books,  papers, 
documents,  or  tangible  things  designated  therein;  but  the  court,  upon 
motion,  made  promptly  and  in  any  event  at  or  before  the  time  specified  in 
the  subpoena  for  compliance  therewith,  may  (1)  quash  or  modify  the 
subpoena  if  it  is  unreasonable  and  oppressive  or  (2)  condition  denial  of 
the  motion  upon  the  advancement  by  the  person  in  whose  behalf  the  sub- 
poena is  issued  the  reasonable  cost  of  producing  the  books,  papers,  docu- 
ments, or  tangible  things.” 


Tennessee  Medicine  - May,  1997 


179 


Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Facts  and  Findings  Ignored 

J.  Kelley  Avery,  MD 


Case  Report 

A morbidly  obese  25- 
year-old  female  telecommu- 
nications operator  weighing 
over  500  lb  came  to  the  emer- 
gency department  (ED)  with 
a history  of  pain  in  both  sides 
of  her  back  for  a week.  She 
said  that  she  had  been  getting 
more  short  of  breath  since 
onset,  and  had  developed  a 
cough.  A nurse’s  note  reads, 
“SOB.  Says  she  feels  like  she 
has  gas  in  her  chest.”  The  his- 
tory does  not  contain  any 
other  facts  about  the  back 
pain,  the  shortness  of  breath, 
the  cough,  or  the  discomfort 
in  her  chest. 

The  physical  examination 
is  largely  confined  to  the  vi- 
tal signs,  the  pulse  oximetry 
findings,  and  the  chest  x-ray. 
The  pulse  was  recorded  as 
1 32/min,  respirations  32/min, 
and  blood  pressure  177/111 
mm  Hg.  The  record  indicated 
that  the  blood  pressure  had 
to  be  determined  by  using  a 
thigh  cuff  on  the  forearm  and 
palpating  the  radial  pulse. 
Even  the  thigh  cuff  would  not  go  around  her  arm.  The  pulse 
oximetry  showed  85%.  The  remainder  of  the  documentation 
is  very  brief  and  is  largely  unreadable.  “CXR  V pneumonia  R” 
is  legible. 

She  was  in  the  ED  for  about  30  minutes,  discharged  home 
on  oral  antibiotics,  and  advised  to  call  her  regular  doctor  in 
two  days.  The  following  day  she  was  found  dead  in  her  apart- 
ment. No  autopsy  was  done.  The  death  certificate  listed  car- 
diopulmonary failure  as  the  primary  cause  of  death  with 
massive  obesity  as  secondary  cause. 

Barely  within  the  year  a lawsuit  was  filed  charging,  “Neg- 


ligent failure  to  diagnose  pulmonary  embolism.”  Despite  the 
massive  obesity,  very  able  defense  experts  were  not  able  to 
support  the  management  of  this  case.  They  pointed  out  that 
without  an  autopsy  no  one  could  positively  diagnose  a pul- 
monary embolism,  but  they  further  pointed  out  that  with  the 
presenting  symptoms  and  the  findings  available  to  the  ED 
physician,  the  patient  should  have  been  evaluated  further  in 
the  hospital. 

A six-figure  settlement  closed  the  file  on  this  case. 

Loss  Prevention  Comments 

The  difficulties  in  the  examination  of  a morbidly  obese 
patient  are  well  recognized.  One  venerable  chief  of  medicine 
at  the  medical  school  where  I graduated  would  not  accept  a 
patient  of  this  kind  in  his  practice,  or  so  it  was  told  when  I 
was  under  his  tutelage.  To  some  of  us,  and  I include  myself, 
this  level  of  obesity  is  so  offensive  that  we  may  not  be  as 
attentive  to  detail  and  as  conscientious  about  our  evaluation 
as  we  customarily  are.  Could  this  have  happened  here? 

The  patient  said  she  had  had  back  pain  for  a week.  No 
attempt  was  made  by  the  physician  to  document  the  precise 
location  of  the  discomfort  or  to  describe  its  distinguishing 
characteristics.  She  further  said  that  she  had  been  increas- 
ingly short  of  breath  since  onset,  and  that  she  felt  that  she 
had  “gas  in  her  chest.”  The  location,  character,  and  degree  of 
this  symptom  was  not  documented.  A cough  was  a part  of 
the  history,  but  there  was  no  note  as  to  its  type  or  frequency, 
or  whether  or  not  it  was  productive. 

She  had  tachypnea  (respirations  32/min),  tachycardia 
(pulse  1 32/min),  and  hypertension  (blood  pressure  177/11 1 
mm  Hg),  and  the  pulse  oximeter  revealed  a very  distressing 
finding  of  only  85%  O,  saturation.  No  blood  count  or  blood 
gas  determination  was  done  that  might  have  helped  to  evalu- 
ate the  chest  findings.  The  chest  x-ray  was  reported  by  the 
ED  physician  as,  “CXR  V pneumonia  R.”  The  radiologist 
reported  a perihilar  infiltrate  on  the  right  consistent  with  pneu- 
monia. The  “V”  following  the  “CXR”  appeared  to  be  either  a 
check  mark,  indicating  that  the  x-ray  was  ordered,  or  a “V” 
indicating  viral  pneumonia.  Such  was  the  difficulty  of  deci- 
phering this  record.  Had  the  record  contained  some  comment 
about  the  findings  and  a little  more  effort  to  sort  out  the  prob- 
lem facing  this  young  woman,  the  outcome  could  have  been 
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different.  Absent  all  this  needed  information,  the  patient  was 
given  antibiotics  and  sent  home,  to  see  her  doctor  in  two  days. 

In  the  environment  of  litigation  against  a physician,  the 
medical  record  is  all  that  anyone  has  to  either  defend  or  in- 
dict the  physician  and  his  management  of  the  case.  One  can 
almost  unfailingly  predict  that  illegible,  scant  documenta- 
tion by  the  physician  that  does  not  comment  on  the  history  or 
the  available  abnormal  vital  signs  will  prove  an  unsur- 
mountable  obstacle  to  the  defense.  It  was  so  in  this  case. 
Defense  expert  witnesses,  familiar  with  the  situation  and 


knowledgeable  about  the  very  real  difficulties  encountered 
in  the  clinical  evaluation  and  management  of  a patient  so 
obese,  could  not  support  the  handling  of  this  case.  They 
pointed  to  the  tachypnea,  tachycardia,  hypertension,  and  low 
O,  saturation,  with  the  suggestion  of  pneumonia  on  the  x-ray, 
as  findings  demanding  further  evaluation  in  the  hospital. 

Would  that  have  prevented  this  patient’s  death?  Probably 
not,  but  this  incomplete  and  largely  illegible  medical  record 
was  of  no  help  to  the  physician  involved  here,  or  to  his 
defense. □ 
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Introduction 

A shift  in  current  health  care  reform  from  federal  to  state 
level  has  led  several  states,  including  Florida,  Kentucky,  Mis- 
souri, Hawaii,  Oregon,  and  Rhode  Island,  to  change,  or  con- 
sider changing,  the  existing  Medicaid  program  in  order  to 
expand  coverage  to  hundreds  of  thousands  of  previously  un- 
insured individuals.1'2  In  1994,  as  a response  to  an  impend- 
ing financial  crisis,3  the  state  of  Tennessee  enacted  TennCare 
to  replace  the  Medicaid  program.  The  program  was  conceived 
and  implemented  within  a number  of  months,  leaving  no  time 
for  pilot  programs.2,3 

The  TennCare  program,  which  was  modeled  after  the  Ten- 
nessee Provider  Network,  a health  maintenance  organiza- 
tion (HMO)  network  designed  by  Blue  Cross  Blue  Shield  for 
Tennessee’s  state  employees,24  utilizes  several  managed  care 
organizations  (MCOs)  that  compete  to  provide  patient  cov- 
erage. By  using  the  MCOs,  TennCare  projected  a savings 
over  the  former  Medicaid  system  that  would  allow  the  state 
to  provide  coverage  to  individuals  previously  uninsured.4 
TennCare  was  designed  to  cover  those  individuals  formerly 
on  Medicaid,  those  unqualified  for  Medicaid  and  unable  to 
afford  private  insurance,  and  those  ineligible  for  private  in- 
surance because  of  a preexisting  medical  condition.5  Ninety- 
five  percent  of  Tennessee’s  population  is  now  provided  health 
care,  including  500,000  previously  uninsured.6 

TennCare  established  an  annual  capitation  rate  of  $ 1 ,64 1 
per  patient  (with  an  annual  growth  rate  of  5%  a year),  minus 
a percentage  discount  for  local  charities,  co-payments  by 
enrollees,  and  contributions  by  local  governments.3  To  pro- 
vide validity  to  the  projected  capitation  rates,  TennCare  com- 
pared MCO  capitation  rates  to  the  capitation  rates  of  the  Ten- 
nessee Provider  Network,  the  average  premium  rates  of 
private  insurance  HMOs,  and  the  per  person  costs  under  the 
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former  Medicaid  program.3 

Serious  questions  have  been  raised  as  to  the  accuracy  of 
the  capitation  rates  and  the  validity  of  TennCare’s  compari- 
sons. As  pointed  out  by  Mirvis  et  al,3  “It  has  been  claimed  that 
the  state  significantly  underestimated  the  prior  cost  of  Medic- 
aid.” TennCare  increased  the  number  of  services  provided 
over  those  of  Medicaid  without  additional  funding.  Also, 
TennCare  patients  may  be  in  worse  health  than  private  insur- 
ance patients,  and  therefore  require  longer  and  more  expen- 
sive care.  As  previous  studies  have  shown,  Medicaid  patients 
and  uninsured  patients  believe  they  are  in  worse  general 
health,7  are  more  likely  to  have  exacerbated  conditions  when 
they  go  to  a physician/  " and  are  less  likely  than  patients 
with  private  insurance  to  show  significant  improvement.12, 13 

As  has  been  noted  by  Walton,1  TennCare  is  under  national 
scrutiny.  No  study  has  determined  if  the  TennCare  popula- 
tion is  actually  in  worse  health  than  privately  insured  patients, 
which  would  affect  the  amount  of  care  necessary  to  treat  the 
TennCare  patient.  The  purpose  of  the  current  study  was  to 
address  the  status  of  TennCare  patients  and  privately  insured 
patients  on  initial  evaluation  for  the  treatment  of  chronic  pain, 
and  to  determine  if  TennCare  patients  require  more  follow- 
up sessions  than  privately  insured  patients. 

Method 

This  was  a retrospective  study  drawn  from  an  existing  pa- 
tient database  at  the  Vanderbilt  Pain  Control  Center,  a tertiary 
care  center  devoted  to  the  treatment  of  chronic  pain.  Partici- 
pants were  144  patients  seen  in  the  Vanderbilt  Pain  Control 
Center  since  the  inception  of  TennCare  in  January  1994.  Pa- 
tients were  categorized  into  two  populations  on  the  basis  of 
primary  means  of  payment:  ( 1 ) TennCare  patients  and  (2)  pri- 
vately insured  patients.  There  were  72  TennCare  patients  and  a 
control  group  of  72  privately  insured  patients  who  were  ran- 
domly selected  from  a total  of  1 83  privately  insured  patients. 

Demographic  and  medical  variables  were  collected  for  each 
patient  at  the  time  of  the  initial  medical  evaluation.  Patients 
reported  the  intensity  of  their  pain  on  a 1-100  scale,  as  well  as 
their  levels  of  depression  and  anxiety.  Physical  pathology  was 
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determined  by  the  interviewing  physician.  Information  regard- 
ing follow-up  treatment  sessions  was  taken  from  patients’  medi- 
cal charts.  Appointment  cancellations,  misses,  and  reschedules 
were  obtained  from  the  Vanderbilt  scheduling  computer. 

Because  the  Pain  Control  Center  is  a multidisciplinary  treat- 
ment facility,  some  patients  were  referred  to  an  in-staff  psy- 
chologist. Each  patient  seen  by  the  psychologist  completed  a 
standard  battery  of  tests:  Symptom  Checklist-90  revised,14  Beck 
Depression  Inventory,15  Speilberger  State/Trait  Anxiety  Inven- 
tory,16 and  Millon  Behavioral  Health  Inventory.17 

Results 

Table  1 indicates  statistically  significant  differences  (P<0.05) 
between  TennCare  patients  and  privately  insured  patients. 

Discussion 

The  current  study  indicates  that  TennCare  patients  present 
themselves  for  chronic  pain  treatment  in  a more  exacerbated 
condition  than  privately  insured  patients  do,  which  is  similar 
to  both  previous  Medicaid  patients  and  uninsured  patients. 
TennCare  patients  report  more  pain  and  physical  pathology 
than  privately  insured  chronic  pain  patients,  with  TennCare 
patients  returning  for  twice  as  many  follow-up  visits  as  pri- 
vately insured  patients. 

A possible  reason  TennCare  patients  come  for  chronic  pain 
treatment  in  an  exacerbated  condition  is  that  they  may  con- 
tinue to  underutilize  primary  care  physicians  because  they 
are  uneducated  about  changes  in  the  health  care  system.  Swift 
implementation  of  the  TennCare  program  in  1994  gave  little 
time  for  prior  patient  education.  The  population  may  still  be 
in  a “Medicaid”  mind-set,  in  which  care  was  received  prima- 
rily from  the  emergency  room  staff.  However,  hospitals  have 
reported  a 7.5%  decrease  in  emergency  room  usage  since  the 
implementation  of  TennCare.18 

Another  possible  reason  is  that  TennCare  patients,  espe- 
cially indigents,  may  lack  access  to  their  MCO’s  primary  care 
physician,  thereby  delaying  care  until  their  condition  becomes 
unmanageable.  Possible  causes  for  this  lack  of  access  may 
include  the  inability  to  miss  work  in  order  to  be  seen  during 
physicians’  office  hours,  not  taking  advantage  of  transporta- 
tion provided,  and  lack  of  an  MCO  primary  care  physician 
near  their  home. 

TennCare  is  having  difficulty  meeting  its  ambitious  goal 
of  providing  health  care  for  every  person  not  covered  by  pri- 
vate insurance;  currently,  TennCare  is  no  longer  accepting 
new  enrollees  other  than  children.19  In  TennCare’s  first  year 
of  operation,  the  average  hospital  was  reimbursed  44  cents 
for  every  dollar  spent,  and  the  program  still  experienced  a 
$99-million  budget  deficit.3  Several  MCOs  have  reported 
monetary  losses,3  including  the  Blue  Cross  Blue  Shield  MCO, 
which  has  lost  more  than  $14  million  over  the  past  three 
years.20  The  MCOs  may  be  experiencing  a hardship  because 


TABLE  1 

COMPARISON  OF  TENNCARE  WITH  PRIVATELY  INSURED  PATIENTS 


Medical/Pain  Status 


Patient  Response  to  Therapy 
Follow-Up  Visits 
Rescheduled  Visits 
Cancelled  Appointments 
Missed  Appointments 


TennCare  Patients  Have 

Higher  Pain  Intensity 
Less  Active  Range  of  Motion 
Less  Passive  Range  of  Motion 
Less  Muscle  Strength 
Less  Ambulation 
More  Limb  Deficits 

More 

NSD* 

NSD 

NSD 


Psychological  Data  By  Patient  Report  By  Psychological  Testing 

Depression  Levels  Higher  NSD 

Anxiety  Levels  Higher  NSD 


*NSD:  No  significant  difference 


of  TennCare’s  underestimating  the  capitation  rate.  According 
to  the  results  of  the  current  study,  TennCare  patients  are  in 
worse  physical  condition  than  patients  with  private  insurance 
and  require  twice  as  many  return  visits,  therefore  requiring 
more  care  and  more  money  than  traditional  HMO  patients. 
TennCare  may  need  to  reassess  the  capitation  rate  in  order  to 
determine  whether  the  rates  accurately  reflect  funding  needs 
in  order  to  assure  that  patients  continue  to  receive  quality  care. 

The  use  of  MCOs  to  treat  Medicaid  patients  is  a bold  leap 
into  the  future  of  health  care  reform.  While  other  states  look 
to  Tennessee  as  an  example  of  Medicaid  reform,  before  mak- 
ing financial  projections  those  states  should  consider  the 
physical  condition  of  the  Medicaid  patient  and  the  amount 
of  care  that  patient  requires. □ 
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Sepsis  Syndrome 
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lull  •oduction 

Ehrlichia  infections  have  been  increasingly  recognized  and 
reported  in  recent  years.  This  tick-borne  infection  may  be 
difficult  to  diagnose  due  to  the  nonspecific  symptoms  and 
complaints.  Delayed  or  inappropriate  antibiotic  therapy  may 
result  in  severe  illness. 

Case  Report 

In  mid-summer  a rural  roadway  worker  began  to  have 
symptoms  of  sinobronchitis  and  was  treated  with  cephalexin. 
Several  days  later  he  developed  urinary  symptoms,  with  a 
positive  urinalysis,  and  was  treated  with  ofloxacin.  The  fe- 
ver persisted,  and  headache  and  myalgia  became  severe. 
When  disorientation  developed,  the  patient  was  hospitalized 
and  treatment  was  begun  with  intravenous  ceftriaxone  and 
ofloxacin. 

Laboratory  work  displayed  thrombocytopenia  of  33,000/ 
cu  mm,  anemia  with  PCV  of  3 1 %,  WBC  count  5,700/cu  mm 
with  normal  differential,  and  normal  prothrombin  and  fibrin 
split  products.  The  creatinine  was  elevated  to  4.0  mg/dl  and 
BUN  to  65  mg/dl;  the  albumin  was  low  at  2.5  gm/dl  The 
SGOT  was  elevated  at  210  mg/dl,  the  bilirubin  2.9  mg/dl, 
and  the  alkaline  phosphatase  650  U/L.  The  serum  amylase 
was  880  units  (normal  <80).  HIV  was  negative.  The  PTT 
was  normal.  The  chest  x-ray  showed  basilar  interstitial  infil- 
trates. CT  brain  scan  showed  sphenoid  sinus  opacification. 
Lumbar  puncture  had  40  WBC/cu  mm,  all  lymphocytes,  with 
CSF  protein  125  mg/dl  and  normal  glucose.  A bone  marrow 
examination  was  nondiagnostic,  with  normal  megakaryo- 
cytes. Creatinine  phosphokinase  was  1 0 times  normal  at  2,039 
U/L.  Urinalysis  showed  15  WBC/HPF  with  positive  leuko- 
cyte esterase.  The  patient’s  fever  persisted,  and  fluid  over- 
load with  pulmonary  edema  and  atrial  fibrillation  developed. 
After  being  intubated,  and  placed  on  a ventilator,  the  patient 
was  sedated. 


From  the  Columbia  Centennial  Medical  Center,  Nashville. 

Reprint  requests  to  2400  Patterson  St.,  Suite  400,  Nashville,  TN 
37203  (Dr.  R Jackson). 


Because  of  the  respiratory,  neurologic,  renal,  and  hema- 
tologic abnormalities,  a more  unusual  illness  was  suspected. 
Specific  titers  for  Rocky  Mountain  Spotted  Fever  were  nega- 
tive, and  all  cultures  of  blood,  CSF,  sputum,  and  bone  mar- 
row were  negative.  At  this  time,  on  the  fifth  hospital  day  and 
the  second  week  of  illness,  antibiotics  were  changed  to 
doxycycline  and  ceftriaxone,  after  which  rapid  defervescence 
occurred  and  the  hypotension  that  had  developed  improved. 

From  this  point  on,  with  continuing  doxycycline  therapy 
the  patient  made  a slow  but  sustained  recovery.  The  platelet 
count  and  liver  function  tests  became  normal  by  the  end  of 
the  second  week,  but  weakness  made  ventilator  weaning  a 
protracted  affair,  and  severe  renal  failure  developed  but  slowly 
improved  over  the  next  three  months. 

Human  monocytic  Ehrlichia  chajfeensis  IgG  titers  were 
1:10,240  (normal  <!:40).  Human  granulocytic  Ehrlichia 
equii  titers  were  < 1 :80.  Human  granulocytic  Ehrlichia  DNA 
detection  by  PCR  was  negative. 

Discussion 

Human  monocytic  ehrlichiosis  is  found  in  monocytes,  and 
is  transmitted  in  lliis  area  by  the  Lone  Star  ( Amblyomma 
americanum ) tick,  which  also  transmits  Rocky  Mountain  Spot- 
ted Fever.  Human  granulocytic  ehrlichiosis  is  found  in  granu- 
locytes, and  is  transmitted  in  the  northern  states  by  the  deer 
tick  (Ixodes scapularis),  which  also  transmits  Lyme  disease.1 

This  middle-aged  Tennessee  roadway  worker  who  devel- 
oped a severe  febrile  illness  in  mid-summer  had  abundant  ex- 
posure to  ticks,  and  may  be  a typical  case  of  severe  Ehrlichia 
infection.  As  in  our  case,  ehrlichiosis  may  cause  pneumonitis, 
meningitis,  thrombocytopenia,  renal  failure,  encephalitis,  or 
urinary  tract  infection.2  In  addition,  this  case  also  had  marked 
elevation  of  the  CPK  and  amylase. 

A nonresponding  illness  in  the  summer  should  arouse  sus- 
picion of  ehrlichiosis,  which  is  at  least  as  common  as  Rocky 
Mountain  Spotted  Fever  in  the  endemic  areas.1-4  Another  di- 
agnostic aid  is  the  prompt  defervescence  after  tetracycline 
therapy,  as  seen  in  this  case.  The  variety  of  severe  system 
abnormalities  in  this  serious  illness  demonstrates  the  systemic 
sepsis  syndrome.5  This  patient  had  hypotension  and  cerebral 
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TABLE  1 

DIAGNOSTIC  CLUES  AND  FINDINGS 


Reported  in  Ehrlichiosis 

Fever* 

Myalgias* 

Headache* 
Thrombocytopenia* 
Leukopenia 
Pulmonary  infiltrates* 

Gl  symptoms* 

Renal  dysfunction* 
Neurologic  abnormalities* 
Liver  abnormalities* 
Hypotension* 

Rash 

Disseminated  intravascular 
coagulation 


In  Rocky  Mountain  Spotted  Fever 

Fever 

Myalgias 

Headache 


Renal  dysfunction 
Neurologic  dysfunction 

Hypotension 

Rash 

Disseminated  intravascular 
coagulation 


'Present  in  this  case 


dysfunction,  and  was  near  death.  After  otherwise  successful 
treatment,  some  memory  impairment  has  persisted,  though 
unaccompanied  by  other  neurologic  abnormalities. 

The  renal  impairment  with  accompanying  signs  of  uri- 
nary tract  infection  and  moderate  proteinuria  suggests  that 
the  renal  damage  might  have  been  due  to  direct  invasion  and 
infection,  and  not  simply  to  hypotension  with  poor  renal  per- 
fusion. Interstitial  nephritis  has  been  reported  in  severe  cases.6 


Very  few  infections  show  such  a variety  of  system  ab- 
normalities as  this  one  did  (Table  1 ).  The  thrombocytopenia 
was  helpful  in  making  the  initial  diagnosis,  though  this  case 
did  not  demonstrate  disseminated  intravascular  coagulation, 
which  has  been  reported. 

Treatment  is  fortunately  gratifying,  with  rapid  deferves- 
cence on  institution  of  tetracycline  therapy.  Alternative  anti- 
biotics in  evaluation  include  rifampin  and  chloramphenicol.1 
The  more  common  antibiotics,  however,  including  penicil- 
lins, cephalosporins,  quinolones,  and  aminoglycosides,  are 
ineffective. 

Summary 

The  diversity  of  presenting  symptoms  with  Ehrlichia  in- 
fections makes  diagnosis  difficult.  Rash  is  infrequent.  A fe- 
brile illness  in  the  summer  with  thrombocytopenia  should 
arouse  suspicion  of  possible  ehrlichiosis. □ 
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Introduction 

Subarachnoid  hemorrhage  (SAH)  is  a common  and  cata- 
strophic neurosurgical  problem  and  produces  neurologic  defi- 
cit and  mortality  in  patients  during  their  most  productive 
years.1  With  increasing  advances  in  the  diagnosis  and  man- 
agement of  SAH,  morbidity  and  mortality  from  SAH  has  been 
reduced  in  recent  years.  SAH  occurs  in  6 to  10.9  per  100,000 
patients  per  year,  and  aneurysm  rupture  is  responsible  for 
77%  of  cases.2  The  prevalence  of  unruptured  aneurysms  in 
the  general  population  has  been  a matter  of  debate,  but  is  as 
high  as  7.9%  of  normal  people.  It  is  obvious  that  aneurysms 
are  extremely  common,  and  a high  index  of  suspicion  should 
be  held  in  patients  having  sudden  headache.  SAH  from 
aneurysm  rupture  occurs  most  frequently  between  the  ages 
of  40  and  60,  with  a modest  female  predominance.  The  sug- 
gestion of  increased  familial  risk  of  aneurysms  has  been  sub- 
stantiated by  a number  of  large  studies.1'5  The  mean  age  of 
rupture  in  aneurysms  of  patients  who  have  a family  history 
of  aneurysm  or  SAH  is  lower  than  that  of  non-familial  aneu- 
rysm patients. 

Clinical  Diagnosis 

Typically,  patients  have  a cataclysmic  headache  with  as- 
sociated loss  of  consciousness;  they  often  complain  of  “the 
worst  headache  of  my  life,”  sometimes  associated  with  coi- 
tus or  severe  stress.  Uncommonly,  patients  may  have  neuro- 
logic findings  before  the  headache,  such  as  a unilateral  third 
nerve  palsy  with  a posterior  communicating  artery  aneurysm. 
The  patient  often  has  significant  signs  of  meningeal  irrita- 
tion, often  photophobia,  with  a sinus  tachycardia  and  dias- 
tolic hypertension. 
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Prognosis  after  SAH  is  determined  by  the  neurologic  ex- 
amination at  the  time  of  presentation.  Patients  who  have  mini- 
mal or  no  deficit  have  a good  outcome  after  SAH,  whereas 
patients  with  high-grade  SAHs  generally  have  a difficult 
course  and  poor  outcome.46'7  Co-morbidity  on  the  basis  of 
preexisting  medical  illness,  such  as  myocardial  infarction, 
diabetes  mellitus,  or  carcinoma,  significantly  increases  the 
risk  of  death  and  morbidity.  In  the  initial  evaluation  of  SAH, 
CT  scanning  is  of  paramount  importance.  The  pattern  of  SAH 
is  not  always  predictive  of  the  location  of  the  aneurysm.  De- 
pending on  the  projection  of  the  aneurysm  the  appearance  of 
the  hemorrhage  on  CT  scan  can  be  deceiving  (Fig.  I).  Pa- 
tients with  catastrophic  headache  are  often  suspected  of  har- 
boring intracranial  aneurysms  despite  a negative  CT  scan. 
Although  a CT  scan  is  97%  sensitive  for  the  detection  of  SAH 
in  most  centers,  a poor  quality  scan  due  to  technical  difficul- 
ty or  to  patient  motion  can  often  lead  to  misdiagnosis.  There- 
fore, whenever  a patient  develops  a sudden  catastrophic  head- 
ache, particularly  if  it  is  associated  with  meningismus  or 
photophobia,  lumbar  puncture  is  mandatory.  The  lumbar 
puncture  should  be  performed  as  atraumatically  as  possible, 
with  a fine-gauge  needle  and  withdrawal  of  minimal  CSF. 
Xanthochromia  will  appear  in  the  centrifuged  CSF  sample 
within  six  hours  of  SAH,  and  is  easily  diagnosed.  The  per- 
formance of  a traumatic  lumbar  puncture  may  provide  the 
false  impression  of  an  SAH.  but  the  supernatant  fluid  will  be 
clear  with  a normal  CSF  cell  differential. 

Perioperative  management  of  patients  with  SAH  is  cen- 
tered around  reducing  risk  factors  for  rebleeding  as  well  as 
monitoring  for  the  occurrence  of  cerebral  vasospasm.  Patients 
are  maintained  in  the  neurologic  intensive  care  unit  and  are 
given  moderate  doses  of  sedative  medications  to  keep  them 
calm.  If  the  CT  scan  demonstrates  hydrocephalus,  a ventricu- 
lar drainage  catheter  is  inserted,  but  abrupt  changes  in  the 
CSF  pressure  may  precipitate  aneurysm  rupture. 

Cerebral  Vasospasm 

After  SAH,  patients  are  at  risk  for  delayed  ischemic  neu- 
rologic deficit  as  a result  of  cerebral  vasospasm  caused  by 
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Figure  1.  A 35-year-old  right-handed  man  with  sudden  headache  during  coitus  and  transient  loss  of  consciousness.  CT  scan  (left)  reveals  right  temporal 
lobe  intraparenchymal  hematoma  and  subarachnoid  hemorrhage.  AP  (center)  and  oblique  (right)  cerebral  angiograms  demonstrate  a right  posterior 
communicating  artery  aneurysm  which  was  successfully  clipped.  The  patient  had  a complete  neurologic  recovery. 


the  breakdown  of  erythrocytes  in  the  subarachnoid  space, 
particularly  the  production  of  oxyhemoglobin/  From  days  4 
to  14  after  SAH  the  patient  is  at  risk  for  the  development  of 
cerebral  vasospasm,  which  typically  affects  the  large  con- 
ducting arteries  such  as  the  arteries  of  the  circle  of  Willis  and 
proximal  branches  of  the  anterior,  middle,  and  posterior  ce- 
rebral arteries.  Constriction  of  these  arteries  reduces  the  ce- 
rebral blood  How,  and  can  result  in  cerebral  ischemia  and 
edema.  Once  the  patient  develops  a neurologic  deficit,  blood 
How  is  reduced  to  a critical  level  and  irreversible  cerebral 
ischemia  is  impending.  Treatment  of  cerebral  vasospasm  by 
calcium  channel  antagonists  such  as  nimodipine  reduces  the 
vasospasm  and  its  ischemic  effects.  The  institution  of  hyper- 
dynamic, hypertensive,  and  hemodilutional  therapy  (triple  H 
therapy)  has  also  been  shown  to  be  effective  in  reversing 
ischemic  neurologic  deficits  in  patients  with  SAH.  Endo- 
vascular methods  have  also  been  developed  in  the  past  de- 
cade to  increase  regional  blood  How  including  the  intra-arte- 
rial administration  of  papaverine  or  balloon  angioplasty/ 

Surgical  Management  of  Cerebral  Aneurysms 

Definitive  treatment  of  cerebral  aneurysms  centers  around 
clip  ligation  of  the  aneurysm.  Advances  in  microsurgical  tech- 
nique have  allowed  access  to  virtually  all  intracranial  aneu- 
rysms.17 The  surgical  procedure  is  performed  through  a small 


craniotomy.  Because  there  is  increased  risk  of  surgery  dur- 
ing the  period  of  vasospasm,  most  neurovascular  surgeons 
elect  either  to  operate  on  aneurysms  acutely  (within  the  first 
three  to  four  days),  or  to  delay  the  operation  until  the  period 
of  vasospasm  is  over  (after  14  days).  Over  the  past  five  years 
endovascular  techniques  that  have  been  developed  for  treat- 
ing aneurysms  have  been  extremely  successful.  The 
Gulglielmi  detachable  coil  (GDC)  system  has  been  devel- 
oped to  produce  endosaccular  occlusion  of  the  aneurysm.  A 
microcatheter  is  introduced  into  the  lumen,  and  the  aneu- 
rysm is  packed  with  platinum  coils,  obviating  the  need  for  a 
craniotomy.910  □ 
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Introduction 

Two  pivotal  coronary  heart  disease  (CHD)  prevention  stud- 
ies have  been  published  in  the  past  two  years.  Both  were  con- 
ducted to  test  the  efficacy  of  a relatively  new  class  of  choles- 
terol-lowering drugs,  the  HMG-CoA  reductase  inhibitors 
(HMG-RI)  that  lower  plasma  low-density  lipoprotein  (LDL) 
cholesterol  (LDL-C)  by  inhibiting  the  rate-limiting  step  in 
cholesterol  biosynthesis.  The  first  study,  the  Scandinavian 
Simvastatin  Survival  Study  (4S),  published  in  November 
1994,'  is  a secondary  prevention  study  conducted  in  4,444 
Finnish  male  and  female  subjects  with  a history  of  prior 
myocardial  infarction  (MI).  The  second,  the  West  of  Scot- 
land Coronary  Prevention  Study  (WOSCOPS),  published 
almost  exactly  one  year  later,2  is  a primary  prevention  study 
conducted  in  6,595  Scottish  men  with  hypercholesterolemia 
and  no  prior  history  of  MI. 

These  studies  are  highly  significant.  They  are  the  first  stud- 
ies to  establish  the  cardiovascular  morbidity  and  mortality 
benefit  of  treatment  with  the  HMG-RI  class  of  agents.  The 
4S  trial  is  the  first  cholesterol-lowering  study  to  demonstrate 
a convincing  and  significant  reduction  in  overall  mortality 
during  double-blind  treatment  with  cholesterol-lowering 
therapy;  the  Coronary  Drug  Project  niacin  arm  achieved  this 
goal,  but  only  in  long-term  follow-up.2  In  previous  choles- 
terol-lowering trials,  trends  toward  more  noncardiac  deaths 
(violent  and  accidental  death)  offset  significant  reductions 
in  CHD  deaths  in  the  treatment  group,  so  that  overall  mor- 
tality was  not  changed  (Table  l).46  WOSCOPS  provides 
convincing  evidence  that  LDL-C  lowering  with  an  HMG-RI 
significantly  reduces  CHD  morbidity  and  mortality  in 
high-risk  men  without  a prior  history  of  CHD.  Although 
WOSCOPS  was  not  designed  to  assess  the  effect  of  pravastatin 
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therapy  on  all-cause  mortality,  a nearly  significant  22%  re- 
duction (P=0.051)  in  all-cause  mortality  was  observed  with 
pravastatin  therapy  in  that  study. 

These  studies  provide  the  practicing  clinician  with  impor- 
tant information  regarding  the  risk/benefit  relationships  of 
cholesterol-lowering  treatment  with  HMG-RI.  It  is  impor- 
tant, however,  to  remember  that  as  practicing  clinicians  we 
must  determine  a specific  course  of  action  in  individual  pa- 
tients who  may  or  may  not  share  features  in  common  with 
the  study  populations.  Such  decision-making  is  influenced 
by  clinical  variables  such  as  age,  sex,  presence  of  concomi- 
tant risk  factors,  presence  or  absence  of  vascular  disease,  and 
severity  of  hypercholesterolemia. 

Fortunately,  there  are  published  guidelines  to  help  in  this 
decision-making  process.  Recommendations  for  the  diagno- 
sis and  treatment  of  hypercholesterolemia  in  adults  have  been 
formulated  and  published  in  1988  by  a panel  of  experts,  the 
Adult  Treatment  Panel  (ATP),  as  part  of  the  National  Cho- 
lesterol Education  Program  (NCEP),7  and  in  an  updated  form 
in  1993  by  the  Adult  Treatment  Panel  II  (ATPII).*  We  will 
discuss  the  implications  of  4S  and  WOSCOPS  for  the  ATPII 
recommendations  in  this  article. 

Scandinavian  Simvastatin  Survival  Study 

The  4S  study  determined  the  effect  of  administration  of 
the  HMG-RI  simvastatin  (Zocor)  on  mortality  and  morbidity 
in  patients  with  CHD.1  In  this  study,  4,444  hypercholes- 
terolemic  men  and  women  with  angina  pectoris  or  previous 
MI  were  randomized  to  either  placebo  or  simvastatin  20  mg 
once  daily.  To  qualify  for  the  study,  total  cholesterol  had  to 
be  between  212  and  308  mg/dl,  and  serum  triglyceride  had 
to  be  less  than  220  mg/dl  The  average  pretreatment  LDL-C 
in  the  study  cohort  was  187  mg/dl.'  Simvastatin  dosage  was 
then  titrated  to  reduce  total  cholesterol  to  115  to  200  mg/dl. 
Although  a significant  proportion  (37%)  of  patients  required 
the  maximum  dose  of  simvastatin  (40  mg/daily),  the  major- 
ity were  controlled  on  20  mg  daily.  Over  the  course  of  the 
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TABLE  1 


COMPARISON  OF  4S  AND  SCOTTISH  STUDIES  WITH 
“FIRST  GENERATION”  CHD  PREVENTION  TRIALS 


Study 

Type 

Intervention 

No 

%Change 

(LDL-C) 

Endpoint 

%Change 

CDP 

2’ 

Nicotinic  acid 

T:  1 ,1 19 
P:2,789 

-9.6* 

CHDd+MP 
Total  Mort. 

-15%  (P< 0.05) 
+4%  (P=NS)* 

LRC-CPPT 

1" 

Cholestyramine 

T:  1,906 
P:  1,900 

-20.3% 

CHDd+MIt 
Total  Mort. 

-19%  (P<0.05) 
-7%  (P=NS) 

Helsinki 

r 

Gemfibrozil 

T:2,051 

P:2,030 

-10.0% 

CHDd+Mf 
Total  Mort. 

-34%  (P<0.02) 
+7%  (P=NS) 

4S 

2" 

Simvastatin 

T:2,221 

P:2,223 

-35.0% 

CHDd+MIt 
Total  Mort 

-27%  (P=0.00001) 
-30%  (P= 0.0003) 

WOSCOPS 

r 

Pravastatin 

T:3,302 

P:3,293 

-26.0% 

CHDd+MIt 
Total  Mort. 

-31%  (P<0.001) 
-22%  (P=0.051) 

CDP=Coronary  Drug  Project  (completed  1975),  LRC-CPPT  (Lipid  Research  Clinics  Primary  Prevention  Trial  (completed  1984), 
Helsinki=Helsinki  Heart  Study  (completed  1986),  4S=Scandinavian  Simvastatin  Survival  Study  (completed  1994), 
WOSCOPS=West  of  Scotland  Study  (completed  1995). 

T=active  treatment  group,  P=placebo  treatment  group.  CHDd=Coronary  heart  disease  death. 

*Total  Cholesterol  (LDL  not  estimated). 

^Primary  endpoint  of  the  study. 

^During  double-blind  treatment  period  (five  years),  subsequent  long-term  follow-up  of  the  Coronary  Drug  Project  cohort  showed 
a significant  11%  decrease  in  total  mortality  at  15  years  follow-up. 


study,  simvastatin  therapy  resulted  in  an  on-treatment  aver- 
age reduction  in  LDL-C  of  35%  (to  an  estimated  average 
LDL-C  of  120  mg/dl),  and  a more  modest  decrease  in  trig- 
lyceride (10%)  and  increase  in  HDL-C  (8%).  Over  the  sub- 
sequent six  years  of  follow-up,  these  lipoprotein  changes  were 
accompanied  by  a highly  significant  (30%,  P=0.003)  reduc- 
tion in  total  mortality  (Table  1).  This  reduction  in  overall 
mortality  was  attributable  to  a 42%  reduction  in  CHD  deaths. 
There  was  no  statistically  significant  difference  in  noncar- 
diovascular  deaths  between  the  two  treatment  groups.1 

Based  on  their  findings  in  the  4S  cohort,  the  authors  pro- 
jected that  treatment  of  100  CHD  patients  with  simvastatin 
over  six  years  would  prevent  four  deaths,  seven  nonfatal  Mis, 
and  six  cardiac  revascularization  procedures,  for  a total  of  1 3 
events,  or  a one  in  eight  probability  of  benefit.  On  the  other 
hand,  their  projections  indicated  that  five  CHD  deaths,  14 
Mis,  and  13  cardiac  revascularization  procedures  (a  total  of 
32  events)  would  still  occur  despite  simvastatin  therapy.  This 
suggests  that  in  addition  to  LDL  reduction,  aggressive  inter- 
vention on  all  cardiovascular  risk  factors  is  important. 

West  of  Scotland  Coronary  Prevention  Study 

In  the  West  of  Scotland  study,  6,595  Scottish  men  with  no 
prior  history  of  MI  but  with  elevated  LDL-C  (155-232  mg/dl, 
mean=192  mg/dl)  were  randomized  to  receive  the  HMG-RI 
pravastatin  (Pravachol)  40  mg  daily,  or  placebo.2  Pravastatin 
therapy  resulted  in  a 26%  reduction  in  plasma  LDL-C  (for  an 
average  on  treatment  LDL-C  of  approximately  140  mg/dl), 
and  as  expected,  a more  modest  reduction  in  plasma  triglyc- 
eride (12%)  and  increase  in  HDL-C  (5%).  These  changes 


were  accompanied  by  a 31%  reduction  (P<0.001)  in  the  pri- 
mary combined  endpoints  of  nonfatal  MI  and  CHD  death 
(Table  1).  In  absolute  terms,  the  prevalence  of  these  primary 
CHD  events  was  7.9%  and  5.5%  in  the  placebo  and  pravastatin 
groups  respectively,  corresponding  to  74  fewer  events  in  the 
pravastatin  group.  Pravastatin  therapy  was  also  associated 
with  a significant  reduction  in  nonfatal  MI  (P<0.001)  and 
death  from  all  cardiovascular  causes  (P=0.033).  Death  from 
noncardiovascular  causes  was  not  increased  by  pravastatin 
therapy  (P=0.54).  The  incidence  of  death  from  suicide, 
trauma,  or  cancer  was  not  higher  in  the  treatment  group,  nor 
was  the  frequency  of  incident  cancer  higher  in  the  pravastatin 
group.  All-cause  mortality  was  22%  lower  in  the  treatment 
group  (3.2%  vs  4.1%  in  the  placebo  group,  P=0.051).  The 
cohort  included  no  women  and  no  subjects  over  age  64. 

Low  Rate  of  Adverse  Events  With  HMG-RI  Therapy 

Adverse  drug  effects  from  simvastatin  were  remarkably 
low  in  the  4S  study.  Rhabdomyolysis  occurred  in  only  one 
case,  that  of  a woman  treated  with  20  mg  simvastatin.  She 
recovered  when  simvastatin  treatment  was  stopped.  Six 
simvastatin  treated  patients  (0.3%)  experienced  asympto- 
matic, transient  CPK  elevations  (>10X  upper  limits  of  nor- 
mal). Although  rare,  myositis  is  a significant,  potentially  fa- 
tal complication  of  HMG-RI  therapy,  and  patients  for  whom 
the  HMG-RI  are  prescribed  should  be  educated  to  report 
muscular  complaints  promptly.  Aspartate  aminotransferase 
(AST)  elevations  (>3X  upper  limits  of  normal)  were  no  more 
frequent  in  the  simvastatin  group  than  in  the  placebo  group. 
Elevated  alanine  aminotransferase  (ALT)  levels  were  encoun- 
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TABLE  2 

NCEP  II  RECOMMENDATIONS  FOR  INITIATION  OF 
CHOLESTEROL-LOWERING  THERAPY 

Type  of  Patient  Consider  Drug  Therapy  Goal  of  Treatment 


if  LDL-C 

(LDL-C) 

Known  CHD  (or  other 
vascular  disease) 

3=130  mg/dl 

<100  mg/dl 

2 or  more  CHD 
risk  factors 

3*160  mg/dl 

<130  mg/dl 

1 or  fewer  CHD 
risk  factors 

si  90  mg/dl 

<160  mg/dl 

Age  <35  years  with  1 or 

3=220  mg/dl 

<160  mg/dl 

fewer  CHD  risk  factors 

Adapted  from  NCEP  II  Expert  Panel  Report  8 

tered  more  frequently  in  the  simvastatin  group  than  in  the 
controls  (49  vs  33  subjects).  The  low  adverse  event  rate  may 
be  attributable  to  the  less  than  maximal  doses  of  simvastatin 
used  for  most  patients.  For  the  related  HMG-RI.  lovastatin, 
both  hepatic  and  muscle  toxicity  was  almost  exclusively  seen 
with  the  highest  doses.9  In  WOSCOPS,  pravastatin  therapy 
was  also  well  tolerated  by  study  participants.  The  incidence 
of  myalgias,  elevated  creatinine  kinase,  and  elevated  AST  or 
ALT  was  not  significantly  increased  by  pravastatin  treatment. 

Although  the  safety  data  presented  in  these  two  studies 
after  five  to  six  years  of  HMG-RI  therapy  is  reassuring,  it  is 
important  to  realize  that  we  will  not  be  able  to  fully  assess 
the  safety  of  long-term  HMG-RI  administration  for  years  to 
come.  Indeed,  concerns  have  been  raised  that  the  benefits  of 
CHD  reduction  by  cholesterol-lowering  therapies,  including 
diet,  may  be  partially  offset  by  the  increased  risk  of  cancer.10 
With  one  exception,  these  concerns  have  not  been  validated 
by  clinical  trial  data.  The  only  study  to  date  to  show  wors- 
ened outcome  in  patients  treated  with  cholesterol-lowering 
therapy  is  the  World  Health  Organization  (WHO)  study.10  In 
this  study  total  mortality  was  increased  in  the  clofibrate 
(Atromid-S)  treatment  group  as  a result  of  increased  inci- 
dence of  cholelithiasis,  fatal  malignancy,  and  pancreatitis." 
Although  this  was  not  observed  in  subsequent  studies  using 
other  agents,  such  concerns  serve  as  a reminder  that  we  must 
exercise  clinical  judgment  in  the  administration  of  choles- 
terol-lowering therapy.  Caution  in  prescribing  cholesterol- 
lowering therapy  is  particularly  important  in  women  of 
childbearing  age.  The  HMG-RI  are  classified  as  pregnancy 
category  X and  should  be  administered  to  women  of  child- 
bearing potential  only  if  they  are  highly  unlikely  to  conceive 
and  are  aware  of  the  potential  hazards  to  the  fetus. 

Applicability  of  4S  and  WOSCOPS  for  Cholesterol- 
Lowering  Therapy  in  Young  Men  and  Women 

The  findings  of  these  studies  are  primarily  applicable  to 
middle  aged  or  older  individuals;  4S  included  men  and  women 


of  ages  35  to  70  and  WOSCOPS  included  only  men  ages  45 
to  64.  In  younger  individuals  (men  less  than  35  years  old  and 
premenopausal  women),  the  potential  benefit  of  cholesterol- 
lowering therapy  for  primary  prevention  is  more  difficult  to 
ascertain. 

In  individuals  with  fewer  than  two  CHD  risk  factors,  the 
ATP  recommended  that  maximal  efforts  be  made  to  reduce 
LDL-C  by  lifestyle  modification  unless  LDL-C  persistently 
exceeds  190  mg/dl.  The  panel  further  recommended  that  drug 
therapy  be  delayed  in  young  (less  than  35  years  old),  low- 
risk  men,  and  premenopausal  women  unless  LDL-C  is  con- 
sistently above  220  mg/dl  (Table  2).  The  overall  low  CHD 
risk  in  premenopausal  women  and  the  absence  of  clinical 
trial  data  in  that  group  argues  for  the  use  of  nonpharmacologic 
therapy  for  primary  prevention  in  premenopausal  women, 
unless  concomitant  risk  factors  are  particularly  compelling. 

Implications  of  4S  and  WOSCOPS  for  Cholesterol- 
Lowering  Therapy  in  the  Elderly  and  in  Older  Women 

With  regard  to  cholesterol-lowering  therapy  in  the  eld- 
erly, although  the  4S  study  supports  secondary  preventive 
measures  in  patients  older  than  60  years  of  age,  the  informa- 
tion provided  does  not  define  an  upper  age  limit  above  which 
benefit  is  no  longer  observed.  On  the  other  hand,  given  the 
high  incidence  of  CHD  and  other  vascular  events  in  older 
patients  and  the  available  safety  and  efficacy  data,  it  appears 
reasonable  to  treat  elderly  hypercholesterolemic  patients  who 
are  otherwise  healthy  and  therefore  not  at  risk  of  mortality 
from  competing  causes.  As  regards  the  potential  benefits  of 
cholesterol-lowering  therapy  in  older  women,  the  4S  study 
supports  such  therapy  in  women  with  preexisting  coronary 
heart  disease.  Although  the  benefit  of  primary  CHD  preven- 
tion in  postmenopausal  women  with  lipid-lowering  therapy 
has  not  yet  been  established,  it  appears  reasonable  to  treat 
those  at  “high  risk”  by  virtue  of  multiple  risk  factors  as  de- 
scribed in  the  ATPII  guidelines/ 

48  and  WOSCOPS  Support  the  Recommendations 
of  the  ATPII  Cholesterol  Treatment:  Guidelines  for 
Aggressive  Lipid-Lowering  in  “ High-Risk”  Subjects 

In  contrast  to  the  conservative  recommendations  of  the 
ATPII  in  “low-risk”  individuals,  the  panel  recommended  ag- 
gressive LDL  reduction  in  individuals  with  existing  coronary 
and  other  vascular  disease  and  in  those  judged  to  be  at  “high 
risk”  of  CHD  by  virtue  of  the  presence  of  multiple  risk  fac- 
tors (Table  2). * The  panel  recommended  that  LDL-C  be  main- 
tained at  less  than  1 30  mg/dl  by  diet  and  exercise  in  patients 
with  two  or  more  CHD  risk  factors  (including  cigarette  smok- 
ing, hypertension,  diabetes,  low  HDL-C,  or  family  history  of 
premature  CHD),  and  at  or  below  100  mg/dl  in  individuals 
with  established  vascular  disease  (including  peripheral  arte- 
rial and  cerebrovascular  disease,  as  well  as  CHD). 
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The  panel  recommended  that  drug  therapy  be  initiated  in 
patients  whose  LDL-C  remains  above  160  mg/dl  and  130 
mg/dl  for  each  of  the  two  groups,  respectively8  (Table  2). 
Both  4S  and  WOSCOPS  support  the  use  of  LDL-lowering 
therapy  in  subjects  considered  to  be  at  “high  risk”  for  CHD 
by  the  ATPII.  The  4S  cohort  consisted  of  subjects  with  known 
CHD  and,  although  the  WOSCOPS  cohort  did  not  have  a 
history  of  CHD,  the  majority  met  the  ATPII  definition  of  high 
risk  (men  older  than  45  years  with  high  prevalence  [80%]  of 
current  or  past  cigarette  use).  The  findings  of  reduced  CHD 
morbidity  and  mortality  following  HMG-RI  therapy  in  these 
two  “high-risk”  cohorts  provides  compelling  evidence  that 
LDL  reduction  is  worthwhile  in  such  patients.  Although  the 
data  supporting  such  treatment  of  young  patients  and  the  eld- 
erly, and  for  primary  prevention  in  women,  is  at  present  in- 
complete, with  these  groups  nonpharmacologic  therapy  (diet, 
exercise,  cigarette  cessation)  can  certainly  be  recommended, 
and  in  selected  “high-risk”  subjects,  pharmacologic  therapy 
might  be  considered  as  well. 

Hole  of  HMG-RI  vs  Other  Cholesterol-I^owering  Dnigs 

With  data  now  available  supporting  the  efficacy  and  safety 
of  the  HMG-RI,  we  can  consider  them  “first  line”  agents  for 
lowering  LDL-C.  Their  use  was  in  fact  advocated,  along  with 
that  of  bile-acid  sequestrants  (BAS)  (Questran,  Colestid)  and 
nicotinic  acid,  in  the  1993  ATP  Report.8  Indeed,  the  HMG-RI 
appear  to  have  greater  potential  than  many  older  agents  to 
reduce  CHD  events,  presumably  due  to  increased  ability  to 
reduce  LDL-C,  with  the  possible  exception  of  the  fibrate, 
gemfibrozil  (Lopid)  (Table  1). 

On  the  other  hand,  the  BAS  also  have  proven  benefit,  par- 
ticularly in  patients  who  tolerate  effective  doses,  and  their 
long-term  safety  record  makes  them  an  attractive  alternative 
to  the  HMG-RI,  particularly  in  young  men  and  premenopausal 
women.  In  addition,  an  emerging  role  of  the  BAS  is  as  ad- 
junctive therapy  with  HMG-RI  to  achieve  the  reductions  in 
LDL-C  needed  in  patients  with  existing  vascular  disease.  Even 
with  the  BAS  some  safety  concerns  persist  with  the  reported 
(nonsignificant)  trends  toward  increased  benign  colorectal 
neoplasia  and  oral/pharyngeal  cancer  in  long-term  Coronary 
Primary  Prevention  Trial  follow-up.12 

Nicotinic  acid  and  gemfibrozil  remain  useful  drugs  in  indi- 
viduals with  hypertriglyceridemia  and  low  HDL-C.  It  is  par- 
ticularly striking  to  note  that  in  the  Helsinki  Heart  study,  de- 
spite a relatively  modest  effect  on  LDL-C,  gemfibrozil  therapy 
resulted  in  reductions  in  CHD  events  comparable  to  those 
observed  with  the  HMG-RI  in  4S  and  WOSCOPS  (Table  1). 
This  has  been  attributed  to  the  combined  effect  of  gemfibrozil 
to  reduce  LDL-C  and  increase  HDL-C.13  In  fact,  subset  analy- 
sis of  the  Helsinki  study  cohort  suggests  that  individuals  with 
the  combination  of  hypertriglyceridemia  (>200  mg/dl),  elevat- 
ed LDL-C  (>  160  mg/dl),  and  decreased  HDL-C  (<35  mg/dl) 


were  not  only  at  particularly  high  risk  of  CHD  events,  but 
also  experienced  the  greatest  reduction  (71%)  in  such  events 
with  gemfibrozil  treatment.14  Although  these  post-hoc  analy- 
ses of  patient  subsets  do  not  replace  the  need  for  definitive 
clinical  trial  data  on  the  ability  of  triglyceride-lowering  treat- 
ment to  reduce  CHD  events,  these  data  suggest  that 
gemfibrozil  therapy  is  a reasonable  approach  for  primary 
prevention  of  CHD  in  high-risk  subjects  with  moderate  el- 
evations of  LDL  in  association  with  hypertriglyceridemia  and 
low  HDL-C.  Gemfibrozil  has  in  fact  received  an  FDA  indi- 
cation for  prevention  of  CHD  events  in  such  individuals 
(Freidrickson’s  Type  IIB  phenotype).  On  the  other  hand,  be- 
cause of  gemfibrozil’s  relatively  modest  effect  on  LDL-C  and 
in  view  of  the  previously  discussed  safety  concerns  with  the 
chemically  related  agent  clofibrate,  gemfibrozil  is  not  rec- 
ommended as  primary  therapy  for  patients  with  isolated  el- 
evations in  LDL-C  (Freidrickson’s  Type  IIA  phenotype). 

Need  to  Identify  and  Treat  Other  CHD  Risk  Factors 

Finally,  although  4S  and  WOSCOPS  provide  convincing 
evidence  that  lowering  elevated  LDL-C  has  a significant  im- 
pact on  CHD  risk,  they  also  show  that  significant  residual 
CHD  risk  persists  despite  LDL-C  reducing  therapy.  For  this 
reason  we  must  continue  to  vigorously  pursue  studies  of  the 
role  of  other  risk  factors  in  the  development  of  atheroscle- 
rotic vascular  disease,  including  hypertriglyceridemia/low 
HDL-C,1516  elevated  plasma  homocysteine,17  and  lipoprotein 
oxidation.18  □ 
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Childhood  I _iead  Poisoning — 
A Case  Study 

Marilyn  Holmes,  MS,  RD,  LDN;  Pat  Elliott,  RN;  Wayne  Kelly,  Ml); 
Mary  Yarbrough,  Ml),  MPH 


Presentation  of  a Case 

A 3-year-old  girl  was  brought  to  the  Chattanooga- 
Hamilton  County  Health  Department  Third  Street  Clinic  by 
her  maternal  grandmother  on  July  24,  1995  for  participation 
in  the  Women,  Infants,  and  Children  Special  Nutrition  Pro- 
gram (WIC).  Screening  for  the  WIC  Program  includes  risk 
assessment  for  lead  exposure  on  all  children  6 to  72  months 
of  age.  Such  enhancements  of  lead  poisoning  prevention  ac- 
tivities have  been  made  possible  by  the  State  and  Commu- 
nity-Based Childhood  Lead  Poisoning  Prevention  Program 
grant  from  the  Centers  for  Disease  Control  and  Prevention 
(CDC).  The  result  of  the  child's  capillary  finger  stick  was  an 
elevated  blood  lead  level  (BLL)  of  33  (xg/dl  (level  of  concern 
>10  |xg/dl).  She  had  been  living  with  her  grandmother  since 
the  recent  separation  of  her  parents,  and  her  15-month-old 
brother  was  living  with  their  father. 

The  boy’s  BLL  performed  on  capillary  finger  stick  blood 
was  found  to  be  69  pcg/dl . He  and  his  father  lived  in  a house 
that  was  built  in  the  1 920s,  and  the  father  had  been  remodel- 
ing the  interior  and  exterior  of  the  house  while  both  were 
living  in  it.  The  father  reported  that  his  son  ate  a normal  diet 
for  his  age  and  that  he  had  seen  the  child  eating  paint  chips 
and  dust  where  he  had  been  scraping  and  sanding  paint.  The 
child’s  weight  for  height  was  normal  at  the  50th  percentile, 
height  was  at  the  5th  percentile,  and  weight  was  below  the 
25th  percentile.  The  hemoglobin  was  within  normal  limits 
for  age  (13.1  gm/dl).  A venous  blood  confirmation  lead  test 
performed  at  the  T.  C.  Thompson  Children’s  Hospital  in  Chat- 
tanooga was  52  |xg/dl. 

The  child  was  admitted  to  the  hospital  on  July  28  com- 
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plctely  asymptomatic  and  with  a physical  examination  within 
normal  limits.  Pertinent  admission  laboratory  results  were 
hemoglobin  12.4  gm/dl,  hematocrit  35.4%,  MCV  73  cu  |x, 
MCH  25.6  pg/cell,  MCHC  35%,  protoporphyrin  level  I 19 
p,g/dl  (normal  range  0-35).  A neurologic  evaluation  was 
within  normal  limits.  Over  the  next  five  days,  he  received 
chelation  therapy  intravenously  as  1 gm  of  calcium  disodium 
versenate  (EDTA)  per  square  meter  of  body  surface  per  24 
hours  given  in  four  divided  doses. 

The  patient  was  followed  throughout  hospitalization  by 
the  health  department  Childhood  Lead  Poisoning  Prevention 
Program  (CLPPP)  nursing  coordinator,  who  requested  an 
environmental  home  investigation  (EHI).  The  health  depart- 
ment environmentalist  performed  the  investigation,  using  an 
x-ray  fluorescence  analyzer  to  assess  lead  levels  in  interior 
and  exterior  paint.  Interior  readings  ranged  from  0.1  to  16.5 
mg/sq  cm  (acceptable  =£1.0  p,g/cu  cm),  and  exterior  read- 
ings from  2.2  to  2 1 .3  mg/sq  cm.  In  addition,  a toy  chest  used 
by  the  boy  was  found  to  have  high  lead  levels  in  the  paint. 
Water  analysis  showed  results  within  acceptable  limits  as  set 
by  the  Environmental  Protection  Agency  (EPA).  The  envi- 
ronmentalist observed  paint  scrapings,  chips,  and  dust  from 
exterior  paint  on  the  front  porch  and  in  the  soil  at  the  founda- 
tion of  the  house.  Recommendations  for  remediation  of  the 
lead  hazards  found  were: 

• Temporary  removal  of  the  child  to  another  residence  un- 
til completion  of  cleanup; 

• Lise  of  a trisodium  phosphate  solution  to  wash  the  inte- 
rior of  the  home  and  the  porch  to  remove  paint  chips  and 
lead  dust; 

• Continued  periodic  cleaning  with  the  trisodium  phos- 
phate solution; 

• Removal  of  the  toy  chest  from  the  properly; 

• Cleanup  of  paint  chips  and  dust  along  the  foundation  of 
the  house; 

• Placing  a mat  on  the  porch  to  wipe  shoe  soles  on,  with 
frequent  replacement; 

• Removal  of  shoes  before  entering  the  house; 

• As  soon  as  possible,  covering  the  soil  around  the  foun- 
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dation  of  the  house  with  lead-safe  soil; 

• Washing  the  boy’s  mouth  and  hands  frequently,  and  al- 
ways before  eating. 

At  hospital  discharge  on  August  5,  the  result  of  the  venous 
blood  test  was  25  p-g/dl.  Following  discharge,  the  child  was 
followed  by  the  pediatric  resident  at  the  T.  C.  Thompson 
Children’s  Hospital  every  four  to  six  weeks.  His  BLL  from 
August  through  the  middle  of  December  remained  elevated 
in  the  range  of  38  to  26  |xg/dl.  After  the  last  visit  for  medical 
follow-up  in  December,  he  was  lost  to  follow-up  until  June 
1996,  when  his  father  brought  him  to  the  clinic.  At  that  time, 
his  BLL  was  32  p-g/dl.  He  was  given  a trial  of  Chemet 
(succimer)  orally  as  10  mg/kg/24  hours  at  eight-hour  inter- 
vals for  five  days,  and  then  at  12-hour  intervals  for  14  days, 
for  a total  course  of  19  days.  A baseline  CBC  and  chemistry 
panel  with  liver  enzymes  was  performed,  with  a plan  to  check 
the  CBC  and  liver  enzymes  weekly,  since  reversible  neutro- 
penia, decreased  hemoglobin,  and  elevated  liver  enzyme  lev- 
els are  reported  as  side  effects  of  succimer  therapy.1 

The  father  admitted  to  having  been  noncompliant,  giving 
the  succimer  for  only  about  one  week  before  discontinuing 
it,  and  failing  to  bring  the  boy  for  follow-up  appointments. 
Through  surveillance  of  BLLs  reported  by  laboratories  to  the 
Tennessee  Department  of  Health,  the  CLPPP  nursing  coor- 
dinator became  aware  that  the  father  was  taking  the  boy  to 
another  physician  in  the  Chattanooga  area,  whom  she  con- 
tacted and  provided  background  information  regarding  the 
case.  Additionally,  records  regarding  this  case  have  been  for- 
warded to  the  health  department  serving  the  population  where 
the  father  and  son  currently  live  in  Georgia. 

Discussion 

This  case  study  points  to  the  complexity  of  medical  and 
environmental  management  and  the  duration  of  follow-up 
necessary  to  reduce  BLLs  in  children  suffering  from  lead 
poisoning. 

Childhood  lead  poisoning  is  one  of  the  most  common 
pediatric  health  problems  in  the  United  States  today,  and  it 
is  entirely  preventable.2  Since  the  virtual  elimination  of  lead 
from  gasoline,  lead-based  paint,  found  primarily  in  pre-1978 
housing,  is  now  the  most  common  high-dose  source  of  lead 
exposure  for  children.  Enough  is  now  known  about  the 
sources  and  pathways  of  lead  exposure  and  about  ways  of 
preventing  this  exposure  to  begin  the  efforts  to  eradicate  this 
disease  permanently.  Lead  is  ubiquitous  in  the  human  envi- 
ronment as  a result  of  industrialization.  It  has  no  known  physi- 
ologic value.  Lead  is  a poison  that  affects  virtually  every  sys- 
tem in  the  body,  and  children  are  particularly  susceptible  to 
its  toxic  effects.  It  is  particularly  harmful  to  the  developing 
brain  and  nervous  system  of  fetuses  and  young  children.  The 
adverse  effects  of  the  moderate  lead  poisoning  experienced 
in  this  case  may  include  reduced  growth,  lowered  hearing 


acuity,  reduced  IQ,  and  adverse  effects  on  the  central  ner- 
vous system.  For  the  most  part,  lead  poisoning  is  silent;  most 
poisoned  children  have  no  symptoms  until  the  BLL  becomes 
35  to  50  p-g/dl.  Signs  and  symptoms  associated  with  moder- 
ate toxicity  include  arthralgia,  general  fatigue,  difficulty  con- 
centrating, muscular  exhaustibility,  tremor,  headache,  diffuse 
abdominal  pain,  vomiting,  weight  loss,  and  constipation. 3 
These  signs  of  lead  poisoning  mimic  other  diseases  or  condi- 
tions, which  may  be  suspected  of  causing  these  problems 
and  delay  treatment  of  the  lead  intoxication.  Children  6 to  72 
months  of  age  are  at  greatest  risk  for  lead  poisoning.  There- 
fore, it  is  recommended  that  a risk  assessment  questionnaire 
be  completed  regularly  by  the  pediatric  health  care  provider 
to  determine  if  children  in  this  age  range  are  at  high  or  low 
risk  of  exposure  to  lead.  High-risk  children  should  have  a 
blood  lead  test  to  determine  their  BLL.  Age  of  housing  (houses 
built  before  1978)  is  the  greatest  risk  factor  for  lead  poison- 
ing. All  children,  regardless  of  risk  status,  should  have  a blood 
lead  test  at  I and  2 years  of  age,  the  age  when  children  are 
known  to  be  at  greatest  risk. 

The  single  most  important  factor  in  managing  childhood 
lead  poisoning  is  reducing  the  child’s  exposure  to  lead.  The 
initial  environmental  investigation  in  this  case  study  identi- 
fied the  sources  of  lead  that  contributed  to  the  boy’s  elevated 
lead  levels.  The  preferred  environmental  management  is  to 
abate  all  known  lead  sources  found  in  the  child’s  environ- 
ment to  make  the  environment  lead-safe.  This  process  can  be 
expensive,  and  in  Tennessee,  money  to  assist  homeowners  in 
financing  the  cost  of  abatement  is  limited  to  nonexistent.  Other 
methods  of  intervention  have  proven  effective  in  helping  re- 
duce the  BLL  of  children  when  abatement  is  not  possible  or 
until  the  process  can  occur.4  Methods  include  teaching  par- 
ents about  major  sources  of  lead  and  how  to  prevent  poison- 
ing (good  hand  washing  practices,  keeping  hands  and  other 
objects  out  of  the  child’s  mouth,  housekeeping  interventions 
to  reduce  exposure  to  lead  in  household  dust,  nutrition  prac- 
tices that  follow  the  dietary  recommendations  for  the  child’s 
age  and  include  three  small  meals  and  three  snacks  daily, 
limiting  exposure  to  areas  in  the  yard  known  to  have  high 
soil  lead  concentrations,  and  addressing  other  possible  sources 
of  lead  such  as  parental  occupations  or  hobbies  that  contain 
lead,  and  identification  and  elimination  of  any  folk  remedies 
that  contain  lead). 

Conclusion 

Great  strides  to  increase  childhood  lead  poisoning  pre- 
vention activities  have  been  made  in  Tennessee  in  recent 
years.  Such  activities  have  been  made  possible  largely 
through  a CDC  State  and  Community-Based  Childhood  Lead 
Poisoning  Prevention  Program  grant.  Surveillance  data  from 

( Continued  on  page  196) 
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Introduction 

Isolated  aortic  valve  injury  caused  by  nonpenetrating 
trauma  is  rare.  In  the  majority  of  previously  reported  cases, 
valve  replacement  or  repair  was  done  months  or  years  after 
the  injury.  We  present  a case  of  blunt  chest  trauma  resulting 
in  disruption  of  two  aortic  valve  leaflets.  The  patient  was  a 
restrained  driver  in  a car  equipped  with  an  airbag  that  in- 
flated appropriately.  Acute  cardiac  decompensation  necessi- 
tated emergency  valve  replacement  in  this  case. 

Case  Report 

A previously  healthy  40-year-old  white  woman  was  in- 
volved in  a high-speed  motor  vehicle  crash.  She  was  a re- 
strained driver  in  a car  equipped  with  an  air  bag  that  had 
inflated  appropriately.  She  was  5 ft  4 in  tall  and  weighed  90 
lb.  On  arrival  at  the  Trauma  Center,  her  vital  signs  were  stable 
but  she  was  confused.  She  had  abrasions  of  the  head  and  face 
and  a 1 2 X 8-cm  ecchy  mosis  over  a stable  sternum.  Her  lungs 
were  clear  to  auscultation  and  no  heart  murmurs  were  noted. 

Radiographic  investigation,  including  plain  films  of  the 
chest,  abdomen  and  pelvis,  spine  series,  and  CT  scans  of  the 
head,  chest,  abdomen  and  pelvis,  revealed  no  obvious  injuries. 

The  patient  was  admitted  for  observation.  On  the  night 
of  admission,  she  developed  tachycardia,  hypotension,  and 
hypoxia.  Pulmonary  congestion  was  noted,  as  well  as  a 
grade  3/6  diastolic  murmur  over  the  aortic  valve  area.  She 
was  transferred  to  the  intensive  care  unit,  where  a chest  radio- 
graph (Fig.  1)  confirmed  the  pulmonary  congestion  and  an 
echocardiogram  revealed  severe  aortic  insufficiency.  Car- 
diac catheterization  revealed  4+  aortic  insufficiency.  An 
aortogram  did  not  reveal  evidence  of  a dissection. 

The  patient  was  taken  to  the  operating  room  where  avulsion 
of  the  right  and  the  non-coronary  cusp  from  the  aortic  annulus 
was  found.  The  aorta  was  normal.  A 2 1 -mm  bi leaflet  prosthesis 
(St.  Jude  medical)  was  placed  in  the  aortic  position,  and  the 
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patient  subsequently  had  an  uneventful  hospitalization.  She 
is  currently  well,  eight  months  after  surgery  (Fig.  2). 

I Jiscussion 

Isolated  aortic  valve  injury  from  blunt  trauma  is  rare.  In 
the  series  of  Parmley  et  al,1  of  546  necropsy  cases  of  blunt 
chest  trauma,  there  were  only  four  injuries  of  the  aortic  valve. 
Three  of  these  cases  had  other  cardiac  injuries.  Of  these  four 
cases,  two  occurred  in  congenitally  bicuspid  valves.  The 
mechanism  of  this  injury  is  probably  a sudden  increase  of 
aortic  pressure  during  diastole  when  the  aortic  valve  is  closed. 

Ovil  et  al2  were  able  to  repair  a ruptured  aortic  cusp  using 
an  autologous  pericardial  patch.  Miralles  et  al'  were  able  to 
repair  the  aortic  wall  and  valve  in  a 65-year-old  patient  who 
fell  from  a horse  and  developed  chest  pain  six  months  prior 
to  presentation.  This  was  believed  to  be  a localized  dissec- 
tion. In  1955,  Leonard  et  al4  described  the  case  of  a 17-year- 
old  boy  who  developed  aortic  insufficiency  and  heart  failure 
after  being  kicked  by  a horse.  Beall  et  af  reported  a case 
where  the  aortic  intima  tore  at  the  attachment  of  the  commis- 
sure between  the  left  and  the  non-coronary  cusps. 

Schwaitzberg  and  Khalil'1  described  two  cases  of  isolated 
aortic  valvular  trauma  in  which  the  pulmonary  edema  was  so 
severe  that  valve  replacement  had  to  be  undertaken  within 
hours  of  the  injury.  Devineni  and  McKenzie7  described  a case 
of  blunt  chest  trauma  from  a skydiving  accident  that  led  to 
avulsion  of  the  left  coronary  cusp.  German  et  aP  had  a pa- 
tient with  an  avulsed  non-coronary  cusp.  Emergency  valve 
replacement  was  necessary. 

Review  of  the  iiterature  shows  that  some  patients  who  had 
valve  resuspension  had  a recurrence  of  the  aortic  insufficiency 
that  necessitated  prosthetic  valve  replacement  at  a later  time. 
For  this  reason,  German  et  aP  recommend  that  aortic  valve 
replacement  should  be  the  treatment  of  choice. 

This  case  raises  the  issue  of  the  safety  of  air  bags.  Small 
patients  will  be  sitting  closer  to  the  steering  column  and  the 
anterior  chest  may  be  subjected  to  significant  stress  from  an 
air  bag  inflation.  Sudden  cardiac  deterioration  with  adiastol- 
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Figure  1.  Preoperative  chest  radiograph  consistent  with  pulmonary 
edema. 


ic  murmur  should  initiate  a physical  examination  and  evalu- 
ation that  may  include  an  echocardiogram  and  aortogram. 

As  occurred  in  our  case,  a downhill  course  can  be  reversed 
with  an  appropriate  operation.  Reiland-Smith  et  aly  described 
an  aortic  valve  avulsion  in  an  83-year-old  patient  where  an 
air  bag  had  deployed  appropriately.  This  valve  was  replaced 
18  days  after  the  initial  injury. 

Physicians  taking  care  of  patients  with  blunt  chest  trauma 
need  to  be  aware  that  rapid  decompensation  of  the  left  ven- 
tricle can  occur,  and  these  patients  may  need  emergency  valve 
repair  or  aortic  valve  replacement.  Because  of  its  better  long- 
term results,  valve  replacement  appears  to  be  preferred  over 
valve  repair.  □ 


Figure  2.  Postoperative  chest  radiograph. 
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Department  of  Health  Report . . . 

(Continued  from  page  194 ) 

all  95  Tennessee  counties  from  July  to  December  1992 
showed  that  of  the  14,680  children  under  6 years  of  age 
screened  at  county  health  departments,  1 2%  had  an  elevated 
BLL  (5=10  p,g/dl).  Latest  data  for  calendar  year  1996  showed 
that  of  26,992  screened,  5.9%  were  elevated.  The  continued 
partnering  of  the  health  systems,  as  shown  in  this  case,  to 
address  the  complexity  of  case  management  and  follow-up 
will  help  insure  that  lead-poisoned  children’s  BLLs  are  suc- 


cessfully reduced. □ 
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High-Output  State 


Case  Report 

A 69-year-old  man  was  admitted  to  the  Veterans  Admin- 
istration Medical  Center  complaining  of  shortness  of  breath 
and  dyspnea  on  exertion  for  three  months.  He  reported  pal- 
pitations and  lightheadedness  beginning  two  days  before 
admission,  but  denied  chest  pain,  nausea,  fever,  headache,  or 
weight  loss.  In  a motor  vehicle  accident  14  years  earlier  he 
had  suffered  multiple  compound  fractures  of  lus  left  leg.  He 
had  had  bilateral  inguinal  hernia  repairs,  and  had  a long-stand- 
ing history  of  alcohol  consumption. 

Physical  examination  revealed  a well-developed  man  who 
appeared  of  his  stated  age,  was  afebrile,  and  had  a blood  pres- 
sure of  150/60  mm  Hg,  heart  rate  98/min,  and  respiratory 
rate  16/min.  His  sclerae  were  anicteric  and  his  thyroid  was 
not  palpable.  Jugular  venous  pressure  was  estimated  to  be  8 
cm  at  45  degrees.  There  was  a grade  3/6  holosystolic  mur- 
mur at  the  apex  that  radiated  to  the  axilla,  a non-displaced 
point  of  maximal  impulse,  no  S or  S , and  no  appreciable  right 
ventricular  heave.  There  was  no  evidence  of  chronic  liver 
disease.  He  had  marked  deformities  of  the  left  leg  due  to  his 
injuries.  Pulses  were  symmetrical  and  normal  in  upstroke, 
and  there  were  no  audible  bruits  or  lower  extremity  edema. 

On  admission  to  the  medical  service  for  evaluation,  labo- 
ratory analysis  revealed  normal  electrolytes,  renal  function, 
hematocrit,  and  thyroid  function  tests.  A Holter  monitor  re- 
vealed numerous  premature  ventricular  contractions  and  runs 
of  unsustained  ventricular  tachycardia.  A two-dimensional 
echocardiogram  showed  mild  bi-atrial  cardiac  enlargement, 
with  a normal  ejection  fraction,  mild  mitral  and  tricuspid  re- 
gurgitation, and  mild  inferior-basal  hypokinesis.  An  exercise 
thallium  test  was  attempted  but  was  terminated  due  to  symp- 
tomatic accelerated  idioventricular  rhythm. 

Cardiac  catheterization  revealed  minimal  two-vessel  coro- 
nary artery  disease,  mild  pulmonary  hypertension,  and  a rest- 
ing cardiac  output  of  10  L/min  by  thermodilution  measure- 
ment. Oxygen  saturation  was  73%  in  the  superior  vena  cava 
and  84%  in  the  pulmonary  artery,  indicating  a left-to-right 
shunt.  A formal  oxygen  saturation  run  revealed  a significant 
step-up,  with  an  inferior  vena  caval  saturation  of  93%. 


Presented  by  Jed  Gorden,  fourth  year  medical  student,  Vanderbilt 
University  Medical  Center,  and  Bruce  W.  Usher,  MD,  chief  medical 
resident,  Veterans  Administration  Medical  Center,  Nashville 


An  aortopelvic  long  limb  arteriogram  revealed  a massive 
arteriovenous  malformation  (AVM)  that  took  its  origin  from 
the  left  internal  iliac  artery,  with  smaller  feeder  branches  aris- 
ing from  the  middle  sacral,  lumbar,  and  internal  mesenteric 
arteries.  The  shunt  leading  to  a high-cardiac  output  state  was 
thought  to  be  playing  a role  in  his  underlying  symptoms  and 
cardiac  dysfunction.  Given  the  extent  of  the  malformation 
and  the  consequent  risk  of  bleeding  with  surgery,  percutane- 
ous embolization  was  done,  with  marked  decrease  in  overall 
AVM  blood  flow.  The  patient  tolerated  the  procedure  well, 
was  discharged  home,  and  three  months  later  was  feeling  quite 
well,  with  resolution  of  his  symptoms. 

Discussion 

A high-cardiac  output  state  can  be  defined  as  an  increase 
in  the  resting  cardiac  output  above  the  normal  range  of  4 to  8 
L/min.  Numerous  conditions  can  lead  to  it,  including  hyper- 
thyroidism, thiamine  deficiency,  severe  anemia,  peripheral 
arteriovenous  shunts,  pregnancy,  chronic  liver  disease  with 
cirrhosis,  and  Paget’s  disease  of  bone.1  Recognizing  these 
conditions  is  important  because  some  are  curable,  and  also 
because  congestive  heart  failure  is  often  refractory  to  con- 
ventional therapy,  and  may  even  be  exacerbated  by  vasodila- 
tor therapy  due  to  the  association  of  high-output  states  with 
low  peripheral  vascular  resistance. 

Our  patient’s  high-output  state  was  due  to  a massive  periph- 
eral AVM,  an  anomaly  in  vessel  formation  containing  one  or 
more  communications  between  arteries  and  veins  without  the 
typical  intervening  capillary  bed.2  The  etiology  is  either  con- 
genital, iatrogenic,  or  posttraumatic,  typically  from  previous 
penetrating  wounds.  Congenital  AVMs  are  rare,  but  are  more 
common  in  (he  extremities,  two-thirds  of  them  in  the  lower 
extremities.2  A careful  history  of  prior  surgical  intervention 
or  trauma  will  usually  point  to  the  other  etiologies. 

Angiographically,  AVMs  can  be  classified  into  one  of  three 
groups,  depending  upon  their  flow  characteristics.1  The  first 
group  comprises  predominantly  arterial  or  arteriovenous  le- 
sions, which  produce  the  most  symptoms,  including  conges- 
tive heart  failure,  dyspnea,  and  fatigue.  The  second  group  are 
predominantly  capillary  lesions,  with  normal-sized  arteries  and 
veins  that  often  are  brought  to  medical  attention  by  cosmetic 
considerations.  The  third  group  are  predominantly  venous 
lesions  having  areas  of  local  edema,  pain,  and  ulceration. 
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Patients  such  as  ours  with  group  one  lesions  often  have 
wide  pulse  pressures,  tachycardia,  trophic  skin  changes, 
erythema,  skeletal  hypertrophy,  known  as  the  Parkes-Weber 
syndrome,  and  continuous  murmurs  overlying  the  shunt.2 
Branham’s  sign  may  be  elicited  in  these  patients  by  manual 
compression  of  the  shunt  or  fistula,  which  produces  a reflex 
slowing  of  the  heart  rate.1'3 

Besides  angiography,  which  in  group  one  lesions  charac- 
teristically reveal  fast  flow  through  the  arteries  with  early 
and  rapid  venous  filling,  ultrasonography,  computed  tomog- 
raphy, and  magnetic  resonance  imaging  provide  useful  ad- 
juncts in  defining  the  extent  of  the  lesion  and  its  relationship 
to  surrounding  structures.2  This  information,  combined  with 
important  historical  and  physical  examination  findings,  will 
help  outline  an  appropriate  treatment  strategy. 

The  management  of  AVMs  can  be  both  difficult  and  dan- 
gerous. Indications  for  treatment  include  high-flow  in  the 
shunts,  precipitating  cardiac  failure,  massive  deformities, 
severe  pain  due  to  nerve  compression  or  involvement,  and 
local  complications  such  as  ulceration,  hemorrhage,  and  ne- 
crosis.2 Treatment  modalities  include  surgical  excision  and 
ligation,  embolization  therapy,  or  combinations  of  both. 
Embolization,  if  technically  feasible,  is  the  treatment  of 


choice.4 Large  lesions  with  multiple  feeding  vessels  may  re- 
quire staged  procedures,  which  can  be  done  fairly  safely. 
Agents  used  include  alcohol,  gelfoam,  polyvinyl  alcohol 
foam,  microfibrillar  collagen,  and  coils.  Complications  may 
include  transient  fevers,  leukocytosis,  pain,  and  elevated 
creatinine  phosphokinase  levels,  as  well  as  distal  ischemia 
and  necrosis.4  Surgical  intervention  is  often  associated  with 
marked  bleeding,  and  recurrence  of  the  AVMs  due  to  the 
numerous  feeder  vessels  and  development  of  small  col- 
laterals, which  may  preclude  subsequent  embolization.2-4  In 
certain  cases,  however,  combination  embolotherapy  followed 
by  surgical  excision  may  be  required.  It  is  recommended  that 
any  patient  with  AVMs  be  assessed  by  both  a vascular  sur- 
geon and  an  interventional  radiologist,  so  that  the  most  ap- 
propriate treatment  plan  can  be  developed,  and  unnecessary 
invasive  procedures  avoided. 4Q 
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News  and  Views 


TMA  Alliance  Report 


A Year  of  Achievement 

The  Tennessee  Medical  Association  Alliance  (TMAA)  is 
celebrating  a year  of  achievement.  Our  goal  is  to  promote  good 
health  for  all  Tennesseans  and  to  support  the  Tennessee  Medi- 
cal Association.  Evidence  is  everywhere  that  this  was  accom- 
plished in  the  1 996- 1 997  year.  Alliance  members  in  every  orga- 
nized county  have  worked  diligently  to  improve  the  health  of 
fellow  Tennesseans. 

The  TMAA  asked  all  counties  to  participate  in  the  national 
SAVE  (Stop  America’s  Violence  Everywhere)  program.  Local 
alliances  rallied  to  this  cause,  chose  projects  that  fit  the  needs 
of  their  community,  and  went  to  work  for  the  SAVE  and  SAVE- 
A-Shelter  programs.  They  held  showers  for  shelters,  raised  funds 
and  made  financial  donations  to  shelters,  and  donated  time  and 
labor  to  establishing  shelters.  Memphis  held  a candlelight  vigil 
at  a local  school  with  a commitment  to  stop  violence,  and  Nash- 
ville joined  with  the  PEACE  Foundation  in  a Walk  To  End  Do- 
mestic Violence.  In  Knoxville  the  alliance  was  instrumental  in 
having  the  Kroger  Company  print  emergency  numbers  on  gro- 
cery bags.  These  are  only  a few  examples  of  the  efforts  of  alli- 
ances to  stamp  out  violence.  Governor  Don  Sundquist  declared 
Oct.  9,  1996,  SAVE  Today. 

Another  important  health  project  was  the  breast  cancer  aware- 
ness program.  With  a grant  from  the  Southern  Medical  Associa- 
tion Auxiliary,  the  TMAA  purchased  a breast  model  for  teach- 
ing breast  self-examination.  This  model  was  made  available  to 
all  county  alliances  for  local  programs.  Again  our  counties  par- 
ticipated willingly,  having  programs  for  alliance  members,  mem- 
bers of  the  community,  and  in  Bradley  County  taking  the  pro- 
gram to  local  high  schools.  Thus  the  TMAA  reached  many  women 
with  this  potentially  life-saving  information.  TMAA  won  sec- 
ond prize  for  this  project  at  the  SMAA  convention  in  November. 

Other  health  projects  in  local  communities  are  sponsored  by 
county  alliances.  These  include  fund-raising  for  scholarships 
and  local  health-related  philanthropies,  assisting  with  the  Grow- 
ing Healthy  program  in  schools,  teaching  AIDS  prevention 
classes,  vision  and  hearing  screening  in  the  schools,  and  many, 
many  more.  The  youth  health  workshops  held  in  Rutherford 
and  Henry-Carroll  Counties  are  major  projects  that  reach  hun- 
dreds of  Tennessee  youth.  The  TMAA  is  most  appreciative  to 
TMA  for  financial  assistance  with  many  of  these  efforts. 

TMAA  continues  to  lead  all  states  in  fund-raising  for  AMA- 
ERF  (American  Medical  Association  Education  and  Research 
Foundation).  These  funds  provide  much  needed  resources  to 
medical  schools  for  medical  student  assistance  and  research. 
This  is  an  important  contribution  to  the  future  of  medicine. 

In  this  very  important  election  year,  county  alliances  were 
active  in  promoting  voter  registration.  TMAA  was  happy  to  as- 
sist the  TMA  in  obtaining  a featured  speaker,  Melinda  Farris,  for 
the  1997  TMA  Leadership  Summit.  Her  topic  was  “High  Tech 
Grassroots  Involvement.”  Alliances  are  active  in  keeping  mem- 
bers informed  about  important  legislation  affecting  medicine. 

Membership  continues  to  be  a focus  of  the  TMAA.  The 
TMAA  needs  the  membership  and  support  of  all  physician 
spouses.  All  physician  spouses  are  welcome  and  encouraged  to 


be  a part  of  the  TMAA.  Membership  provides  the  opportunity 
to  serve  others  and  to  belong  to  a group  with  common  goals  and 
concerns.  Together  members  have  an  unlimited  potential  to  share 
talent  and  effort  for  the  health  needs  of  our  state.  TMAA  wel- 
comes a new  alliance,  Scott  County  Medical  Association  Alli- 
ance, organized  on  Feb.  1 1,  1997,  with  Kathi  Hall  as  president. 

In  June,  TMAA  will  join  alliances  from  across  the  United 
States  in  Chicago,  to  celebrate  the  75th  year  of  the  AMA  Alli- 
ance. TMAA  is  proud  to  claim  the  next  president  of  AMAA, 
Johnnie  Amonette  from  Memphis.  We  all  look  forward  to  cel- 
ebrating her  installation  and  to  working  together  under  her  lead- 
ership throughout  the  coming  year. 

The  TMAA  is  blessed  with  strong  leadership  on  all  levels. 
Members  have  a love  for  and  loyalty  to  this  valuable  organiza- 
tion. Volunteers  in  the  TMAA  of  the  “Great  Volunteer  State  of 
Tennessee”  are  valuable  contributors  to  the  cause  of  good  health. 
The  TMAA  is  proud  to  work  with  the  TMA  for  our  common 
goals  of  good  health  for  all  Tennesseans. 

Annelle  Bond 

TMA  Alliance  President 


In  Memoriam 


Daniel  M.  Hyman,  age  49.  Died  March  4,  1997.  Graduate  of 
University  of  South  Carolina  College  of  Medicine.  Member  of 
Coffee  County  Medical  Society. 

John  Range,  age  88.  Died  February  26,  1997.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of  Knox- 
ville Academy  of  Medicine. 

Robert  C.  Reeder,  age  69.  Died  March  8,  1997.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of  Mem- 
phis-Shelby  County  Medical  Society. 

Shelby  O.  Turner,  age  75.  Died  February  16,  1997.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member  of 
Fentress  County  Medical  Society. 

R.  L.  Wilson,  age  68.  Died  February  24,  1997.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of  Con- 
solidated Medical  Assembly  of  West  Tennessee. 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Thomas  D.  Fulbright,  MD,  Chattanooga 

COCKE  COUNTY  MEDICAL  SOCIETY 

Charlotte  D.  Sutton,  MD,  Newport 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

Raymond  C.  Howard,  MD,  Jackson 
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DICKSON  COUNTY  MEDICAL  SOCIETY 

Karen  P.  Foster,  MD,  Dickson 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Jeffrey  R.  Crist,  MD,  Knoxville 
Brian  ./.  Daley,  MD,  Knoxville 
Jerry  L.  Epps,  MD,  Knoxville 
Donald  E.  Lighter,  MD,  Knoxville 
Joseph  T.  Meyer,  MD,  Knoxville 
Deanna  R.  Yen,  MD,  Knoxville 

LAKEWAY  MEDICAL  SOCIETY 

David  A.  Johnson,  MD,  Morristown 
Eugene  Kavanagh,  MD,  Morristown 

MONROE  COUNTY  MEDICAL  SOCIETY 

Sigrid  R.  Johnson,  MD,  Sweetwater 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Richard  K.  Bachman,  MD,  Clarksville 
William  R.  Cherry,  MD,  Clarksville 
Theodore  F.  Ritzer,  MD,  Clarksville 
John  L.  Stanton,  MD,  Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Roger  D.  Des  Prez,  MD,  Brentwood 
Slutaih  Mohyuddin,  MD,  Nashville 
Bryan  D.  Oslin,  MD,  Nashville 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

John  C.  Jennings,  MD,  Murfreesboro 
Wendy  R.  Tennyson,  MD,  Murfreesboro 

WASHINGTON/UNICOI/JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Richard  W.  Duncan,  MD,  Johnson  City 


TMA  Board  of  Trustees  Meeting 


Minutes  - January  11-12, 1997 

The  following  is  a summary  of  the  major  actions  taken  by 
the  Board  of  Trustees  of  the  Tennessee  Medical  Association  at 
its  regular  first  quarter  meeting  in  Nashville. 

THE  BOARD: 

Nominating  Committee.  Appointed  the  following  members 
of  the  1997  Nominating  Committee  representing  each  grand 
division.  East  Tennessee:  Drs.  Charles  Ed  Allen,  Johnson  City; 
Clark  E.  Julius,  Knoxville;  David  R.  Barnes,  Chattanooga. 
Middle  Tennessee:  Drs.  Reuben  A.  Bueno,  Nashville;  Subhi  D. 
Ali,  Waverly;  Fred  Ralston  Jr.,  Fayetteville.  West  Tennessee: 
Drs.  John  W.  Hale,  Union  City;  Jesse  C.  Woodall  Jr.,  Memphis; 
Michael  A.  McAdoo,  Milan.  Dr.  C.  Eugene  Jabbour,  Memphis, 
serves  as  a non-voting  advisor  by  virtue  of  his  chairmanship  on 
the  TMA  Committee  on  Constitution  and  Bylaws. 


Appointment  of  TMA  Committees.  Appointed  members 
to  serve  on  each  of  the  TMA  committees. 

Distinguished  Service  Awards.  Voted  to  name  Drs.  Eslick 

E.  Daniel,  Columbia,  and  Robert  L.  Summitt,  Memphis,  as  re- 
cipients of  the  TMA  1997  Distinguished  Service  Awards. 

Community  Service  Awards.  Agreed  to  suspend  the  rule 
(for  one  year)  of  presenting  the  Community  Service  Award  to 
three  nominees  and  presented  the  award  to  the  following  four 
nominees  for  1997:  Mrs.  Millie  Yium,  Chattanooga/Hamilton 
County  Medical  Society;  Mrs.  Shirley  Ducr,  Cumberland  County 
Medical  Society;  Mr.  Don  Hall,  Knoxville  Academy  of  Medi- 
cine; Mrs.  Diane  Glasgow,  Putnam  County  Medical  Society. 

Review  of  Resolutions.  Reviewed  resolutions  adopted  in 
1990  that  had  been  modified  by  TMA  staff  at  the  direction  of 
the  Board  for  final  approval. 

TMA  Physician  Resource  Network,  Inc.  Reappointed  the 
following  physicians  to  serve  a one-year  term  on  the  TMA/PRN. 
Primary  Care  Representation:  Drs.  Charles  Ed  Allen,  Johnson 
City;  Leonard  W.  Brown,  Knoxville;  Robert  D.  Kirkpatrick, 
Memphis;  Michael  A.  McAdoo,  Milan;  Thurman  L.  Pedigo, 
Nashville;  and  Charles  W.  White,  Lexington.  Geographic  & 
Specialty  Representation:  Drs.  David  R.  Barnes,  Chattanooga; 
Harold  Vann,  Nashville;  Richard  M.  Pearson,  Memphis;  Barrett 

F.  Rosen,  Nashville;  and  Charles  T.  Womack,  Cookeville.  Rep- 
resenting TMA  Staff:  Mr.  Donald  H.  Alexander,  CEO.  Repre- 
senting TMA  Physician  Services,  Inc.:  Mr.  L.  Hadley  Williams, 
vice-president. 

TMA  Physician  Services,  Inc.  Submitted  the  name  of  Dr. 
Richard  M.  Pearson,  Memphis,  for  consideration  of  appoint- 
ment to  the  TMA  Physician  Services,  Inc.  Board  of  Directors 
to  replace  retiring  member  Dr.  Howard  Salyer. 

IMPACT  Board  of  Directors.  Reaffirmed  the  following 
members  of  the  Board  of  Directors:  Drs.  David  Garriott,  Dis- 
trict 1 ; Fred  Ralston  Jr.,  District  4;  Charles  T.  Womack,  District 
6;  James  D.  King,  District  7;  Richard  M.  Pearson,  District  9. 
Appointed  Dr.  William  E.  Rowe  to  serve  the  unexpired  term  of 
Dr.  Walter  B.  Rose,  District  3.  Appointed  the  following  physi- 
cians to  serve  a six-year  term:  Drs.  Clark  E.  Julius,  District  2; 
Ronald  E.  Overfield,  District  5;  John  W.  Hale,  District  8. 

Tennessee  Emergency  Medical  Services  for  Children. 

Submitted  the  names  of  Drs.  Duane  Harrison,  Madison,  and 
Allan  Romans,  Maryville,  for  consideration  of  appointment  to 
the  Tennessee  Emergency  Medical  Services  for  Children  panel. 

Tennessee  Council  on  Medical  Specialties.  Received  a re- 
port from  Drs.  Richard  M.  Pearson,  Memphis,  and  Bradley  E. 
Smith,  Nashville,  on  the  progress  and  plans  of  the  newly  cre- 
ated Tennessee  Council  on  Medical  Specialty  Societies.  Offic- 
ers elected  at  the  most  recent  meeting:  Drs.  Bradley  E.  Smith, 
anesthesiologist,  Nashville,  chairman;  Harold  Vann,  pediatri- 
cian, vice-chairman;  Stephen  S.  Feman,  ophthalmologist,  Nash- 
ville, secretary/treasurer. 

Quarterly  Reports.  Received  quarterly  reports  from  TMA 
Physician  Services,  Inc.,  Tennessee  Medical  Foundation,  Ten- 
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nessee  Delegation  to  the  AMA,  IMPACT,  TMA  Alliance,  and 
SVMIC. 

Tennessee  Justice  Center.  Agreed  to  enter  into  a joint  ef- 
fort between  the  TMA  and  the  Tennessee  Justice  Center  to  de- 
velop a plan  for  utilization  review  panels  to  expedite  the  proce- 
dures currently  used  by  MCOs  in  Tennessee. 

Consortium  for  Amicus  Briefs.  Approved  the  creation  of  a 
consortium  of  various  health  care  groups  to  pool  resources  for 
tiling  of  amicus  briefs  on  provider  liability  issues  in  cases  be- 
fore Tennessee’s  appellate  courts. 

State  Appointments.  Agreed  to  submit  the  names  of  the  fol- 
lowing physicians  for  consideration  of  appointment  to  various 
state  boards,  councils,  committees:  Dr.  Allen  S.  Edmonson,  Mem- 
phis, Board  of  Medical  Examiners;  Dr.  David  L.  Cunningham, 
Memphis,  reappointment  to  the  Board  of  Medical  Examiners; 
Dr.  William  C.  Penley,  Nashville,  reappointment  to  the  Cancer 
Reporting  Advisory  Committee;  Dr.  Ronald  W.  Oxenhandler, 
Chattanooga,  to  fill  the  unexpired  term  of  Dr.  Michel  N.  Haddad 
on  the  Cancer  Reporting  Advisory  Committee. 

1997  Budget.  Approved  the  Finance  Committee’s  recom- 
mendation for  a budget  of  $2,541,000  in  1 997. □ 


CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization 
conducting  such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  I credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 


Special  Conferences/ Seminars 


Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 


June  15-19 
July  4-6 
July  14-18 

Aug  7-8 
Oct  9-12 
Dec  5-6 


Diagnostic  Radiology/Medical  Imaging — Aspen,  CO 
Sonography/Doppler  Symposium — Asheville,  NC 
20th  Annual  Contemporary  Clinical  Neurology — 
Hilton  Head,  SC 

Endoscopic  Sinus  Surgery  Workshop 

3rd  Annual  Neonatology  Symposium — Asheville,  NC 

23rd  Annual  High-Risk  Obstetrics  Seminar 


For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-82 1 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


East  Tennessee  State  University 

Continuing  Education  Schedule 

Aug  2-3  Southwest  Virginia  Pediatric  Conference 
Nov  1-2  Pumpkin  Patch  Pediatric  Conference 

Nov  2 Women’s  Health  Conference 

For  information  contact  Office  of  Continuing  Medical  Educa- 
tion, James  H.  Quillen  College  of  Medicine,  East  Tennessee  State 
University,  PO  Box  70559,  Johnson  City,  TN  37614,  Tel.  (423) 
929-4341. 


University  of  Tennessee 

Continuing  Education  Schedule 

Memphis 

June  6-7  1997  General  Surgery  Update 

Aug  4-9  Contemporary  Issues  in  Ob/Gyn — Destin,  Fla. 

Sept  25-26  28th  Memphis  Conference  on  the  Newborn 
Oct  25-28  International  Conference  on  Fetal  and  Neonatal 
Measurements 


June  9-10 
June  10-11 
June  12-14 


June  23-24 
June  25-27 
Sept  24-26 
Sept  29-Oct 

Oct  21-22 

Nov  7-8 


June  1 8-21 
Oct  16-17 
Dec  4-5 


Knoxville 

13th  Alzheimer’s  Disease  Symposium — Gatlinburg 
Pediatric  Advanced  Life  Support — Gatlinburg 
42nd  Great  Smoky  Mountains  Pediatric  Seminar — 
Gatlinburg 

Pediatric  Advanced  Life  Support  Provider 
Advanced  Cardiac  Life  Support  Provider 
19th  Annual  Obstetric  Office  Ultrasound  Workshop 
2nd  Annual  Internal  Medicine  Symposium — Fall 
Creek  Falls,  Pikeville 

2nd  Annual  Pediatric  Emergency  Medicine  & Trauma 

Symposium 

Cardiology  Update 

Chattanooga 
Family  Medicine 
Aging  Patient 
Internal  Medicine  Update 


For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physicians  to 
participate  in  the  service’s  activities  for  a period  of  one  day  to  one 
week.  This  program  provides  an  opportunity  for  physicians  to  study 
in  depth  for  a specified  period.  The  schedule  of  activities  is 
individualized  in  response  to  the  physician’s  request  by  the 
participating  department.  The  experience  includes  conferences,  ward 
rounds,  audiovisual  materials  and  contact  with  patients,  residents 
and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical  College. 
Credit:  AMA  Category  1 of  the  Physician’s  Recognition  Award, 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Henry  A.  Moses, 
Ph.D.,  Director  of  Continuing  Education,  Meharry  Medical  College, 
1005  D.B.Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 
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TN  DEPARTMENT  OF  MENTAL  HEALTH 
MENTAL  RETARDATION 

Full-time  practice  positions  available  in  Greeneville,  Nashville,  and  Arlington.  Salary  potential 
up  to  $140,000  based  on  specialty  and  experience.  Preferred  specialty  in  Psychiatry,  Internal 
Medicine,  or  Family  Practice.  Physicians  with  a two-year  fellowship  in  Developmental 
Disabilities  encouraged  to  apply,  other  specialties  will  be  considered. 

SEND  RESUME  OR  CONTACT 

Steve  Roth,  Superintendent 
*Clover  Bottom  Developmental  Center 
275  Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)  231-5372 
FAX:  (615)  231-5396 

Max  Jackson,  Superintendent 
*Arlington  Developmental  Center 
1 1293  Memphis-Arlington  Road 
Arlington,  TN  38002-5022 
Telephone:  (901 ) 867-5022 
FAX:  (901)  867-5026 

Robert  Erb,  Superintendent 
*Greene  Valley  Developmental  Center 
P.O.  Box  910 

Greeneville,  TN  37744-0910 
Telephone:  (423)  787-6568 
FAX:  (423)  787-6574 

Pat  Womack,  Recruitment 
710  James  Robertson  Parkway 
1 1th  Floor  Gateway  Plaza 
Nashville,  TN  37243 
Telephone:  (615)  532-6580 
(615)  231-5374 
FAX:  (615)  741-4567 

These  24-hour  facilities  are  stable  and  challenging  settings  serving  children  and  adults  who 
have  developmental  disabilities.  BENEFITS  include:  professional  liability  coverage, 
comprehensive  individual  benefits  valued  at  an  additional  25%  to  salary,  academic  affiliations, 
work  with  an  excellent  team  of  professionals,  and  financial  assistance  with  job  interviews 
and  relocation  expense. 
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STERLING 

HEALTHCARE  GROUP 


EMERGENCY  MEDICINE 
OPPORTUNITIES— TENNESSEE 

Directorship,  Full-time  and  Part-time 

*Very  Competitive  Remuneration 
‘Flexible  Scheduling 
‘Independent  Contractor  Status 
•Paid  Malpractice  with  Extended  Coverage 
•Group  Philosophy  with  Support  of  National  Company 
*NO  RESTRICTIVE  COVENANTS 
Please  contact  Julia  Overmann 
1-800-874-4053  or  fax  CV  to  (419)  249-6520 


Rural  Areas  Seeking 
Primary  Care  Physicians 

Rural  Health  Services  Consortium,  Inc.,  which  operates  nine 
medical  centers  located  in  the  scenic  mountains  of  Northeast 
Tennessee,  is  accepting  CVs  from  physicians.  These  health 
care  centers  offer  competitive  wages  and  superior  benefits. 
This  consists  of  401 K,  mileage  reimbursement,  paid  malprac- 
tice insurance,  continuing  medical  education,  ten  official  holi- 
days off  with  pay,  and  relocation  is  available. 

If  interested  in  becoming  a part  of  our  work  team,  mail  CVs  to 
Ms.  Misty  Trent,  Rural  Health  Services  Consortium,  Inc.,  3825 
Hwy.  66  South,  Rogersville,  TN  37857.  Phone  (423)  272-9163, 
fax  (423)  272-4980,  e-mail  address  rhscmis@planetc.com. 
EOE 


Team  Health  has  Immediate  Opportunities 


Nashville*  |<noxvj||e. 


Tri-Cities* 


Chattanooga* 


Directorships  & Regular  Staffing  Opportunities 

Greater  Chattanooga  Area  — Annual  ED  patient  volumes  for 
these  facilities  in  the  Chattanooga  area  range  from  12,000  to  18,000. 
Chattanooga  is  home  to  the  Tennessee  Aquarium  and  the  Chatta- 
nooga Choo  Choo. 

Greater  Knoxville  Area  — These  facilities  in  the  Knoxville 
area  have  annual  ED  patient  volumes  ranging  from  12,000  to 
40,000.  Knoxville  is  located  in  the  foothills  of  the  Smoky  Mountains 
in  beautiful  East  Tennessee. 

Greater  Nashville  Area  — This  area  has  several  facilities  with 
ED  volumes  ranging  from  18,000  to  30,000.  There’s  never  a dull 
moment  with  all  of  the  recreational  and  cultural  opportunities 
provided  by  Tennessee’s  state  capital. 

Tri-cities  Area  — Approximate  annual  ED  patient  volume 
for  these  facilities  is  18,000  to  23,000.  The  Tri-cities  area  is 
nestled  in  the  foothills  of  the  Appalachian  and  Great  Smoky 
Mountains  of  northeast  Tennessee. 

Team  Health  is  seeking  EM,  IM  or  FP  physicians  for  these 
emergency  medicine  opportunities.  We  offer  competitive 
compensation,  flexible  scheduling  with  no  on-call  and  paid 
malpractice  insurance. 

For  more  information  about  these 
opportunities,  call  Lee  Ann  Long  at 

1-800-909-8366 

Visit  us  on  the  Internet  ot  http://www.team-health.com 


TEAM 

HEALTH 


CHARLES  HORN  & ASSOCIATES  INC. 

Arkansas  and  Tennessee 

MEDICAL: 

A.  Collections 

B.  Claims  billing  electronically  with  CODE  accuracy  guaran- 
teed for  Medicaid,  Medicare  “A”  “B”  and  DME,  and  all  com- 
mercial carriers 

C.  Patient  billing 

D.  Payroll 

E.  Transcriptions 

“ CHEAPER  AND  MORE  EFFICIENT  THAN  IN-HOUSE" 
PHONE  1-800-529-9870  FAX  1-800-945-9870 


AIRPLANE  PARTNER  WANTED 

Looking  for  part  interest  or  partnership  for 
aircraft.  Will  split  cost  and  time. 

Call  Blair  Durham  at  Bart  Durham  Injury  & 
Accident  Law  Offices  in  Nashville. 

(615)  242-9000 


“The  nation's  fastest  growing 
locum  tenens  firm" 


YOUR  BEST  MOVE  FOR 

LOCUM  TENENS 


• Nationwide  opportunities 

• Government  settings  available 

• Occurrence  malpractice 

• Paid  travel,  licensure,  lodging 


Ask  for : 

John  Moberly,  ext.  2381  or 
Melanie  McReynolds,  ext.  2387 


(800)  685-2272 

http://wiviv.locumsnet.com 


Staff  Care  is  proud  to  sponsor 
tlw  Country  Doctor  of  the  Year  Award 


Unable  to  place  J-1  or  H-1  physicians 


204 


Tennessee  Medicine  ~ May,  1997 


Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for  the  first  50  words  ($25  for  TMA  members),  25  cents  for 
each  additional  word.  Count  as  one  word  all  single  words,  two  initials  of  a name,  single  numbers,  groups  of  numbers, 
hyphenated  words,  and  abbreviations.  Advertisers  may  utilize  a box  number  for  confidentiality,  if  desired,  in  care  of 
Tennessee  Medicine,  PO  Box  120909,  Nashville,  TN  37212-0909.  Use  of  this  box  in  an  ad  will  add  eight  words  to  the 
total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the  2nd  month  preceding  the  desired  month  of  publication,  and  will 
be  subject  to  approval.  No  phone  orders  will  be  accepted.  Payment  must  accompany  order.  Each  listing  will  be 
removed  after  its  first  publication  unless  otherwise  instructed.  Fee-for-service  agency  advertisements  are  not  accepted 
in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box  120909,  2301  21st  Ave.  South,  Nashville,  TN  37212-0909. 
Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

PHYSICIAN  NEEDED — Part-time  in  Nashville,  8-16  hours  per 
week,  for  histories  and  physicals.  Fax  CV  to  (615)  327-1720. 


ADULT  PSYCHIATRIST  needed  for  full-time  staff  position 
with  nationally  recognized  assertive  community  care  pro- 
gram. Our  agency  provides  case  management  services,  in- 
patient and  outpatient  psychiatric  care  for  1,800  consumers, 
and  mobile  crisis  response  coverage  for  Metropolitan/ 
Davidson  County.  University  affiliations  available  through 
Vanderbilt  and  Meharry  Medical  Schools.  Work  in  private 
and  state  hospital  facilities.  Salary  and  benefits  competitive. 


EOE.  Please  contact  Roy  Q.  Sanders,  MD,  Medical  Director, 
Mental  Health  Cooperative,  275  Cumberland  Bend,  Nash- 
ville, TN  37228,  Telephone  (615)  726-3340,  Fax  (716)  726- 
3412,  E-Mail  ROYCUINCY@AOL.COM. 


POSITIONS  WANTED 

32-YEAR-OLD  FAMILY  PHYSICIAN  (Board  Eligible  7/97) 
with  a background  in  Orthopedics,  Rehabilitation  Medicine, 
and  General  Surgery  is  looking  for  a position  in  Family  Prac- 
tice in  Knoxville  or  Oak  Ridge  for  August  1997.  Please  con- 
tact: Thilo  Burzlaff,  MD,  4000  Horizon  Hill  #807,  San  Antonio, 
TX  78229.  Tel.  (210)  344-4031. 


COLUMBIA  OPPORTUNITIES 
NORTHEASTTENNESSEE 

NORTHEAST  TENNESSEE  POSITIONS  AVAILABLE — All  located  in  the  same  area.  Family-oriented  community,  lo- 
cated in  the  beauty  of  the  mountains  and  lakes.  Population  52,000. 

#1  Need  three  Family  Practice  physicians  to  join  a practice  of  five  already  established  primary  care  physicians.  The 
practice  will  pay  you  an  exceptional  base  salary,  superior  benefits,  plus  incentives.  Excellent  call  schedule! 

#2  Primary  Care  physician  who  does  OB  seeking  partner  for  private  practice.  Will  discuss  salary  guarantee  for  your 
first  year  and  other  incentives. 

#3  Family  Practice,  IM/Peds,  or  Peds  physicians  to  join  an  already  established  group,  seeking  to  form  multispecialty 
group.  Will  discuss  either  salaried  or  guarantee  assistance. 

#4  Bone  and  Joint  Specialty  Clinic  needs  Orthopaedic  Surgeon  to  join  two  other,  already  established  Orthopaedic 
Surgeons  in  private  practice. 

#5  Large,  highly  respected,  ten-physician  Internal  Medicine  Group  looking  to  add  another  physician  to  their  private 
practice. 

#6  Need  OB/GYN  physician  to  join  eight  physicians  in  private  practice.  Beautiful  office  space  available  with  excellent 
access  to  hospital  patients.  Fantastic  opportunity! 

#7  Need  BC/BE  Urologist.  Will  discuss  salary  expectations  or  salary  guarantee  for  your  first  year  and  excellent  benefits. 

#8  Need  BC/BE  Vascular  Surgeon.  Will  discuss  salary  expectations  or  salary  guarantee  for  your  first  year  of  practice 
and  excellent  benefits. 

For  more  information  and  confidential  consideration  on  any  of  the  positions  listed  above,  please  contact: 

Anne  Helvey,  Director  of  Physician  Services 
Columbia  North  Side  Hospital,  Columbia  Sycamore  Shoals  Hospital 
Columbia  Johnson  City  Specialty  Hospitals 
401  Princeton  Road,  Johnson  City,  TN  37601 
Phone  (423)  854-5805  or  Fax  (423)  854-5748 
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Our  Inpatient  Physician 
Services  represent 
a win-win-win  situation  for 
patients,  physicians 
and  hospitals. 
Patient  satisfaction  is  high, 
physicians  maximize 
their  outpatient 
practice  potential, 
and  hospital  stays  may 
be  shortened. 

Craig  A.  Rosenberg,  MD,  FACEP 
Vice  President 
Inpatient  Physician  Service 


ECPs  Inpatient  Physician  Service 
Is  Resource  Utilization  At  Its  Best 

Inpatient  physician  specialists  (or  hospitalists)  manage  the  care  of  hospitalized 
patients  much  the  same  way  that  primary  care  physicians  manage  outpatient  care. 
This  innovative  approach  can  offer  significant  advantages  including  reduced  lengths 
of  stay  and  better  utilization  of  hospital  resources.  ECI  and  its  affiliates  now  offer 
Inpatient  Physician  Services  as  part  of  our  comprehensive  professional  staffing  and 
management  services. 

• Inpatient  Physician  Services 

• Emergency  Department  Staffing  & Management 

• Occupational  Medicine  Clinic  Development,  Staffing  & Management 

• Urgent  Care  Clinic  Development,  Staffing  & Management 

• Reimbursement,  Data  Capture  & Coding  Services 

• Interim  Medical  Staffing 

(800)  253-1345 

Emergency  Consultants,  Inc. 

2240  S.  Airport  Rd. Traverse  City,  Michigan  49684 
http'.llwww.  ecitc.  com 
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INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
tor, John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover 
letter  should  identify  one  author  as  correspondent  and  should  include  his  complete 
address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must 
be  typewritten,  double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow 
wide  margins  on  each  page  to  facilitate  editing.  Pages  should  be  numbered  and 
clipped  together  but  not  bound.  Along  with  the  typed  manuscripts,  we  encourage 
you  to  submit  an  IBM-compatible  3-1/2"  high-density  diskette  containing  the 
manuscript  in  WordPerfect  or  ASCII  format;  the  transmittal  letter  should  identify 
the  format  used. 

Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medi- 
cine is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  prop- 
erty of  Tennessee  Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a 
condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright  owner- 
ship of  such  material  to  Tennessee  Medicine.  No  contribution  will  be  published 
unless  such  a conveyance  is  made. 

References— References  should  be  limited  to  20  for  major  communications  and  10 
for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive 
order,  not  alphabetically.  Personal  communications  and  unpublished  data  should  be 
included  only  within  the  text.  The  following  data  should  be  typed  on  a separate  sheet 
at  the  end  of  the  paper:  names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last 
pages,  and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  al: 
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If  You  Treat 


Get  The  Guides  That  Can  Help 

New  Gffewinee  mules  set  specie  criteria 
for  MCO/BHO  appeals  and  patient  rigfits. 

“How  To  Make  Sure  Your  TennCare  Patients  Get  The  Care  You  Order” 

is  a practical  guide  to  TennCare’s  new  grievance  rules  that  includes  a quick 
reference  chart  to  help  your  staff  advise  patients  of  their  rights.  Patient 
brochures,  “Getting  Just  What  Your  Doctor  Ordered,”  are  available  as  well 
for  your  practice. 

Both  complimentary  guides  may  be  obtained  through  pharmaceutical 
company  representatives.  In  addition,  Voluntary  Health  Agencies  across  the 
state  will  have  patient  brochures  for  public  distribution. 

TennCare’s  new  grievance  rules  are  a positive  step  for  patients. 

Please  make  sure  your  office  staff  and  patients  know  how  to  use  them. 

A Public  Service  Project  Sponsored  By 

National  Voluntary  Health  Agencies  of  Tennessee  Tennessee  Medical  Association 
Pharmaceutical  Research  and  Manufacturers  of  America/PhRMA 
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Woll,  At  Least  You 
Know  VVTacct's  Causing 
Your  Palpitations . 


Practicing  medicine  is  exciting  enough  without  having  to 
face  the  prospect  of  catastrophic  litigation.  Let  the 
insurance  professionals  at  physician  owned  and  operated 
State  Volunteer  Mutual  Insurance  Company  help  keep  your 
stress  level  in  check.  For  20  years,  our  financial  strength 
and  security,  powerfully  demonstrated  by  an  outstanding 
rating,  has  helped  physicians  endure  an  increasingly  hostile 
legal  environment.  Join  the  more  than  9,000  practicing 
physicians  who  have  chosen  SVMIC  as  their  malpractice 
insurer.  It’ll  do  your  heart  good. 

Visit  our  new  WebSite  at:  http://www.svmic.com 


STATE  VOLUNTEER  MUTUAL  INSURANCE  COMPANY 

For  more  information,  contact  Randy  Meador 
P.O.  Box  1065 
Brentwood,  TN  37024-1065 

1-800-342-2239  or  (615)  377-1999  • FAX  (615)  377-9192 
e-mail  address:  svmic@svmic.com 
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Oceanfront, 
Creekside,  & 
Marshview 
Homesites 


Come  see  for  yourself 
why  Jeremy  Cay  and 
The  Hammocks  are 
two  of  coastal  South 
Carolina 's  fastest 
selling  properties. 


Historic  Jeremy  Cay  at  Edingsville  Beach 
offers  South  Carolina’s  most  beautiful  ocean- 
front  and  oceanview  homesites.  Dirt  roads 
wind  lazily  among  oaks,  palmettos,  and  tidal 
lagoons,  and  offer  residents  some  of  the 
most  majestic  scenery  ever. 

It  is  a place  of  seclusion 
and  natural  beauty,  where 
families  can  enjoy  the  creeks, 
marshes,  and  two  miles  of 
private  beach  that  surround 
this  pristine  island. 


The  Hammocks  at  Jeremy  Inlet  draws  its 
name  from  the  geographic  term  “hammock,” 
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its  surroundings,  characterized  by  rich  soil  and 
hardwood  vegetation.  Here,  gigantic  oaks  rise 
proudly  above  these  magnifi- 
cent homesites  and  tropical 
vegetation  enhances  the  spec- 
tacular views  of  the  marsh, 
creek,  and  ocean.  Individual 
dock  sites  and  controlled 
access  provide  added  value. 


The  Savage  Company  • One  Hammocks  Way,  Edisto  Island,  SC  29438 
(803)  869-1556  • 1-800-475-1556  • FAX:  (803)  869-1557 


President’s  Comments 


R.  Benton  Adkins,  MD 


Let  Us  Gather  at  the  River 


There  were  some  historic  aspects  to  the  162nd  annual  meeting  of  the  Tennessee  Medical 
Association  in  Chattanooga  this  year.  First  of  all,  it  was  the  shortest  meeting  ever,  with  all  of  the 
business  condensed  into  1-1/2  days  for  most  participants  (not  including  a Board  meeting  before 
and  after  the  other  main  events).  This  was  in  sharp  contrast  to  previous  meetings  that  had  per- 
haps lasted  too  long  to  be  convenient  for  today’s  busy  physician.  This  was  done  to  limit  the  time 
away  from  practice  to  2 or  2-1/2  days  for  most  delegates  and  committee  members.  It  was  an 
honest  effort  to  comply  with  the  wishes  of  the  members,  who  had  shown  poor  attendance  over 
the  past  few  years.  A recent  survey  had  indicated  that  a shorter  meeting  is  what  the  members 
wanted. 

The  attendance  for  this  year’s  meeting  was  around  201  physicians  (114  was  a quorum). 
There  are  1 1 ,000  to  1 2,000  MDs  in  Tennessee  and  about  6,885  are  TMA  members.  The  House 
of  Delegates  voted  to  admit  osteopaths  as  regular  members.  There  are  250  osteopaths  in  Ten- 
nessee. It  remains  to  be  seen  how  many  of  the  150  members  of  the  Tennessee  Osteopathic 
Medical  Association  will  choose  to  join  the  TMA.  Their  inclusion  is  historic. 

Several  members  spoke  to  me  about  rekindling  the  interest  in  having  specialty  societies’ 
participation  during  the  TMA  annual  meeting.  They  decry  the  passing  of  those  days  when 
attendance  was  high  and  many  of  the  specialty  groups  took  a lead  role  in  the  activities  of  our 
TMA  annual  meeting,  and  had  their  own  well-attended  specialty  CME  programs,  banquets,  and 
business  meetings.  I,  too,  feel  that  we  have  lost  a lot  of  the  reunion  atmosphere  that  accompa- 
nied those  annual  gatherings  of  the  leaders  of  every  aspect  of  medicine  in  the  state. 

What  can  we  do? 

We  have  encouraged  and  sponsored  the  formation  of  the  Council  on  Medical  Specialties.  I 
know  from  talking  to  representatives  from  a few  of  those  societies  that  they  have  now  chosen  to 
meet  at  a different  time  and  place  each  year  apart  from  the  TMA.  Others  have  yet  to  establish 
any  regular  annual  meeting  format.  Some  have  experienced  a decline  in  interest  and  attendance 
since  they  last  met  with  the  TMA  and  with  all  other  special  societies  at  our  annual  meeting. 

It  is  my  opinion  that  a more  inclusive  meeting  with  as  many  members  of  local  component 
societies  and  all  of  the  medical  specialty  societies  makes  the  TMA  and  all  of  its  components 
stronger.  I miss  the  camaraderie,  the  CME  activities,  and  the  sense  of  oneness  that  the  old 
format  afforded. 

We  meet  next  April  in  Memphis  at  the  Peabody  Hotel.  The  Board  of  Trustees,  the  officers, 
and  the  staff  of  the  TMA  will  be  available  to  help  in  any  way  if  you,  the  members  of  the  state 
organization,  have  an  interest  in  joining  us  for  an  old-fashioned  meeting  of  the  physicians  of 
Tennessee.  Any  specialty  group  that  needs  assistance  will  find  us  eager  to  help  with  any  aspect 
of  your  plans.  Decide  soon  and  call  on  us  while  we  still  have  time  to  make  a difference  for  you 
in  Memphis  by  the  River,  at  the  Peabody  in  April. 
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Editorials 


John  B.  Thomison,  MD 


It’s  the  People  . . . 

Should  auld  acquaintance  be  forgot 
And  never  brought  to  mind  . . . 

Should  auld  acquaintance  be  forgot 
And  days  of  auld  lang  syne. 

Oftentimes  during  the  year  since  I retired  I have  been  asked,  “Do  you  miss  it?”  To  which  I 
always  reply,  “I  don’t  miss  if,  I miss  them''  Those  who  ask  always  understand  that  I mean  I 
don’t  miss  doing  what  I’ve  been  doing  for  the  past  ten  or  so  of  the  50-odd  years  I’ve  spent 
practicing  medicine,  which  for  my  money  has  changed  to  become  increasingly  hassle-laden 
and  much  of  it  an  abomination  before  the  Lord.  What  I miss  are  the  people  who  during  those 
years  became  my  best  friends — my  associates  and  colleagues,  the  nurses,  the  technicians  and 
secretaries  in  the  lab,  the  people  in  my  professional  societies  and  in  the  various  levels  of  orga- 
nized medicine,  and  assorted  others — whose  company  has  fdled  not  only  my  working  but  even 
the  biggest  part  of  my  waking  hours,  and  with  whom  through  the  years  I’ve  worked,  laughed, 
and  even  sometime  cried.  As  one  of  my  colleagues,  also  recently  retired,  remarked,  “I  even  miss 
the  ones  I hated.”  Their  numbers,  like  my  opportunities,  have  continued  dwindling,  as  for  one 
reason  or  another  they  have  dropped  off  or  out.  Even  though  others  have  arrived  on  the  scene  to 
take  their  place,  no  one  can  ever  really  take  the  place  of  any  one  of  them.  All  this,  including  re- 
tirement, is  just  life.  Little  of  it  is  left  me  except  a lot  of  pleasant  memories,  occasional  social 
and  increasingly  necessary  professional  visits,  and  this  publication.  Some  of  us  cling  to  the 
promise  that  we  will  one  day  be  together  again.  Nonetheless,  I miss  them  in  the  here  and  now. 

Back  during  my  days  on  the  full-time  Vanderbilt  Medical  School  faculty  one  of  the  major 
choices  of  the  search  committee  for  head  of  the  department  of  which  I was  a member  elicited 
the  response  from  one  of  the  faculty  members  familiar  with  the  doctor  in  question  that,  “You  get 
enough  sons-o’-b — es  by  accident  without  taking  one  on  purpose.”  That  observation  can,  of 
course,  apply  to  situations  as  well  as  people,  and  it  looks  as  though  the  TMA  might  have  taken 
steps  in  that  direction.  For  some  years  now,  among  the  troops  there  have  been  murmurings  that 
the  annual  meeting  was  too  long,  as  it  was  taking  busy  or  sometimes  hopefully  busy  often 
strung-out  doctors  out  of  their  offices  for  longer  than  they  could  afford,  considering  current 
medical  economics.  A survey  taken  last  year  indicated  that  the  delegates  preferred  a two-day 
meeting  that  would  include  Saturday  but  not  Sunday,  and  so  that  was  the  format  used  for  the 
meeting  this  year.  It  was,  to  my  way  of  thinking,  with  the  concurrence  of  nearly  everyone  I 
spoke  with,  a disaster.  There  was  adequate  time  for  transacting  the  business  of  the  Association, 
which  was  done  with  dispatch,  but  almost  nothing  else.  A quorum  was  attained  on  Friday,  the 
first  day,  only  by  first  certifying  every  alternate  delegate  in  attendance,  and  then  pressing  into 
service  a couple  of  willing  members  of  the  TMA  that  happened  by  and  certifying  them  as 
delegates,  too.  The  attendance  was  adequate  on  Saturday.  Friday  afternoon  was  spent  by  the 
staff  and  the  reference  committees  getting  their  reports  done,  so  that  except  for  an  SVMIC 
seminar  there  was  nothing  for  the  remaining  delegates  to  do  after  the  IMPACT  luncheon  ended 
until  the  President’s  Reception  started — no  CME,  no  exhibits,  no  nothing.  No  collegiality.  No 
opportunity  for  passing  the  time  of  day  with  old  acquaintances  or  making  new  ones.  None  of 
the  things  that  through  the  years  has  made  the  meeting  enjoyable  as  well  as  productive.  So 
much  for  auld  lang  syne! 

Maybe  that’s  what  today’s  doctors  want:  do  the  business,  get  it  over  with,  and  head  back  to 
the  grindstone.  No  friends  outside  their  own  backyard.  Forget  the  doctors  who  don’t  refer  pa- 
tients to  them  as  being  not  worth  their  time.  Pick  up  CME  somewhere  else.  Let  the  staff  be  the 
TMA.  If  that  is  how  TMA  is  viewed  by  the  membership,  as  it  obviously  is  by  those  who  have 
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chosen  not  to  be  members,  who  know  the  TMA  will  be  working  for  them,  too,  whether  or  not 
they  are  members,  then  God  help  us,  because  no  one  else  will. 

If  you  are  one  of  those  who  think  that,  let  me  tell  you  this  about  that.  That  is  not  the  way  the 
chiropractors,  the  podiatrists,  the  physician  assistants,  the  nurses,  and  all  those  other  paramedi- 
cal personnel  who  have  in  mind  to  eat  your  lunch  view  their  organizations.  They  outgive  you  in 
many  cases  by  as  much  as  ten  dollars  to  one.  They  are  organized,  and  they  do  not  leave  it  to  the 
hired  help  to  do  their  work.  They  know  and  work  with  each  other.  They  show  up  on  the  hill.  And 
they  will  eat  your  lunch  unless  you  mend  your  ways.  I and  the  other  past  presidents  discussed 
all  this  at  length,  and  we  are  concerned  that  unless  the  doctors  of  this  state  start  acting  in  con- 
cert, the  first  step  of  which  depends  upon  getting  to  know  one  another,  not  just  locally  (which  is 
a whole  ’nother  pressing  problem  outside  the  scope  of  this  editorial)  but  statewide,  the  TMA 
could  very  well  cease  to  exist,  and  with  that  lose  all  hope  of  retaining  any  professional  au- 
tonomy or  even  identity  as  a force  in  the  political  arena.  This  is  a state  problem,  one  that  neither 
the  AM  A nor  the  specialty  organizations  can  solve  for  you,  or  even  help  much.  You  have  heard 
it  so  often  that  it  has  become  one  of  those,  “Oh,  yeah.  Well,  sure.  Been  there  and  done  that!”  sort 
of  things  that  brings  forth  a crashing  big  yawn.  But  Benjamin  Franklin  had  people  like  us  in 
mind  when  he  said,  “We  must  all  hang  together,  or  most  assuredly  we  shall  all  hang  separately.” 
Were  Paul  Revere  to  ride  by  tonight,  he  would  see  not  one,  not  two,  but  all  three  lights  in  the 
belfry!  We  are  surrounded,  and  unlike  the  Minutemcn,  we  are  organized  in  name  only.  A survey 
of  the  delegates  taken  at  the  end  of  the  second  session  of  the  House  indicated  that  the  majority 
of  the  delegates  thought  the  meeting  a resounding  success,  and  so  did  the  staff.  It  did  of  a 
certainty  neatly  and  efficiently  accomplish  everything  it  was  designed  to  do. 

As  is  so  often  the  case.  I’m  probably  preaching  to  the  choir.  If  you  want  my  advice,  which  I 
have  reason  to  expect  you  don’t,  you’ll  go  back  to  the  old  way  of  doing  things.  But  I have  the 
word  from  the  horse’s  mouth  that  they  aren’t  going  to.  I’ve  spoke  my  piece,  which  apparently  is 
a minority  report  from  those  who  were  present  and  voting,  that  though  the  meeting  as  designed 
might  have  been  a resounding  success,  the  design  itself  was  seriously  flawed.  The  majority  are 
not  necessarily  all  who  care  about  the  Association,  and  after  all,  the  House  of  Delegates  and  the 
staff  are  not  the  TMA — yet.  But  for  the  first  time,  despite  disclaimers  to  the  contrary,  the  meet- 
ing was  closed  out  to  everyone  else. 

I’m  just  an  old  fogy  and  what  my  father  used  to  refer  to  as  a “Once  Wuzzer,”  but  I speak  for 
a lot  of  others  bearing  the  same  labels,  a number  of  whom  to  my  certain  knowledge,  because 
they  told  me  so,  hadn’t  “lost  anything  in  Chattanooga.”  And  just  maybe  I may  be  speaking  for 
some  younger  “Still  Izzers,”  too.  However  that  may  be.  I’m  going  to  bed  now  and  let  you 
young-uns  worry  about  all  that  stuff,  bein’  as  how  it’ll  be  your  world,  and  you’ll  get  to  sleep  in 
the  bed  you’re  constructing  all  by  yourselves,  even  though  you  may  not  get  to  have  much  to  say 
about  how  your  bed  is  made  up.  Bon  Voyage! 


All  Things  Great  and  Small 

The  heavens  declare  the  glory  of  God;  and  the  firmament 
sheweth  His  handiwork. 

Psalm  19: 1 

When  1 consider  thy  heavens,  the  works  of  thy  fingers,  the  moon  and  the 
stars  which  thou  hast  ordained,  what  is  man  that  thou  art  mindful  of  him? 

Psalm  8:3-4 

To  the  psalmist  the  Earth  was  at  the  center  of  God’s  Creation,  and  man  His  crowning  achieve- 
ment. So  far  as  conventional  wisdom  was  concerned,  everything  “up  there”  in  the  firmament 


Tennessee  Medicine  ~ June,  1997 


2.15 


was  minute,  maybe  holes  punched  in  the  canopy  of  the  sky  to  let  Heaven’s  light  through.  It  was 
all  very  mysterious.  Yet  the  psalmist  recognized  that  whatever  it  was  that  was  up  there,  no 
matter  its  size,  dwarfed  the  imagination.  He  hadn’t  in  fact  seen  anything  yet.  He  hadn’t  even 
heard  of  the  telescope,  much  less  of  Hubble,  with  its  miraculous  expositions.  Scooting  along 
370  miles  above  the  earth,  unhampered  by  such  things  as  atmosphere  and  city  lights,  the  Hubble 
telescope  has  pushed  back  man’s  visualization  of  the  firmament  some  1 I billion  years,  just 
2 billion  years  or  so  after  the  big  bang  initiated  our  universe.  It  has  revealed  our  own  solar 
system  as  a mere  fly-speck  among  systems  hundreds  and  even  thousands  of  times  as  big,  daily 
challenging  the  credulity  of  even  the  most  blase  of  modern  sophisticates. 

And  as  the  edges  of  the  expanding  universe  continue  speeding  away  from  us  at  ever  greater 
speeds,  now  having  reached  nearly  the  speed  of  light,  Hubble  has  shown  us  that  new  solar 
systems  are  being  continuously  formed  in  what  had  appeared  to  earthbound  telescopes  as  mere 
empty  space.  Where  are  they  headed?  Who  knows  what  universes — -or  something — lie  outside 
our  own.  It  is  bound  to  boggle  every  mind  but  God’s.  All  of  our  astronauts  who  have  floated 
around  up  there  in  space  have  returned  to  home  base  awestruck.  Despite  all  of  our  marvelous 
accomplishments,  our  appreciation  of  our  own  diminutive  stature  in  the  scheme  of  things  should 
have  burgeoned  in  our  contemplation  of  the  immensity  of  God’s  Creation,  but  I doubt  it  did 
because  of  man’s  enormous  ego  and  pride  of  accomplishment.  So  far  as  understanding  goes, 
man’s  has  progressed  little  if  any  beyond  that  of  the  psalmist,  who  was  granted  the  perspicacity 
to  see  that  despite  his  failings,  man  still  occupies  a special  place  in  the  mind  of  God.  I don’t 
know  about  you,  but  that  boggles  my  mind. 

The  skies  have  always  titillated  the  astrological  savants,  and  signs  and  portents  abound  this 
spring  that  would  have  set  the  minds  of  the  ancient  astronomers  aspinning.  It  has  done  so  for 
even  the  most  knowledgeable  and  sophisticated  of  modern  ones,  too.  Unfortunately,  our  urban 
civilization  has  produced  such  a burgeoning  light  pollution  of  the  night  skies  that  much  of  that 
declaration  from  the  heavens  that  the  psalmist  spoke  about  falls  on  deaf  eyes  these  days.  But  to 
those  fortunate  ones  still  positioned  to  marvel,  there  came  almost  at  once  a near  total  lunar 
eclipse,  the  closest  approach  of  Mars  to  the  Earth  in  centuries,  and  an  uncommon  conjunction 
of  planets. 

Then,  to  top  it  all  off,  the  exceedingly  brilliant  Hale-Bopp  comet,  after  an  absence  of  more 
than  four  millennia,  burst  almost  unannounced  on  our  own  heavenly  scene.  To  put  you  in  the 
proper  frame  of  reference,  that  comet,  obviously  named  something  else,  if  anything,  on  its 
previous  pass,  is  not  unlikely  to  have  been  seen  by  the  Chaldean  astronomers  sometime  before 
Father  Abram  was  born  in  Ur  of  the  Chaldees.  For  those  ancients  the  skies  must  have  rivaled  the 
ones  that  led  the  magi  to  Bethlehem  at  that  first  Christmastide.  Possibly  that  sign  was  the  con- 
junction of  planets  that  was  known  to  have  occurred  at  the  time  of  Jesus’  birth.  Small  wonder, 
then,  that  a computer-oriented  cult  well  versed  in  things  arcane  saw  Hale-Bopp  as  a sign.  To 
them  it  was  the  sign  that  would  lead  them  to  another  sphere  of  existence  that  could  only  be  an 
improvement  over  this  one.  They  called  it  the  Kingdom  of  Heaven,  and  looked  upon  that  tran- 
sition as  the  next  step  in  the  evolution  of  man.  Feft  behind  were  39  corpses  that  rest  in  a Califor- 
nia morgue  even  as  I write  this.  Where  the  rest  went  is  not  for  me  to  judge.  That  tragic  horror 
story  has  already  been  exploited  by  the  media  to  the  max,  as  the  saying  goes. 

All  about  us  new  life  is  emerging,  and  green-up,  which  arrived  quite  early  this  year,  has  been 
not  only  exceptionally  glorious,  but  exceptionally  prolonged,  too.  At  least  here  in  Nashville  it 
has.  The  redbuds  have  never  been  more  vibrantly  alive  or  the  forsythia  more  golden.  The  dog- 
wood has  been  dressed  in  its  whitest  white,  and  the  skies  have  been  at  their  bluest.  Warm  rains 
have  covered  lawns  with  a lush,  green  carpet,  often  with  a sprinkling  of  wild  flowers.  With  all 
this  beauty,  it  takes  added  effort  to  remember  that  without  winter’s  frozen  death  to  claim  the 
world  for  a time,  spring’s  new  life  could  not  burst  forth  with  such  glory  in  these  latitudes.  But 
even  while  we  in  Tennessee  had  for  some  time  been  under  the  long-anticipated  vernal  enchant- 
ment, elsewhere  in  the  country  as  much  as  two  to  three  feet  of  heavy,  wet  snow  was  blanketing 
the  already  reawakening  earth,  submerging  it  in  darkness  once  again.  Though  that  other  shoe 
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could  drop  for  us  here  at  any  time  for  another  month,  Tennesseans  have  thus  far  been  mercifully 
spared  winter’s  ravages,  and  so  it  is  that  a young  man’s  fancy  is  not  alone  in  turning  to  thoughts 
of  love.  Especially  at  Easter  is  it  not,  when  all  Creation  rejoices  in  God’s  love  that  shows  the 
way  to  life  through  death. 

Like  the  astronomers,  as  a pathologist  I have  devoted  a lifetime  of  professional  efforts  to- 
ward turning  technology  to  disclose  some  of  the  less  visible  of  God’s  wonders.  The  astrono- 
mers and  I simply  operate  at  opposite  ends  of  the  spectrum,  they  focusing  their  attention  on  the 
largest  and  I on  the  smallest.  Though  with  our  technology  we  have  brought  these  bits  of  the 
universe,  large  and  small,  closer  to  ourselves  and  those  around  us,  opening  them  up  for  public 
viewing,  our  insight  into  their  reason  for  being  is  certainly  no  better  than  that  of  the  psalmist, 
who  had  neither  the  telescope  nor  the  microscope.  He  simply  relied  on  God  to  expand  his 
vision.  In  the  end,  we  can  do  no  more  than  wonder  with  the  psalmist,  “What  is  man  that  Thou 
considerest  him?”  We  are  still  far,  far  from  having  plumbed  the  depths  of  even  our  own  tiny  bit 
of  God’s  Creation.  What  are  all  those  things  doing  out  there,  anyway,  and  what  are  we  doing 
here?  How  and  when  did  it  all  begin,  and  why?  What  was  there  before,  and  what  will  be  there 
after?  We  have  still  no  idea  of  how  really  big  is  big  or  how  really  small  is  small,  and  even  the 
numbers  we  know  are  incomprehensible  to  us.  We  know  even  less  of  the  mind  that  could  con- 
ceive all  this,  and  less  still  of  the  reasons  that  such  a stupendous  Creator  would  give  any  consid- 
eration at  all  to  these  small  bits  of  dust  we  call  man.  Whatever  we  believe  about  all  these  things, 
even  if  it  is  nothing  at  all,  we  must  accept  it  on  faith. 

Each  new  stupendous  discovery  of  ours  ultimately  does  no  more  than  expand  the  unknown 
that  is  yet  to  be  explored,  yielding  more  questions  than  answers.  To  what  end  then  have  we 
catalogued  our  vast  libraries  of  details  of  all  sorts,  other  than  to  say  we  have  been  there  and  done 
that?  With  all  our  sophistication,  all  we  can  add  to  the  psalmist’s  wonderment  is  that  not  just  the 
heavens,  but  all  tilings,  great  and  small , declare  the  glory  of  God,  and  the  whole  of  His  Creation 
sheweth  His  handiwork.  All  we  have  done  is  enlarge  on  his  conception  of  the  universe. 

The  first  question  the  Catechism  asks  is,  “What  is  the  chief  end  of  man?”  Its  answer  is  not 
that  man  should  explore  God’s  Creation  or  to  take  care  of  it,  though  it  does  not  say  not  to,  and 
in  fact  that  is  among  the  things  that  are  implicit  in  its  answer.  The  Catechism  answers,  “The 
chief  end  of  man  is  to  glorify  God  and  enjoy  Him  forever.” 

That  works  for  me. 


HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doctors 
who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional  illness,  or 
both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the  program  is  reha- 
bilitative, not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise  in 
these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses  is  achieved 
most  easily  when  the  disease  or  illness  is  detected  early.  The  Committee  urges  family,  friends, 
and  associates  to  avoid  misguided  sympathy  which  enables  a physician’s  impaired  condition  to 
deteriorate. 

HELP  USTO  HELP 

Call  theTMF  Physicians  Health  Program  at  (615)  893-7755  in  Murfreesboro.  Telephone  mes- 
sage service  available  around  the  clock. 
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If  you’ve  ever  said  this,  you  may  want  to  ask 
your  lab  to  use  Triage®  Plus  TCA. 


Stat. 


Accepted. 


PANEL  FOR 
DRUGS  OF 
ABUSE 

PLUS  TRICYCLIC 
ANTIDEPRESSANTS 


The  First  Urine-based  Immunoassay 
tressants. 


• Screens  urines  for 
8 classes  of  Drugs 
of  Abuse 

• Fastest  turnaround 
time  possible 

• Used  by  more  than 
2,500  hospitals 
nationwide 

• Stat  results  available 
24  hours  a day 


Complete. 


Accurate. 


Reliable. 


BIOSITE 


■■■■■■■[lElX 


The  TRIAGE  assay  provides  only  a preliminary  analytical  test  result.  A more  specific  alternate  chemical  method  must  be  used  in  order  to  obtain  a 
confirmed  analytical  result  READ  COMPLETE  INSTRUCTIONS  PRIOR  TO  USE  AND  PRIOR  TO  INTERPRETING  TEST  RESULTS. 


11030  ROSELLE  ST. 
SAN  DIEGO,  CA  92121 

1-800-745-8026 


Practicing  Medicine 


[ Jnder standing  Medicare 
Managed  Care 

Angela  Meyer 


As  of  April  1 , 1997,  more  than  5 million  aged  and  disabled 
Americans  were  enrolled  in  350  Medicare  managed  care  plans 
across  the  nation.  That’s  only  1 3%  of  the  total  Medicare  popu- 
lation, but  it  represents  a staggering  108%  increase  in  man- 
aged care  enrollment  since  1993.  Wlule  the  majority  of  such 
plans  are  clustered  in  California,  Florida,  Oregon,  New  York, 
Arizona,  and  Hawaii,  the  Health  Care  Financing  Administra- 
tion (HCFA)  has  seen  a steady  increase  in  applications  from 
health  plans  seeking  to  get  a foothold  on  this  burgeoning  mar- 
ket in  other  states.  Tennessee  is  no  exception. 

There  are  two  Medicare  HMOs  in  Tennessee  covering  a 
total  of  5,053  beneficiaries  (April  1,  1997  figures).  First  to  re- 
ceive HCFA  approval.  Health  1 -2-3  Platinum  is  one  of  the  health 
plans  sponsored  by  Vanderbilt  University  Medical  Center, 
which  began  operation  in  April  1996.  In  its  first  year,  1-2-3  Plati- 
num has  enrolled  4,153  Medicare  beneficiaries  in  18  Tennes- 
see counties:  Bedford,  Cheatham,  Coffee,  Davidson,  Dickson, 
Hickman,  Houston,  Humphreys,  Marshall,  Maury,  Mont- 
gomery, Robertson,  Rutherford,  Stewart,  Sumner,  Trousdale, 
Williamson,  and  Wilson.  The  second  to  gain  approval  in  the 
state,  HealthNet  65,  began  covering  Medicare  beneficiaries 
Jan.  1 , 1 997  and  has  895  enrollees  in  Davidson,  DeKalb,  Sum- 
ner, Williamson,  and  Wilson  counties.  Nashville’s  Baptist  and 
Saint  Thomas  hospitals  form  the  basis  of  that  network. 

With  more  than  800,000  Medicare  beneficiaries  in  Tennes- 
see, 5,053  is  just  a drop-in-the-bucket.  But  that  drop  is  soon 
expected  to  become  a rainstorm. 

“The  interesting  thing  about  Tennessee,”  says  Clyde  Tho- 
mas, HCFA’s  director  of  managed  care  operations  for  the  eight- 
state  Southeast  region,  “is  that  right  now  in  this  office  we  have 
six  pending  approvals  by  MCOs  wanting  to  do  business  there. 
And  I think  you’re  going  to  see  that  number  go  up.”  Thomas 
was  not  at  liberty  to  name  those  plans,  but  Dr.  John  Harkey, 
publisher  of  Tennessee  Managed  Care , says  Blue  Cross  Blue 
Shield  of  Tennessee  (BCBST),  HealthSource  Tennessee,  Heri- 
tage National  Health  Plan  of  Tennessee,  Cariten  Health  Plan 
(a  PHP  company),  and  United  Healthcare  of  Tennessee  have 
all  indicated  they  are  awaiting  HCFA  approval  to  offer  Medi- 
care risk  plans. 

Angela  Meyer  is  principal  of  Stewart  Meyer  Communications,  a 
communication  consulting  and  publication  production  firm 
serving  professionals  in  health  care,  law,  and  human  resources. 
Research  assistance  was  provided  by  Sally  Sjobeck  ofSidus,  LLC, 
a Health  Care  management  and  consulting  firm  in  Brentwood. 


According  to  Harkey: 

• BCBST  hopes  to  introduce  its  Security  Blue  plan  later  this 
year  in  a seven-county  area  including  Knoxville  and  Chattanooga; 

• HealthSource  has  contracted  with  Memorial  Hospital  to 
offer  a plan  to  seniors  in  Hamilton  County; 

• Heritage  proposes  to  cover  a 1 9-county  area  from  Knox- 
ville to  Southwest  Virginia; 

• United  Healthcare  hopes  to  offer  a Medicare  Complete 
product  in  two  Memphis  area  counties,  three  in  the  Nashville 
area,  and  two  in  Chattanooga; 

• Cariten  submitted  its  application  at  the  end  of  April  and 
hopes  to  offer  its  SeniorHeallh  plan  in  1 7 East  Tennessee  coun- 
ties by  the  first  of  next  year. 

In  addition.  Health  1-2-3  Platinum’s  executive  director, 
Richard  Mauriello,  says  the  Vanderbilt  plan  looks  to  go  state- 
wide and  will  expand  to  nine  counties  in  the  Memphis  area 
and  ten  in  Knoxville  as  early  as  1998. 

A Budget  Balancing  Act 

It  should  come  as  no  surprise  that  the  number  of  Medicare 
beneficiaries  enrolled  in  managed  care  plans  has  risen  so 
sharply  in  this  decade.  After  all,  managed  care  plans  in  general 
have  experienced  extraordinary  growth  in  the  ’90s,  and  appar- 
ently Washington  lawmakers  have  been  impressed  with  what 
they’ve  seen.  Both  parties  of  Congress  and  the  White  House 
not  only  support,  but  are  encouraging,  various  forms  of  Medi- 
care managed  care  as  a way  to  hold  down  costs  for  the  expen- 
sive, yet  popular,  entitlement  program.  And  it’s  no  wonder.  A 
report  released  earlier  this  year  by  the  U.S.  Department  of 
Health  and  Human  Services  shows  astonishing  decreases  in 
private  sector  health  care  costs,  while  Medicare  spending  de- 
creases were  meager.  According  to  the  report,  between  1969 
and  1993  the  10.9%  annual  growth  in  per  enrollee  benefits 
under  Medicare  was  slower  than  the  1 2.5%  under  private  health 
insurance.  However,  from  1993  to  1995  that  relationship 
changed  dramatically  as  average  annual  growth  in  private 
health  insurance  decelerated  to  3.5%,  while  Medicare  spend- 
ing slowed  only  slightly  to  9.7%.  The  report  attributed  much 
of  the  slower  growth  in  spending  in  the  private  sector  to  the 
rapid  increase  in  managed  care  coverage  among  the  nation’s 
workers. 

“The  fact  that  Medicare  spending  continues  to  increase 
more  rapidly  than  private  insurance  is  a major  concern  as  we 
seek  to  delay  the  depletion  of  the  Medicare  Hospital  Insurance 
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Trust  Fund  predicted  to  occur  in  early  2001,”  said  Bruce  C. 
Vladek,  administrator  of  HCFA,  which  oversees  the  Medicare 
and  Medicaid  programs. 

Changing  Perceptions 

In  1996,  an  average  of  80,000  Medicare  beneficiaries  vol- 
untarily enrolled  in  risk-bearing  HMOs  each  month.  The  ra- 
tionale for  this  recent  growth  trend  is  due  in  part  to  the  public’s 
growing  acceptance  (or  resignation,  as  the  case  may  be)  of 
managed  care,  coupled  with  the  encouragement  of  many  em- 
ployers for  their  retirees  to  join  such  plans.  Other  possible  rea- 
sons seniors  join  HMOs  is  the  perception  that  there  is  more 
emphasis  on  preventive  care,  and  there  are  no  insurance  claim 
forms  to  fill  out  or  Medicare  statements  to  decipher.  Nonethe- 
less, the  primary  reason  is  simple  economics.  Since  most  Medi- 
care beneficiaries  realize  their  need  for  costly  medical  care  is 
likely  to  increase  while  their  income  remains  the  same,  the 
prospect  of  getting  that  care  while  saving  significant  amounts 
of  money  is  very  attractive. 

Medicare  HMOs  cover  all  Medicare  Part  A benefits  with- 
out charging  any  of  the  expensive  deductibles  required  by  tra- 
ditional Medicare  fee-for-service  arrangements,  virtually  elimi- 
nating the  need  for  expensive  medigap  policies. 

Nominal  copayments  are  charged  for  some  Part  B covered 
expenses  such  as  office  visits,  but  they  are  usually  no  more  than 
$5  to  $10.  In  addition,  most  plans  also  offer  an  option  that 
charges  a small  monthly  premium — usually  $20  to  $30 — in  ex- 
change for  benefits  not  offered  by  Medicare,  such  as  prescrip- 
tion drug  benefits  and  coverage  for  vision  care  and  hearing  aids. 

Medicare  Managed  Care  Plans 

Since  managed  care  plans  have  enjoyed  enormous  success 
in  penetrating  and  saturating  much  of  the  commercial  health 
care  market,  many  HMOs  see  the  Medicare  market  as  the  last 
frontier  left  to  conquer.  HCFA  offers  three  types  of  contracts 
through  which  managed  care  plans  may  serve  beneficiaries  in 
return  for  a monthly  payment  from  the  Medicare  program. 

Risk  Plans.  As  of  January  1 of  this  year,  risk  plans  com- 
prised 248  of  the  existing  Medicare  managed  care  plans, 
covering  86%  of  such  beneficiaries.  Risk  plans  assume  full 
financial  risk  for  all  care  provided  Medicare  beneficiaries 
under  the  program.  They  are  paid  a monthly  capitation  rate 
set  at  approximately  95%  of  the  adjusted  average  per  capita 
cost  (AAPCC),  which  is  projected  from  the  average  expenses 
for  fee-for-service  beneficiaries  in  a given  county.  Mem- 
bers of  risk  plans  must  receive  all  of  their  care  through  the 
plan,  except  for  emergency  and  out-of-area  urgent  care  (the 
plan  picks  up  the  tab  for  those  services  if  they  are  deemed 
medically  necessary).  Most  plans,  however,  including  both 
those  in  Tennessee,  now  cover  emergencies  and  urgently 
needed  services  worldwide  for  a reasonably  small 
copayment  amount.  Moreover,  risk  plans  can  now  offer  an 
out-of-network  option  that,  subject  to  certain  conditions, 
allows  beneficiaries  to  go  to  providers  who  are  not  part  of 


the  plan. 

Cost  Plans.  These  are  arrangements  where  the  monthly 
capitation  payments  Medicare  pays  the  plan  are  based  on  a 
total  estimated  budget.  Adjustments  to  that  payment  are 
made  at  the  end  of  the  year  for  any  variations  from  the  bud- 
get. Cost  plans  must  provide  all  Medicare-covered  services, 
but  do  not  provide  the  additional  services  that  some  risk 
plans  offer.  Beneficiaries  can  also  obtain  Medicare-covered 
services  outside  the  plan  without  limitation.  Medicare  pays 
its  traditional  share  of  the  costs  when  a beneficiary  goes 
outside  the  plan,  and  the  beneficiary  pays  Medicare’s  coin- 
surance and  deductibles. 

Health  Care  Prepayment  Plans.  HCPPs  are  paid  in  a 
similar  manner  as  cost  plans,  but  they  do  not  cover  Medi- 
care Part  A services  (inpatient  hospital  care,  skilled  nurs- 
ing, hospice,  and  some  home  health  care),  leaving  the  ben- 
eficiaries responsible  for  the  portion  of  those  services  not 
covered  by  Medicare.  However,  some  of  these  plans  arrange 
for  services  and  file  Part  A claims  for  their  members. 

In  an  effort  to  allow  beneficiaries  a wider  variety  of  man- 
aged care  plans  from  which  to  choose,  and  to  extend  managed 
care  options  to  rural  areas,  HCFA  recently  launched  Medicare 
Choices,  a three-  to  five-year  demonstration  project  that  began 
enrolling  beneficiaries  on  Jan.  1,  1997. 

Medicare  Choices  currently  has  eight  participating  plans 
with  enrollees  in  Orlando,  Houston,  Philadelphia,  Columbus, 
Ohio,  and  Billings,  Mont.  (Each  of  the  plans  also  cover  rural 
counties  surrounding  the  metropolitan  areas.) 

Included  in  the  project  are  five  provider-sponsored  networks 
(PSNs),  a preferred  provider  organization  (PPO),  a nonprofit, 
provider-sponsored  HMO,  and  a joint  venture  between  a uni- 
versity health  care  system  and  a for-profit  HMO.  Ten  more 
demonstration  plans  are  expected  to  begin  enrollment  this  year. 

HCFA  has  not  yet  released  the  names  or  locations  of  those 
plans,  but  Clyde  Thomas  said  none  was  in  Tennessee. 

Though  it  isn’t  truly  a managed  care  product,  Medicare 
SELECT  is  another  option  for  beneficiaries  looking  to  reduce 
health  care  costs. 

Basically,  it  is  another  form  of  medigap  policy  offered 
through  private  insurers.  The  main  difference  is  that  beneficia- 
ries with  Medicare  SELECT  are  usually  required  to  choose 
from  a list  of  preferred  providers  to  receive  covered  services 
in  non-emergency  situations.  If  a beneficiary  goes  outside  the 
network  for  non-emergency  care.  Medicare  pays  its  traditional 
share  of  costs  and  the  beneficiary  is  responsible  for  copayments 
and  deductibles. 

Three  insurance  carriers  have  been  approved  by  HCFA  and 
the  Tennessee  Department  of  Commerce  and  Insurance  to  sell 
the  Medicare  SELECT  policies:  Bankers  Life  & Casualty  of- 
fers a Medicare  SELECT  plan  in  conjunction  with  Baptist 
Memorial  Hospital  in  the  Memphis  area;  Pioneer  Life  Insur- 
ance Co.  of  Illinois  has  been  approved  to  serve  the  Knoxville 
area;  and  Pyramid  Life  Insurance  has  been  approved  to  sell  the 
policies  in  both  the  Knoxville  and  Memphis  areas. 
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Mandating  Quality 

Though  Washington  is  eager  to  find  ways  to  reduee  health 
care  spending,  like  everyone  else  they’ve  heard  enough  man- 
aged care  horror  stories  to  make  them  wary  of  giving  profit- 
hungry  HMOs  carte  blanche  access  to  trusting  beneficiaries. 
One  of  the  ways  HCFA  is  regulating  HMOs  to  ensure  Medi- 
care and  Medicaid  enrollees  won’t  be  shortchanged  on  the  qual- 
ity of  care  given  is  the  establishment  of  Physician  Incentive  Plan 
(PIP)  regulations.The  new  PIP  rules  went  into  effect  on  Jan.  1, 
1997,  and  are  designed  to  ensure  that  financial  incentives  that 
discourage  physicians  from  prescribing  unnecessary  services 
don't  go  too  far.  HCFA  defines  PIPs  as  “any  compensation  ar- 
rangement between  an  MCO  and  a physician  or  physician  group 
that  may  directly  or  indirectly  have  the  effect  of  reducing  or 
limiting  services  furnished  to  Medicare  beneficiaries  or  Med- 
icaid recipients  enrolled  in  the  MCO.”  The  physician  incen- 
tive rule  applies  only  to  those  PIPs  that  base  compensation — 
in  whole  or  in  part — on  the  use  or  cost  of  referral  services. 

Since  these  rules  became  effective,  all  Medicare  managed 
care  plans  are  required  to  annually  disclose  the  nature  of  phy- 
sician incentive  financial  arrangements.  The  disclosure  require- 
ments apply  not  only  to  a managed  care  plan’s  direct  contract- 
ing arrangements  with  providers,  but  to  its  subcontracting 
arrangements  as  well  (e.g.,  PHOs,  IPAs,  etc.).  However,  the 
managed  care  plan  is  required  to  report  only  those  PIPs  that 
put  physicians  at  substantial  financial  risk  (SFR).  The  SFR 


threshold  is  set  at  25%  of  “potential  payments”  for  covered 
services,  regardless  of  how  often  payments  are  assessed  or  dis- 
tributed. SFR  is  present  when  the  25%  threshold  is  exceeded. 
If  a physician  group’s  patient  population  is  greater  than  25,000 
patients,  then  the  PIP  is  not  considered  to  put  the  group  or  its 
participating  physicians  at  SFR  because  the  risk  is  spread  over 
the  large  patient  panel. 

When  physicians  who  provide  services  fora  Medicare  man- 
aged care  plan  are  put  at  substantial  financial  risk,  the  plan 
must  do  two  things:  ( I ) Conduct  an  annual  beneficiary  survey 
and  submit  it  to  HCFA;  (2)  Ensure  that  stop-loss  protection  is 
in  place  for  physicians  and  groups  under  substantial  financial 
risk.  Other  recently  established  means  to  ensure  quality  doesn’t 
suffer  for  beneficiaries  in  a managed  care  environment  include 
Medicare  HEDIS  and  specially  developed  outcomes  measures. 
An  adaptation  of  the  private  sector’s  HMO  performance  mea- 
surement, Medicare  HEDIS  was  designed  in  partnership  with 
the  Kaiser  Family  Foundation  to  measure  the  quality  of  care 
given  by  managed  care  plans  and  to  support  efforts  to  improve 
the  health  status  of  beneficiaries.  HCFA  will  also  use  the  out- 
comes measures  developed  by  the  Foundation  for  Account- 
ability (FAcct)  to  compare  the  quality  of  care  given  by  Medi- 
care HMOs  to  that  of  traditional  fee-for-service  Medicare. 
FAcct,  a partnership  of  public  and  private  health  care  purchas- 
ers and  consumer  groups,  has  already  endorsed  outcomes  mea- 
sures for  diabetes,  depression,  and  breast  cancer.Q 


Uncle  Sam  Wants  You!  Two  bipartisan  proposed  bills  and  the  President’s  bud- 
get proposal  all  have  one  thing  in  common:  to  make  it  easier  for  provider  spon- 
sored organizations  (PSOs  a.k.a.  PSNs)  to  qualify  as  risk-assuming  managed  care 
organizations. 

Why?  So  HCFA  can  direct-contract  with  providers  who  deliver  managed  care 
services  to  Medicare  beneficiaries. 

Dubbed  the  Provider  Sponsored  Organization  Act  of  1997,  the  Senate  version 
(S  146)  was  introduced  by  Senators  Bill  Frist  (R-Tenn)  and  John  Rockefeller  (D- 
WVa),  while  the  House  bill  (HR  475)  is  co-sponsored  by  Rep.  James  Greenwood 
(R-Pa)  and  Rep.  Charles  Stenholm  (D-Tex). 

“Over  the  years,  managed  care  has  shown  us  that  health  care  can  be  delivered 
more  efficiently  and  at  a lower  cost,”  Frist  said  when  introducing  the  bill  last  Janu- 
ary. “Now,  we  must  focus  on  the  quality  of  that  care  and  the  effectiveness  of  that 
delivery  Bringing  physicians  to  the  table  through  PSOs  will  create  that  opportunity 
because  plans  do  not  deliver  care — providers  do.” 

Both  versions  seek  to  amend  the  “50/50  rule”  that  says  a managed  care  plan 
must  have  at  least  50%  commercial  enrollees  before  it  can  offer  a Medicare  product.  This  would  pave  the  way  for 
more  PSOs  to  become  Medicare-only  managed  care  plans.  In  addition,  the  proposed  legislation  would  waive 
state  licensure  for  at  least  four  years.  During  that  time,  Medicare  PSOs  would  be  directly  regulated  by  the  Depart- 
ment of  Health  and  Human  Services  and  would  have  to  meet  special  requirements  for  certification,  quality  assur- 
ance, and  solvency  The  intent  here  is  to  allow  such  PSOs  time  to  become  established  before  having  to  meet 
stringent  state  solvency  standards.  Establishment  of  such  PSOs  would  put  providers  in  direct  competition  with 
plans.  Some  existing  relationships  would  be  strained — to  say  the  least. 

Naturally,  many  health  plans  and  the  insurance  industry  are  dead-set  against  such  legislation  They  claim  it  would 
give  PSOs  an  unfair  advantage  in  the  market  and  would  weaken  established  safeguards  for  Medicare  beneficiaries. 

Both  the  AMA  and  AHA  support  the  legislation,  which  is  expected  to  come  up  for  a vote  later  this  year. 
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Abstract  o r ti  le  Proceedings  of  the 
Hot  ise  of  Delegates  of  the 
Tennessee  Medical  Association 
Chattanooga — April  11-12,  1997 


Call  to  Order 

The  162nd  annual  meeting  of  the  Tennessee  Medical  Association 
was  conducted  in  Chattanooga,  Tennessee,  April  11-12,  1997,  with 
headquarters  in  the  Chattanooga-Hamilton  County  Convention  and 
Trade  Center.  The  House  of  Delegates  met  initially  at  8:30  AM, 
April  11,  1997,  with  Robert  D.  Kirkpatrick,  MD,  Memphis,  presid- 
ing as  speaker  of  the  House. 

Invocation 

Let  us  pray.  Our  Father,  as  we  prepare  to  open  this,  the  162nd 
annual  meeting  of  the  Tennessee  Medical  Association,  we  seek 
Your  presence,  anointing,  wisdom,  power,  and  guidance.  We  truly 
praise  You  and  enter  into  Your  courts  with  thanksgiving  and  praise 
to  bless  Your  holy  name. 

We  are  thankful  for  the  past  heritage  of  the  TMA  and  its  prior 
devoted  leadership,  goals,  service,  and  accomplishments.  We  pray 
that  as  we  approach  this  1997  annual  meeting  that  we  may  not  lean 
unto  our  own  understanding,  but  rather  in  all  our  ways  will  ac- 
knowledge You  and  that  You,  God,  shall  direct  our  path. 

As  we  seek  Your  direction,  Father,  Your  word  says,  “Whatso- 
ever things  are  true,  whatsoever  things  are  honest,  whatsoever 
things  are  just,  whatsoever  things  are  pure  and  of  good  report,  if 
there  be  any  virtue,  if  there  be  any  praise,  think  on  these  things,”  we 
pray  that  You  will  let  us  think  on  these  things  this  day.  God,  grant 
us  the  serenity  to  accept  the  things  we  cannot  change,  courage  to 
change  the  things  we  can,  and  divine  wisdom  to  know  the  differ- 
ence. We  thank  You  that  Your  mercy  is  everlasting  and  that  Your 
truth  endureth  to  all  generations. 

We  acknowledge  You  as  the  Great  Physician,  the  Divine  Healer. 
We,  as  physicians,  are  a mere  extension  of  Your  hands  doing  Your 
work.  I pray  that  we  will  press  toward  the  mark  of  the  high  calling 
for  this  noble  profession  in  ministry.  Let  us  not  be  filled  with  pride; 
however,  let  us  always  in  everything  that  we  say  and  do,  be  an 
utmost  patient  advocate  that  we  place  the  health,  well-being,  and 
welfare  of  our  patients  foremost.  For  without  our  patients,  we  are 
nothing.  Just  as  Aaron  and  Hur  upheld  the  hands  of  Moses  to  pre- 
vail, I pray  that  we  as  physicians  will  uphold  our  patients  in  their 
rights  so  that  their  well-being  and  integrity  may  prevail. 

1 pray  that  we  will  be  in  one  accord  and  speak  with  a unified 
voice  of  love,  compassion,  and  wisdom  for  the  physicians  in  the 
state  of  Tennessee  in  all  the  complex  matters  and  issues  that  stand 
before  us  today. 

We  pray  for  wisdom  this  day  and  seek  Your  direction.  Just  as  the 
heavens  are  higher  than  the  earth,  so  are  Your  ways  higher  than  our 
ways  and  Your  thoughts  are  higher  than  our  thoughts,  and  we  pray 
that  Your  ways  and  Your  thoughts  will  belong  to  the  TMA  this  day. 

We  thank  You  for  the  beauty  of  this  day  and  the  opportunities 
afforded  us  and  we  praise  Your  masterful  creation  of  this  world 
which  You  spoke  into  existence  and  as  You  simply  justly  said,  “It  is 


very  good.”  Forgive  us  when  we  take  all  of  this  creation  and  Your 
bountiful  blessings  for  granted. 

Father,  Your  word  tells  us  that  we  are  to  pray  for  our  leaders. 
This  day  we  pray  for  the  leaders  of  our  nation,  state,  and  local 
government  as  well  as  leaders  of  this  organization  that  Your  divine 
wisdom  will  prevail  and  let  them  be  like  David  who  said,  “I  will  lift 
mine  eyes  unto  God  from  whom  comes  my  help”  so  that  everything 
that  is  said  and  done  by  these  leaders  will  bring  honor,  glory,  and 
praise  to  Your  name. 

And  let  us  reflect  Your  model  prayer  as  we  today  lift  up  our 
voices  and  sing,  “Our  Father  which  art  in  heaven.  Hallowed  be  thy 
name.  Thy  kingdom  come.  Thy  will  be  done  in  earth,  as  it  is  in 
heaven.  Give  us  this  day  our  daily  bread.  And  forgive  us  our  debts, 
as  we  forgive  our  debtors.  And  lead  us  not  into  temptation,  but 
deliver  us  from  evil:  For  thine  is  the  kingdom,  and  the  power,  and 
the  glory,  forever.  Amen. 

Report  of  the  Committee  on  Credentials 

Molly  R.  Seal,  MD,  Chattanooga,  chairman  of  (he  Committee  on 
Credentials,  reported  there  was  a quorum  present.  The  speaker  de- 
clared the  House  was  in  session. 

1996  Minutes  Approved 

The  speaker  announced  that  an  abstract  of  the  minutes  of  the  last 
regular  session  of  the  House  of  Delegates  was  reproduced  in  the 
June  1996  issue  of  Tennessee  Medicine.  It  was  moved  and  seconded 
that  the  abstracted  minutes  of  the  1996  session  of  the  House  of 
Delegates  be  approved  as  published  in  the  June  1996  issue  of  the 
Journal.  The  motion  was  adopted. 

Reference  Committees 

The  speaker  announced  the  members  of  the  reference  commit- 
tees to  consider  reports,  resolutions,  amendments,  and  all  matters 
requiring  action  by  the  House  of  Delegates. 

REFERENCE  COMMITTEE  ON  CREDENTIALS 
Molly  R.  Seal,  MD,  Chattanooga,  Chairman 
James  T.  Carter,  MD,  Murfreesboro 
Wiley  T.  Robinson,  MD,  Memphis 

REFERENCE  COMMITTEE  ON  AMENDMENTS 
TO  THE  CONSTITUTION  AND  BYLAWS 
C.  Eugene  Jabbour,  MD,  Memphis,  Chairman 
David  E.  McKee,  MD,  Nashville 
Dennis  L.  Stohler,  MD,  Chattanooga 

REFERENCE  COMMITTEE  A 

David  G.  Gerkin,  MD,  Knoxville,  Chairman 

John  W.  Hale,  MD,  Union  City 

Fred  Ralston  Jr.,  MD,  Fayetteville 
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REFERENCE  COMMITTEE  B 
Evelyn  B.  Ogle,  MD,  Memphis,  Chairman 
W.  Joel  Pedigo  Jr.,  MD,  Clarksville 
Charles  W.  Sienknecht,  MD,  Chattanooga 

REFERENCE  COMMITTEE  C 
John  B.  Bond,  MD,  Nashville,  Chairman 
Jerre  M.  Freeman,  MD,  Memphis 
Tedford  S.  Taylor,  MD,  Elizabethton 

Nominating  Committees 

As  required  in  the  Bylaws,  the  Board  of  Trustees  appointed  a 
Nominating  Committee  with  representatives  from  each  of  the  three 
grand  divisions  of  the  state.  The  speaker  announced  the  committee 
members. 

EAST  TENNESSEE 
Charles  Ed  Allen,  MD,  Johnson  City 
Clark  E.  Julius,  MD,  Knoxville 
David  R.  Barnes,  MD,  Chattanooga 

MIDDLE  TENNESSEE 
Subhi  D.  Ali,  MD,  Waverly 
Reuben  A.  Bueno,  MD,  Nashville 
Fred  Ralston  Jr.,  MD,  Fayetteville 

WEST  TENNESSEE 
John  W.  Hale,  MD,  Union  City 
Michael  A.  McAdoo,  MD,  Milan 
Jesse  C.  Woodall  Jr.,  MD,  Memphis 

ELECTION  BY  HOUSE  OF  DELEGATES 
April  12,  1997 

The  preliminary  report  of  the  Nominating  Committee  was  pre- 
sented in  the  first  session  of  the  House  of  Delegates  on  Friday,  April 
11,  1997.  The  final  report  of  the  Nominating  Committee  was  pre- 
sented on  Saturday,  April  12,  1997  at  the  closing  session  of  the 
House.  Nominees  submitted  by  the  committee  were  voted  upon  indi- 
vidually, and  in  each  instance  the  speaker  called  for  additional 
nominations  from  the  floor.  The  following  were  elected. 
President-Elect — David  G.  Gerkin,  MD,  Knoxville 
Speaker — Robert  D.  Kirkpatrick,  MD,  Memphis 
Vice-Speaker — Sam  J.  Williams  III,  MD,  Chattanooga 
Vice-President  (East  Tennessee) 

David  N.  Freemon,  MD,  Johnson  City 
Vice-President  (Middle  Tennessee) 

George  Eckles,  MD,  Murfreesboro 
Vice-President  (West  Tennessee) 

Robert  L.  Summitt  Sr.,  MD,  Memphis 
AMA  Delegate  (Middle  Tennessee) 

Clarence  R.  Sanders,  MD,  Gallatin 
(January  1,  1998-December  31,  1999) 

AMA  Alternate  Delegate  (Middle  Tennessee) 

Virgil  H.  Crowder  Jr.,  MD,  Lawrenceburg 
(January  1,  1998-December  31,  1999) 

AMA  Delegate  (Middle  Tennessee ) 

Thurman  L.  Pedigo,  MD,  Nashville 
(January  I,  1998-December  31,  1999) 

AMA  Alternate  Delegate  (Middle  Tennessee) 

Ann  H.  Price,  MD,  Nashville 
(January  1,  1998-December  31,  1999) 


AMA  Delegate  ( West  Tennessee) 

Allen  S.  Edmonson,  MD,  Memphis 
(January  1,  1998-December  31,  1999) 

AMA  Alternate  Delegate  ( West  Tennessee) 

Charles  W.  White  Sr.,  MD,  Lexington 
(January  1,  1998-December  31,  1999) 

AMA  Delegate  ( State-at-Large ) 

James  Chris  Fleming,  MD,  Memphis 
(January  1,  1998-December  31,  1999) 

AMA  Alternate  Delegate  (State-at-Large) 

Donald  B.  Franklin,  MD,  Chattanooga 
(January  1,  1998-December  31,  1999) 

AMA  Young  Physician  Delegate 
Steven  G.  Flatt,  MD,  Cookeville 
(April  1 997- April  1998) 

AMA  Young  Physician  Alternate  Delegate 
Charles  W.  White  Jr.,  MD,  Lexington 
(April  1 997- April  1998) 

AMA  Young  Physician  Delegate 
Tara  Sturdivant,  MD,  Knoxville 
(April  1 997- April  1998) 

AMA  Young  Physician  Alternate  Delegate 
Jeff  L.  Douglas,  MD,  Kingsport 
(April  1 997- April  1998) 

TRUSTEES 
East  Tennessee 

Robert  C.  Patton,  MD,  Kingsport  (2000) 

Middle  Tennessee 

Barrett  F.  Rosen,  MD,  Nashville  (2000) 

West  Tennessee 

James  D.  King,  MD,  Selmer  (2000) 

COUNCILORS 

Second  District — Leon  J.  Bogartz,  MD  (1999) 

Fourth  District — Frederick  (Braun)  S.  Rayne,  MD  (1999) 
Sixth  District — Robert  W.  Herring  Jr.,  MD  (1999) 

Eighth  District — Robert  A.  Vegors,  MD  (1999) 

Tenth  District — Lee  R.  Morisy,  MD  (1999) 

THE  ABOVE  WERE  ELECTED  BY  THE 
HOUSE  OF  DELEGATES 


TMA  president-elect  Dr.  David  G.  Gerkin,  Knoxville. 


224 


Tennessee  Medicine  - June,  1997 


Constitution  and  Bylaws  Amendments 


The  speaker  reported  that  there  were  four  amendments  to  the 
Bylaws  to  be  considered  at  this  session  by  the  House. 

The  proposed  amendments  to  the  Bylaws  are  shown  below,  with 
proposed  new  language  shown  in  boldface  type  and  material  to  be 
deleted  shown  in  italics  and  enclosed  in  brackets. 

AMENDMENTS  TO  THE  BYLAWS 

BYLAW  AMENDMENT  NO.  1-97 

Membership  for  Osteopaths  in  the 
Tennessee  Medical  Association 

Whereas,  The  1994  Tennessee  Medical  Association  (TMA) 
House  of  Delegates  directed  the  TMA  Committee  on  Constitution 
and  Bylaws  to  prepare  Bylaw  amendments  that,  if  approved  by  a 
two-thirds  majority  of  the  delegates  attending  the  1995  House  ses- 
sions, would  allow  doctors  of  osteopathy  to  become  full  TMA  mem- 
bers; and 

Whereas,  The  Committee  on  Constitution  and  Bylaws  reviewed 
the  TMA  Bylaws  and  has  offered  the  necessary  amendments  set 
forth  below  for  consideration  by  the  1995  House  of  Delegates;  and 

Whereas,  The  debate  on  the  issue  has  occurred  in  the  TMA 
House  Delegates  six  times  in  the  last  10  years  and  in  1995  the  ballot 
vote  failed  again;  and 

Whereas,  Since  1969,  the  American  Medical  Association  has  ac- 
cepted for  active  membership  osteopathic  physicians;  and 

Whereas,  Further  debate  on  the  issue  showed  that  osteopathic 
medical  students  and  allopathic  medical  students  progress  alongside 
each  other  in  their  training  toward  medical  practice,  and  the  two 
disciplines  share  great  similarity  in  undergraduate,  graduate,  and 
postgraduate  educational  requirements  in  most  instances;  and 

Whereas,  Delegates  who  have  voiced  opposition  to  the  Bylaws 
change  base  their  belief  that  the  TMA  is  a membership  organization 
for  allopathic  medical  school  graduates  and  should  not  allow,  there- 
fore, graduates  of  other  schools  of  medicine  such  as  osteopathy  to 
participate  in  the  TMA;  and 

Whereas,  Tennessee  law  provides  equal  freedom  to  practice 
medicine  for  both  allopathic  and  osteopathic  physicians,  and  the 
state  regulations  governing  hospital  staff  privileges  do  not  distin- 
guish between  the  two  disciplines.  Now,  therefore,  be  it 

RESOLVED,  That  Bylaw  Chapter  I,  Part  A,  Section  9 be 
amended  by  insertion  as  follows: 

Sec.  9.  Wherever  the  term  physician  is  used  in  the  Bylaws,  the 
following  definition  shall  apply:  A physician  is  a person  who,  hav- 
ing been  regularly  admitted  to  a medical  school  duly  recognized  in 
the  country  in  which  it  is  located,  has  successfully  completed  the 
prescribed  course  of  studies  in  medicine  or  osteopathy,  and  has 
acquired  the  requisite  qualifications  to  be  legally  licensed,  under 
Title  63,  Chapters  6 or  9 of  the  Tennessee  Code  Annotated,  or  a 
similar  statute  of  another  state,  to  practice  medicine  or  osteopathy; 
and  be  it  further 

RESOLVED,  That  Bylaw  Chapter  I,  Part  A,  Section  7,  be 
amended  by  insertion  as  follows; 

Sec.  7.  An  intern  or  resident  member  is  any  doctor  of  medicine 
or  osteopathy  appointed  and  serving  in  an  approved  intern  or  resi- 
dent status  in  an  approved  hospital  in  Tennessee  and  certified  as  an 
intern  or  resident  member  of  his  or  her  component  society;  and  be  it 
further 

RESOLVED,  That  Bylaw  Chapter  I,  Part  A,  Section  8,  be 
amended  by  insertion  as  follows: 


Sec.  8.  A student  member  is  any  student  regularly  and  duly  en- 
rolled in  a medical  school  in  Tennessee,  a candidate  for  the  degree 
of  the  doctor  of  medicine  or  osteopathy,  and  certified  by  the 
student’s  component  society;  and  be  it  further 

RESOLVED,  That  Bylaw  Chapter  I,  Part  B,  Section  3 be 
amended  by  insertion  as  follows: 

Sec.  3.  Every  reputable  physician  who  is  legally  licensed  and 
registered  in  Tennessee  under  Title  63,  Chapters  6 or  9 of  the  Ten- 
nessee Code  Annotated,  or  any  other  state  of  the  United  States,  who 
is  practicing  or  who  will  agree  to  practice  [nonsectarian]  medicine 
or  osteopathy,  shall  be  eligible  for  membership.  Interns  and  resi- 
dents serving  in  an  approved  intern  or  resident  status  in  approved 
hospitals  in  Tennessee  and  in  accordance  with  Tennessee  law,  but 
who  are  not  legally  licensed  and  registered  in  Tennessee,  shall  also 
be  eligible  for  membership.  Medical  students  who  are  in  good 
standing  in  approved  medical  or  osteopathic  schools  in  Tennessee 
shall  also  be  eligible  for  membership.  Veteran  members  who  are 
otherwise  qualified  but  whose  licenses  have  been  revoked  solely  for 
failure  to  register  shall  continue  to  be  eligible  for  membership.  Each 
component  society  shall  judge  the  individual  qualifications  of  its 
members.  Component  societies  may  establish  an  affiliate  member- 
ship category  for  other  health  professionals  if  this  is  deemed  appro- 
priate for  local  purposes,  but  only  physicians  as  defined  in  Chapter 
1,  Part  A,  Section  9 of  the  Bylaws  are  eligible  for  membership  in  the 
Tennessee  Medical  Association  . . . 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO  THE  CON- 
STITUTION AND  BYLAWS — recommended  adoption  of  Bylaw 
Amendment  No.  1-97  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


BYLAW  AMENDMENT  NO.  2-97 
TMA  Investment  Policy 

Whereas,  The  investment  policy  of  the  Tennessee  Medical  Asso- 
ciation is  currently  written  in  the  Bylaws  of  the  Association,  and 
should  continue  to  be  made  known  and  available  to  the  member- 
ship; and 

Whereas,  The  investments  of  the  Association’s  reserves  should 
continue  to  be  in  conservative  and  safe  holdings;  and 

Whereas,  Current  investment  policy  is  very  restrictive  and  is  not 
designed  to  take  advantage  of  today’s  investment  instruments;  and 
Whereas,  It  is  the  desire  for  the  TMA  to  use  investment  instru- 
ments to  earn  maximum  return,  yet  remain  fiscally  responsible. 
Now,  therefore,  be  it 

RESOLVED.  That  Bylaw  Chapter  IV,  Part  C,  Section  3 be 
amended  by  deletion  and  insertion  as  follows: 

Sec  3.  The  secretary-treasurer  of  this  Association  shall  be  the 
custodian  of  all  the  funds  of  the  Association.  The  secretary-treasurer 
may  be  required  by  the  Board  to  be  bonded  or  to  be  adequately 
insured  to  fully  indemnify  the  Association  for  any  acts  or  omissions 
or  both  which  may  occur  given  the  office’s  fiduciary  duties  and 
responsibilities,  and  position  of  trust.  This  indemnity  shall  be  in 
such  amount  as  the  remaining  members  of  the  Board  of  Trustees 
may  name,  which  amount  shall  be  paid  for  by  the  Association.  The 
secretary-treasurer  shall  demand  and  receive  all  funds  due  the  Asso- 
ciation, together  with  bequests  and  donations.  All  funds  shall  be 
invested  [in  obligations  of  the  United  States  Treasury  or  deposited 
in  federally  insured  state  or  national  banks  or  savings  and  loan 
associations]  according  to  investment  policy  set  by  the  Board  of 
Trustees.  [No  more  than  the  federally  insured  limit  shall  be  in- 
vested in  any  single  institution.]  Investment  policy  should  be 
made  available  to  the  members  of  the  House  of  Delegates  as 
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part  of  the  secretary/treasurer’s  annual  report.  Money  shall  be 
paid  out  . . . 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO  THE  CON- 
STITUTION AND  BYLAWS — recommended  adoption  of  Bylaw 
Amendment  No.  2-91 . 

ACTION:  ADOPTED 


BYLAW  AMENDMENT  NO.  3-97 
Service  on  TMA  Reference  Committees 

Whereas,  The  composition  of  the  reference  committees  for  the 
Tennessee  Medical  Association  (TMA)  House  of  Delegates  could 
and  should  be  more  representative  of  all  member  physicians  across 
the  state;  and 

Whereas,  Delegates  and  alternate  delegates  gather  to  conduct  the 
business  of  the  TMA;  and 

Whereas,  Towards  that  end,  the  reference  committees  should  in- 
clude alternate  delegate  members.  Now,  therefore,  be  it 

RESOLVED.  That  Bylaw  Chapter  III,  Section  5 be  amended  by 
insertion  as  follows: 

From  among  the  members  of  the  House  of  Delegates,  the  speaker 
of  the  House  of  Delegates,  for  the  purpose  of  expediting  proceedings, 
shall  appoint  from  among  the  delegates  and  alternate  delegates 
reference  committees  to  which  reports  and  resolutions  shall  be  re- 
ferred. The  reference  committees  will  be  chaired  by  a delegate, 
and  the  majority  of  the  reference  committee  members  shall  be 
delegates.  The  speaker  shall  also  appoint  a Committee  on  Credentials 
and  such  other  committees  as  may  be  deemed  necessary. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO  THE  CON- 
STITUTION AND  BYLAWS — recommended  adoption  of  Bylaw 
Amendment  No.  3-97. 

ACTION:  ADOPTED 


BYLAW  AMENDMENT  NO.  4-97 

TMA  Organized  Medical  Staff  Section 

Whereas,  In  1996,  the  Tennessee  Medical  Association  (TMA)  be- 
gan a process  of  reviving  and  reorganizing  its  Hospital  Medical  Staff 
Section  with  the  introduction  and  approval  of  a Bylaw  amendment 
renaming  the  section  as  the  Organized  Medical  Staff  Section;  and 
Whereas,  Along  with  this  renaming,  the  House  of  Delegates  ap- 
proved expanding  the  section’s  membership  to  include,  not  only 
physicians  on  hospital  medical  staffs,  but  those  who  serve  in  inte- 
grated health  delivery  systems;  and 

Whereas,  A further  revision  is  necessary  to  ensure  the  section 
encompasses  other  types  of  health  care  facilities  and  emerging  de- 
livery systems,  and  to  keep  the  TMA’s  section  in  concert  with  the 
American  Medical  Association’s  Organized  Medical  Staff  Section. 
Now,  therefore,  be  it 

RESOLVED.  That  Bylaw  Chapter  III,  Section  12  be  amended  by 
insertion  and  deletion  as  follows: 

There  shall  be  an  Organized  Medical  Staff  Section  to  provide 
representation  within  the  structure  of  the  Association  for  the  inter- 
ests of  medical  staffs  in  hospitals  and  integrated  health  delivery  sys- 
tems. The  medical  staff  of  each  hospital  [and  integrated  health  de- 
livery system]  and  other  health  care  facilities  and  emerging 
delivery  systems  in  the  state  shall  be  entitled  to  representation  in 
the  section.  All  representatives  must  be  members  of  the  Association. 
The  Organized  Medical  Staff  Section  shall  be  organized  under  a 


governing  body  with  appropriate  bylaws  approved  by  the  Tennessee 
Medical  Association  Board  of  Trustees  and  shall  elect  one  delegate 
to  represent  it  in  the  House  of  Delegates  of  the  Association. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO  THE  CON- 
STITUTION AND  BYLAWS — recommended  adoption  of  Bylaw 
Amendment  No.  4-97  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


Resolutions 


The  following  resolutions  were  adopted  by  unanimous  consent 
during  the  opening  session  of  the  House  of  Delegates. 

RESOLUTION  NO.  1-97 

Reaffirmation  of  Resolution  No.  2-90 
(Resident  Physician  Campaign  and  Resident  Physician  Section) 

Michael  A.  McAdoo,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED.  That  the  Tennessee  Medical  Association  undertake 
to  develop  a resident  physician  membership  campaign  and  also 
work  to  form  a resident  physician  section;  and  be  it  further 

RESOLVED , That  component  (county)  medical  societies,  with 
resident  member  categories,  be  encouraged  to  work  with  the  Ten- 
nessee Medical  Association  and  the  American  Medical  Association 
to  maximize  efforts  to  recruit  and  include  resident  physicians;  and 
be  it  further 

RESOLVED , That  resident  physicians  be  included  in  the  decision- 
making process  affecting  all  physicians  in  the  state  of  Tennessee. 

ACTION:  ADOPTED 


RESOLUTION  NO.  3-97 

Reaffirmation  of  Resolution  No.  5-90  and  No.  6-83 
(Time  of  Submission  of  Resolutions  to  TMA  House  of  Delegates) 

Michael  A.  McAdoo,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED , That  Resolution  No.  6-83  be  reaffirmed  whereby  all 
resolutions  received  at  the  Tennessee  Medical  Association  (TMA) 
headquarters  two  weeks  prior  to  the  TMA  annual  meeting  be  for- 
warded to  delegates  prior  to  the  opening  session  of  the  House;  and 
be  it  further 

RESOLVED.  That  all  resolutions  received  prior  to  the  opening 
session  of  the  House  be  introduced  without  special  approval  of  the 
House  of  Delegates. 

ACTION:  ADOPTED 


RESOLUTION  NO.  4-97 

Reaffirmation  of  Resolution  No.  7-90  and  No.  12-83 
(Opposition  to  Prospective  Payment  for  Physicians’  Services 
to  Medicare  Patients  Based  on  Diagnosis  Related  Groups  [DRG]) 

Michael  A.  McAdoo,  MD,  Chairman 
TMA  Board  of  Trustees 
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RESOLVED , That  the  Tennessee  Medical  Association  join  the 
American  Medical  Association  in  opposing  any  legislation  requiring 
prospective  payment  of  physicians’  fees  based  on  Diagnosis  Related 
Groups. 

ACTION:  ADOPTED 


RESOLUTION  NO.  5-97 

Reaffirmation  of  Resolution  No.  8-90 
(Colorectal  Cancer  Screening) 

Michael  A.  McAdoo,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED , That  the  Tennessee  Medical  Association  petition 
the  American  Medical  Association  to  take  action  that  would  require 
Medicare  to  reimburse  providers  for  routine  flexible  fibersigmoid- 
oscopy  examination,  and  for  testing  of  patients  who  have  medical 
indications  for  colorectal  cancer  but  in  whom  no  significant  pathol- 
ogy is  found. 

ACTION:  ADOPTED 


RESOLUTION  NO.  6-97 

Reaffirmation  of  Resolution  No.  12-90 
(Disposition  of  Resolutions  Referred  to  Board  of  Trustees  or  TMA) 

Michael  A.  McAdoo,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED , That  when  resolutions  are  referred  to  the  Tennessee 
Medical  Association  (TMA)  committees  or  Board  of  Trustees  for 
further  action,  the  TMA  member  sponsor  shall  have  the  option  of 
serving  as  a special,  nonvoting  member  of  that  committee,  or  as  a 
guest  of  the  Board  of  Trustees,  until  the  issue  is  resolved,  or  until 
the  committee  or  chairman  of  the  Board  of  Trustees  judges  that 
further  input  from  the  TMA  member  sponsor  is  no  longer  needed. 

ACTION:  ADOPTED 


RESOLUTION  NO.  8-97 

Reaffirmation  of  Resolution  No.  20-90 
(Organ  Procurement  Organizations) 

Michael  A.  McAdoo,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED , That  the  Tennessee  Medical  Association,  through 
its  membership,  endorse  organ,  tissue,  and  eye  donation  as  an  essen- 
tial means  of  continuing  or  improving  the  quality  of  life  for  people 
throughout  Tennessee;  and  be  it  further 

RESOLVED , That  the  Tennessee  Medical  Association  encourage 
its  membership  to  assist  the  federally  designated  organ  procurement 
organizations  in  their  efforts  to  procure  donated  organs  and  tissues  for 
transplantation  and  to  comply  with  both  the  spirit  and  language  of 
Section  68-30-110  of  the  Tennessee  Code  Annotated;  and  be  it  further 
RESOLVED , That  the  Tennessee  Medical  Association  join  the 
Tennessee  Hospital  Association,  the  organ  procurement  organiza- 
tions, and  the  eye  bank  organizations  to  develop  a consolidated  plan 
for  insuring  that  the  donation  option  is  offered  to  the  families  of  all 
potential  donors. 


ACTION:  ADOPTED 


RESOLUTION  NO.  10-97 

Reaffirmation  and  Modification  of  Resolution  No.  6-90 
[combined  with  Resolution  No.  39-93] 

(Impaired  Physician  Program  Funding) 

Michael  A.  McAdoo,  MD,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  Tennessee  Medical  Association  (TMA)  created 
the  Impaired  Physician  Program  in  1979,  and  the  program,  now 
under  the  auspices  of  the  Tennessee  Medical  Foundation  and  re- 
named the  Physicians  Health  Program,  has  expanded  its  mission  and 
work  with  physicians  and  their  families  across  the  state  and  is  de- 
serving of  continued  full  TMA  financial  and  administrative  support. 
Now,  therefore,  be  it 

RESOLVED , That  Resolution  No.  6-90  be  reaffirmed  to  provide  an 
annual  $15  per  member  to  continue  the  Impaired  Physician  Program. 

ACTION  ADOPTED 


RESOLUTION  NO.  11-97 

Reaffirmation  and  Modification  of  Resolution  No.  10-90 
(Membership  Development  and  Retention  Campaign  Update) 

Michael  A.  McAdoo,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED,  That  the  Tennessee  Medical  Association  Board  of 
Trustees  select  an  appropriate  mode  of  action  and  carry  out  a mem- 
bership development  and  retention  campaign  for  physicians  concur- 
rently and/or  in  conjunction  with  the  Community  Awareness,  Re- 
source and  Education  (CARE)  Program  for  the  general  public. 

ACTION:  ADOPTED 


RESOLUTION  NO.  12-97 

Reaffirmation  and  Modification  of  Resolution  No.  18-90 
(Electronic  Claims  Billing) 

Michael  A.  McAdoo,  MD,  Chairman 
TMA  Board  of  Trustees 

Whereas,  Electronic  claims  processing  has  become  common- 
place; and 

Whereas,  Electronic  claims  processing  can  be  cost-efficient  and 
should  be  mutually  beneficial  to  health  insurers  and  physicians 
alike;  and 

Whereas,  Some  insurance  companies  who  accept  electronically 
submitted  claims  do  not  return  the  remittance  or  explanation  of  medi- 
cal benefits  information  in  a similar  format.  Now,  therefore,  be  it 

RESOLVED , That  the  Tennessee  Medical  Association  continue 
to  work  with  the  insurance  companies  accepting  electronic  billing, 
to  promptly  develop  standardized  computer  protocols  and  software 
that  will  allow  the  return  of  remittance  information  electronically,  in 
formats  compatible  with  the  submitting  source. 

ACTION:  ADOPTED 
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RESOLUTION  NO.  14-97 

Reaffirmation  of  Resolution  No.  14-90 
(Student  Loan  Repayment) 

Michael  A.  McAdoo,  MD,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  cost  of  undergraduate  medical  education  continues 
to  climb  at  a rate  which  has  consistently  outpaced  the  rate  of  infla- 
tion for  more  than  a decade,  and  an  increasing  percentage  of  medi- 
cal school  graduates  enter  residency  training  with  major  debt  from 
the  cost  of  medical  school  training;  and 

Whereas,  Many  college  graduates  who  aspire  to  medicine  as  a 
career  are  financially  unable  to  pay  for  the  cost  of  attending  medical 
school;  and 

Whereas,  The  Tennessee  Medical  Association  Student  Education 
Fund,  Inc.  (TMASEF)  Board  of  Directors  has  endorsed  the  reaffir- 
mation of  Resolution  No.  14-90.  Now,  therefore,  be  it 

RESOLVED , That  the  Tennessee  Medical  Association  regularly 
encourage  its  members  and  other  physicians  in  Tennessee,  through 
its  printed  and  electronic  communications,  to  contribute  annually  to 
the  Tennessee  Medical  Association  Student  Education  Fund,  Inc.  in 
support  of  the  Fund’s  loan  and  scholarship  programs  for  medical 
school  students;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  commend 
those  physicians  who  have  donated  their  time  and/or  resources  to  help 
Tennessee  medical  students  in  financial  need  through  the  Tennessee 
Medical  Association  Student  Education  Fund,  Inc.;  and  be  it  further 
RESOLVED,  That  Tennessee  Medical  Association,  through  its 
congressional  lobbying  efforts,  support  deferral  of  repayment  of 
federally  sponsored  student  loans  during  residency  training. 

ACTION:  ADOPTED 


The  reference  committees  have  the  option  of  recommending  a 
resolution  for  adoption  or  rejection,  for  adoption  as  amended  or  sub- 
stituted, for  referral,  or  for  no  action.  The  resolutions  that  follow  are 
in  the  form  in  which  they  were  adopted,  not  adopted,  or  referred  by 
the  House  of  Delegates. 

RESOLUTION  NO.  2-97 

Reaffirmation  of  Resolution  No.  4-90  and  No.  2-83 
(Medical  Records) 

Michael  A.  McAdoo,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED,  That  Resolution  No.  2-83  be  a reaffirmed  policy  of 
the  Association  as  follows: 

A.  Member  physicians  should  make  available  to  a patient,  upon  a 
written  request,  summaries  or  copies  of  the  patient’s  medical  record. 

B.  Patients  should  have  access  to  a record  of  all  medical  reports 
concerning  the  patient  made  available  to  third  parties  (any  health 
care  provider,  public  or  private  insurance  carrier,  employer,  attorney 
or  governmental  agency  or  body). 

C.  Physicians  should  comply  with  the  patient’s  written  request 
for  copies  of  the  medical  record  within  a reasonable  time,  not  to 
exceed  60  days. 

D.  At  the  physician’s  discretion,  disclosure  of  any  portion  of  the 
medical  record  to  the  patient  may  be  made  in  the  form  of  an  accu- 
rate, representative  summary  of  the  factual  information  contained 
within  the  written  account(s). 

E.  For  the  purpose  of  these  guidelines,  “medical  record”  does  not 


include  the  personal  office  notes  of  physicians  or  personal  commu- 
nications between  a referring  and  consulting  physician  relating  to 
the  patient.  However,  at  the  discretion  of  the  physician,  representa- 
tive summaries  of  such  notes  and  communications  may  be  included 
in  the  disclosure. 

F.  If  the  physician  disclosing  the  medical  record  to  a patient 
believes,  in  good  faith,  that  the  release  of  any  portion  of  the  medical 
record  would  be  injurious  to  the  health  or  well-being  of  the  patient, 
such  disclosure  of  any  portion  of  the  medical  record  may  be  denied. 

G.  The  physician  may  establish  charges  for  the  costs  incurred  in 
providing  the  patient  with  copies  of  his  medical  record.  Such 
charges  may  include  the  costs  of  reviewing,  summarizing  and/or 
reproducing  the  original  medical  record.  The  physician  should  not 
refuse  to  give  medical  reports  or  depositions  where  the  patient  is 
unable  to  pay  his  bill  for  medical  services.  The  physician  may 
refuse  to  honor  requests  for  reports  and/or  depositions  requested  for 
litigation  if  payment  for  same  is  not  made  at  the  time  of  the  service 
rendered  or  by  agreement  within  a reasonable  time  after  billing. 

H.  Any  portion  of  a medical  record  relating  to  medical  or  surgi- 
cal diagnosis  or  treatment  of  a minor  emancipated  by  law,  and  per- 
formed without  the  consent  or  knowledge  of  the  parent(s)  or  guard- 
ian, shall  not  be  disclosed  to  the  parent(s)  or  guardian  without  the 
written  consent  of  the  minor. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  2-97. 

ACTION:  ADOPTED 


RESOLUTION  NO.  7-97 

Reaffirmation  of  Substitute  Resolution  No.  17-90 
(Regulations  of  Gender  Selection  Abortion) 

Michael  A.  McAdoo,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED,  That  the  Tennessee  Medical  Association  place  itself 
on  record  as  being  opposed  to  abortion  solely  for  the  purpose  of 
gender  selection. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  7-97  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  9-97 

Reaffirmation  of  Resolution  No.  23-90 
(Use  of  Corporal  Punishment  in  Tennessee  Schools) 

Michael  A.  McAdoo,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED,  That  the  Tennessee  Medical  Association  oppose  the 
use  of  corporal  punishment  in  Tennessee  schools;  and  be  it  further 
RESOLVED,  That  the  Tennessee  Medical  Association  strongly 
urge  the  Tennessee  General  Assembly  to  discourage  the  use  of  cor- 
poral punishment  in  Tennessee  schools;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  assist  edu- 
cators with  the  implementation  of  alternative  methods  of  discipline 
in  schools;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  urge  its 
component  societies  to  address  the  issues  of  corporal  punishment 
with  their  local  school  districts  and  to  urge  and  support  the  develop- 
ment of  alternative  means  of  discipline. 
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REFERENCE  COMMITTEE  B — recommended  nonadoption  of 
Resolution  No.  9-97. 

ACTION:  NOT  ADOPTED 


RESOLUTION  NO.  13-97 

Reaffirmation  and  Modification  of  Resolution  No.  21-90 
(Release  of  Information  by  Peer  Review  Organization) 

Michael  A.  McAdoo,  MD,  Chairman 
TMA  Board  of  Trustees 

RESOLVED , That  the  Tennessee  Medical  Association  advise  its 
members  that  agreeing  to  allow  the  Peer  Review  Organization  to 
release  copies  of  correspondence  related  to  quality  issues  may  not  be 
in  the  members’  best  interest,  and  that  there  are  no  adverse  legal 
ramifications  involved  in  denying  the  Peer  Review  Organization  the 
right  to  release  information  of  this  type;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  use  all  the 
resources  at  its  command  to  inform  state  and  national  lawmakers  of 
the  dangers  inherent  in  regulations  that  require  release  of  confiden- 
tial correspondence;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  explore 
ways  in  which  it  may  support  the  efforts  of  Tennessee  hospitals 
engaged  in  litigation  to  prevent  the  further  implementation  of  these 
regulations. 

REFERENCE  COMMITTEE  A — recommended  adoption  of  Resolu- 
tion No.  13-97. 

ACTION:  ADOPTED 


RESOLUTION  NO.  15-97 

Inappropriate  Primary  Physician  Assignment  by  Third  Parties 

David  R.  Ginn,  MD,  Delegate 
Sullivan  County  Medical  Society 

Whereas,  Managed  care  organizations  have  assigned  patients  in- 
appropriately to  various  physicians  without  regard  to  patient  needs 
such  as  pediatric  patients  to  internists  and  adult  patients  to  pediatri- 
cians as  their  primary  or  gatekeeper  physician;  and 

Whereas,  The  pediatrician-internist  model,  the  family  physician 
model,  and  the  general  practitioner  model  of  primary  care  are  all 
legitimate;  and 

Whereas,  Pediatricians  should  ideally  not  manage  adult’s  care 
and  internists  ideally  should  not  manage  children’s  care;  and 

Whereas,  The  random  shuffling  of  patients  and  physicians  par- 
ticipating in  a managed  care  plan  without  regard  to  existing  patient- 
physician  relationships,  or  the  age,  sex,  or  special  needs  of  the  patient, 
is  wrong  and  represents  mismanaged  care.  Now,  therefore,  be  it 
RESOLVED,  That  the  Tennessee  Medical  Association  condemn 
the  inappropriate  practice  by  third  parties  of  assigning  patients  with- 
out regard  to  patient  needs  or  existing  patient-physician  relation- 
ships; and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  condemn 
the  practice  of  shuffling  patients  and  physicians  who  participate 
within  a managed  care  plan  without  regard  to  existing  doctor-patient 
relationships. 

REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  15-97  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  16-97 
Physician-Assisted  Suicide 

Evelyn  B Ogle,  MD,  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  It  is  the  policy  of  Ihe  AMA  that  physician-assisted 
suicide  is  fundamentally  inconsistent  with  the  physician’s  profes- 
sional role  and  ethical  duty;  and 

Whereas,  It  is  critical  that  the  medical  profession  redouble  its 
efforts  to  ensure  that  dying  patients  are  provided  optimal  treatment 
for  their  pain  and  other  discomfort,  and  that  physicians  be  encour- 
aged to  use  more  aggressive  comfort  care  measures,  including 
greater  reliance  on  hospice  care,  which  can  alleviate  the  physical 
and  emotional  suffering  that  their  dying  patients  experience;  and 

Whereas,  Evaluation  and  treatment  by  a health  professional  with 
expertise  in  the  psychiatric  aspects  of  terminal  illness  can  often  alle- 
viate the  suffering  that  leads  a patient  to  desire  assisted  suicide;  and 

Whereas,  Physicians  must  resist  the  natural  tendency  to  with- 
draw both  physically  and  emotionally  from  their  terminally  ill  pa- 
tients; and 

Whereas,  When  the  treatment  goals  for  a patient  in  the  end 
stages  of  a terminal  illness  shift  from  curative  efforts  to  comfort 
care,  the  level  of  physician  involvement  in  the  patient’s  care  should 
in  no  way  decrease;  and 

Whereas,  Requests  for  physician-assisted  suicide  should  be  a 
signal  to  the  physician  that  ihe  patient's  needs  are  unmet,  that  fur- 
ther evaluation  to  identify  the  elements  contributing  to  the  patient’s 
suffering  is  necessary,  and  that  multidisciplinary  intervention,  in- 
cluding specialty  consultation,  pastoral  care,  family  counseling  and 
other  modalities,  should  be  sought  as  clinically  indicated;  and 

Whereas,  Further  efforts  to  educate  physicians  about  advanced 
pain  management  techniques,  both  at  the  undergraduate  and  gradu- 
ate levels,  are  necessary  to  overcome  any  shortcomings  in  this  area, 
and  physicians  should  recognize  that  courts  and  regulatory  bodies 
readily  distinguish  between  use  of  narcotic  drugs  to  relieve  pain  in 
dying  patients  and  use  in  other  situations  (CEJA  Rep.  1-93-8).  Now, 
therefore,  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  House  of 
Delegates  formally  adopt  the  current  American  Medical  Associ- 
ation’s policy  on  the  physician-assisted  suicide  as  stated  in  CEJA 
Opinion  2.211  (below). 

2.211  Physician-Assisted  Suicide.  Physician-assisted  suicide  oc- 
curs when  a physician  facilitates  a patient’s  death  by  providing  the 
necessary  means  and/or  information  to  enable  the  patient  to  perform 
the  life-ending  act  (e.g.,  the  physician  provides  sleeping  pills  and 
information  about  the  lethal  dose  while  aware  that  the  patient  may 
commit  suicide). 

It  is  understandable,  though  tragic,  that  some  patients  in  extreme 
duress — such  as  those  suffering  from  a terminal,  painful,  debilitat- 
ing illness — may  come  to  decide  that  death  is  preferable  to  life. 
However,  allowing  physicians  to  participate  in  assisted  suicide 
would  cause  more  harm  than  good.  Physician-assisted  suicide  is 
fundamentally  incompatible  with  the  physician’s  role  as  healer 
would  be  difficult  or  impossible  to  control,  and  would  pose  serious 
societal  risks. 

Instead  of  participating  in  assisted  suicide,  physicians  must  ag- 
gressively respond  to  the  needs  of  patients  at  the  end  of  life.  Patients 
should  not  be  abandoned  once  it  is  determined  that  cure  is  impos- 
sible. Multidisciplinary  interventions  should  be  sought  including 
specialty  consultation,  hospice  care,  pastoral  support,  family  coun- 
seling and  other  modalities.  Patients  near  the  end  of  life  must  con- 
tinue to  receive  emotional  support,  comfort  care,  adequate  pain  con- 
trol, respect  for  patient  autonomy,  and  good  communication.  (I,  IV) 

Issued  1994  based  on  the  reports  “Decisions  Near  the  End  of 
Life,”  issued  June  1991,  and  “Physician-Assisted  Suicide,”  issued 
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December  1993  {JAMA,  1992;  267:2229-2233).  Updated  June  1996. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  16-97. 

ACTION:  ADOPTED 


RESOLUTION  NO.  17-97 

Reporting  Safe  Operation  of  Motor  Vehicles  by  Senior  Citizens 

Evelyn  B.  Ogle,  MD,  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  The  population  of  Tennessee  is  aging;  and 
Whereas,  Senior  citizens  are  at  greater  risk  of  having  major 
health  problems;  and 

Whereas,  These  health  problems  may  impair  their  ability  to 
safely  operate  a motor  vehicle;  and 

Whereas,  Physicians  should  have  the  ability,  but  not  the  duty,  to 
report  to  the  Tennessee  Department  of  Safety  those  Tennessee  citi- 
zens whom  they  feel  may  pose  a risk  to  themselves  and  others  by 
operating  a motor  vehicle.  Now,  therefore,  be  it 

RESOLVED , That  the  Tennessee  Medical  Association  pursue 
passage  of  legislation  to  immunize  physicians  for  voluntarily  mak- 
ing good  faith  reports  to  the  Tennessee  Department  of  Safety  of 
patients  who,  in  the  physicians’  medical  opinion,  whether  by  conse- 
quence of  age,  disease,  or  physical  or  mental  infirmity,  are  substan- 
tially unable  to  safely  operate  a motor  vehicle. 

REFERENCE  COMMITTEE  A — recommended  referral  of  Resolu- 
tion No.  17-97  to  the  Board  of  Trustees. 

ACTION  REFERRED  TO  THE  BOARD  OF  TRUSTEES 


RESOLUTION  NO.  18-97 

Uniform  Data  Form 

Evelyn  B.  Ogle,  MD,  Delegate 
Memphis-Shelby  County  Medical  Society 


Whereas,  Demands  for  credentialing  information  from  hospitals, 
managed  care  companies,  and  medical  service  organizations  have 
dramatically  increased;  and 

Whereas,  The  information  is  being  requested  in  essentially  the 
same  form  for  all  entities;  and 

Whereas,  Physicians  would  be  helped  by  the  establishment  of  a 
Tennessee  core  data  form.  Now,  therefore,  be  it 

RESOLVED , That  the  Tennessee  Medical  Association  establish  a 
dialogue  with  all  appropriate  entities  to  create  a core  data  form  for 
use  by  all  physicians  in  Tennessee. 

REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  18-97. 

ACTION  ADOPTED 


RESOLUTION  NO.  19-97 

Advertising  by  TennCare  Managed  Care  Organizations 

Evelyn  B.  Ogle,  MD,  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  TennCare  has  had  a devastating  effect  on  the  practice 
of  medicine  in  Tennessee;  and 

Whereas,  TennCare  reimbursement  for  services  provided  by 
physicians  and  hospitals  in  Tennessee  has  fallen  below  the  actual 
costs  of  providing  care  in  many  cases;  and 

Whereas,  The  TennCare  managed  care  organizations  are  seem- 
ingly spending  millions  of  dollars  on  advertising;  and 

Whereas,  This  money  could  be  better  spent  on  providing  medical 
services  to  TennCare  patients.  Now,  therefore,  be  it 

RESOLVED , That  the  Tennessee  Medical  Association  petition  and 
pursue  relief  from  both  the  Health  Care  Financing  Administration  and 
the  Tennessee  Legislature  to  severely  restrict  the  amount  of  money 
that  TennCare  managed  care  organizations  are  allowed  to  spend  on 
advertising  so  that  Medicaid  expenditures  remain  focused  solely  on 
ensuring  the  delivery  of  high-quality  patient  care;  and  be  it  further 
RESOLVED.  That  the  Tennessee  Medical  Association  policy  in- 
clude requesting  that  the  Department  of  Financing  and  Administra- 
tion and/or  TennCare  Bureau  annually  disclose  the  amount  spent  by 
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each  TennCare  managed  care  organization  on  advertising. 

REFERENCE  COMMITTEE  A — recommended  adoption  of  Resolu- 
tion No.  19-97  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  20-97 

Cap  on  Punitive  Damages  Awards 

Phillip  A.  Pedigo,  MD,  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  Malpractice  awards  have  been  excessive;  and 
Whereas,  There  is  a growing  trend  towards  state  tort  reform,  not 
only  in  medicine,  but  in  other  industries;  and 

Whereas,  The  United  States  Supreme  Court  has  appropriately 
given  the  lower  courts  guidance  on  analyzing  damages  through  its 
BMW  of  North  America  v.  Gore  decision,  which  struck  down,  as 
excessive,  the  punitive  damages  award  in  an  Alabama  warranty 
breach  case.  Now,  therefore,  be  it 

RESOLVED , That  the  Tennessee  Medical  Association  pursue 
passage  of  legislation  to  cap  punitive  damages  awards  at  $250,000 
or  three  times  compensatory  damages,  whichever  is  less. 

REFERENCE  COMMITTEE  A — recommended  referral  of  Resolu- 
tion No.  20-97  to  the  Board  of  Trustees. 

ACTION:  REFERRED  TO  THE  BOARD  OF  TRUSTEES 


RESOLUTION  NO.  21-97 
Tort  Reform 

Phillip  A.  Pedigo,  MD,  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  Tort  reform  has  been  proposed  and  supported  by  the 
Tennessee  Medical  Association’s  House  of  Delegates  (Resolutions 
No.  4-93  and  No.  21-86);  and 

Whereas,  In  medical  malpractice  cases,  economic  consider- 
ations predominate  over  any  rational  review  of  such  lawsuits’  legal 
merits;  and 

Whereas,  In  many  cases,  plaintiffs  employ  expert  witnesses  who 
are  not  certified  in  the  same  medical  specialty  as  the  defendant  phy- 
sician. Now,  therefore,  be  it 

RESOLVED , That  the  Tennessee  Medical  Association  pursue 
passage  of  legislation  to  ensure  that  plaintiffs’  expert  witness  evi- 
dence in  medical  malpractice  cases  be  admissible  only  when  the  ex- 
pert witness  has  current  specialty  certification  in,  and  practices  at 
least  60%  of  the  time  in,  the  same  medical  specialty  as  the  defendant 
physician,  and  further  that  he  or  she  proffers  before  trial  a sworn 
affidavit  detailing  the  alleged  violation  in  the  standard  of  care. 

REFERENCE  COMMITTEE  A — recommended  referral  of  Resolu- 
tion No.  21-97  to  the  Board  of  Trustees. 

ACTION:  REFERRED  TO  THE  BOARD  OF  TRUSTEES 


RESOLUTION  NO.  22-97 

Insurance  Plain  Language  Information 

James  Chris  Fleming,  MD,  Ex-Officio  Delegate 
Memphis-Shelby  County  Medical  Society 


Whereas,  Health  insurance  policies  have  complex  language  and 
often  ambiguous  and  confusing  terms;  and 

Whereas,  Insurance  companies  have  no  incentive  to  make  these 
issues  and  items  clear;  and 

Whereas,  Congress  has  insisted  to  the  automobile  leasing  indus- 
try that  they  simplify  information  on  leasing  to  a front  summary 
sheet  of  plain,  understandable  language;  and 

Whereas,  Banks  have  also  been  required  to  demonstrate  plain 
language  in  truth  and  lending;  and 

Whereas,  The  truth  and  lending  regulations  for  banks  have 
helped  consumers  sort  through  confusing  and  conflicting  informa- 
tion. Now,  therefore,  be  it 

RESOLVED , That  the  Tennessee  Medical  Association  and  the 
American  Medical  Association,  along  with  other  supporting  groups, 
seek  legislation  or  regulation  to  enact  a requirement  of  a summary 
page  with  plain  language  to  accompany  all  health  insurance  policies. 

REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  22-97. 

ACTION:  ADOPTED 


RESOLUTION  NO.  23-97 
HIV  Testing 

James  T.  Galyon,  MD,  Ex-Officio  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  The  Centers  for  Disease  Control  has  now  issued  guide- 
lines for  immediate  preventative  measures,  such  as  administration  of 
AZT,  within  two  hours  of  known  HIV  exposure;  and 

Whereas,  Screening  tests  for  HIV  can  now  be  done  within  two 
hours;  and 

Whereas,  Many  hospitals  have  protocols  for  testing  patients  for 
bodily  fluid-borne  pathogens  when  a significant  exposure  occurs 
(such  as  a needle  stick  with  a contaminated  needle).  Now,  therefore, 
be  it 

RESOLVED , That  the  Tennessee  Medical  Association’s  (TMA) 
Legislative  Committee,  the  TMA’s  legal  counsel,  and  the  TMA 
Board  of  Trustees  seek  legislative  action  allowing  patient  testing  for 
blood/bodily  fluid-borne  pathogens  when  a health  care  worker  has 
sustained  a significant  exposure,  without  exposing  the  doctor  who 
orders  such  tests  or  the  institutions  which  perform  such  tests  to  li- 
ability for  unauthorized  tests,  battery,  violation  of  confidentiality,  or 
other  such  legal  perils. 

REFERENCE  COMMITTEE  A — recommended  adoption  of  Resolu- 
tion No.  23-97. 

ACTION:  ADOPTED 


RESOLUTION  NO.  24-97 
Doctors  of  Osteopathy 

James  T.  Galyon,  MD,  Ex-Officio  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  Elements  within  the  Tennessee  Medical  Association 
(TMA)  want  to  have  osteopathic  trained  physicians  admitted  to  the 
TMA;  and 

Whereas,  The  House  of  Delegates  has  repeatedly  and  over- 
whelmingly rejected  the  admission  of  osteopathic  trained  physicians 
to  the  TMA;  and 

Whereas,  Osteopaths  do  not  take  the  same  licensing  examina- 
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tion,  the  United  States  Licensing  Medical  Exam  (USLME),  as  medi- 
cally trained  physicians;  and 

Whereas,  The  Board  of  Medical  Examiners  has  oversight  re- 
sponsibilities for  medical  physicians  and  the  Board  of  Osteopathy 
has  similar  responsibility  over  the  practice  of  osteopathic  physi- 
cians; and 

Whereas,  Many  boards  appointed  by  the  state  of  Tennessee  have 
dual  representation  of  medical  physicians  and  osteopathic  physi- 
cians. Now,  therefore,  be  it 

RESOLVED , That  the  Tennessee  Medical  Association  (TMA),  in 
cooperation  with  the  Tennessee  Osteopathic  Medical  Association, 
seek  to  have  all  medically  trained  physicians  and  all  osteopathically 
trained  physicians  take  the  same  licensing  exams  (United  States  Li- 
censing Medical  Exam);  and  when  this  step  has  been  completed,  the 
Board  of  Medical  Examiners  and  the  Board  of  Osteopathy  seek  legis- 
lative action  to  unify  these  professions  under  one  board;  and  finally, 
when  these  steps  toward  parity  have  been  taken,  the  TMA  will  enter- 
tain a motion  to  accept  osteopathic  physicians  into  our  organization. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO  THE  CON- 
STITUTION AND  BYLAWS — recommended  nonadoption  of  Reso- 
lution No.  24-97. 

ACTION:  NOT  ADOPTED 


RESOLUTION  NO.  25-97 

Childhood  Immunizations 

Jesse  C.  Woodall  Jr.,  MD,  Ex-Officio  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  Physicians  and  all  health  care  providers  are  concerned 
with  the  spread  of  communicable  diseases;  and 

Whereas,  Immunizations  are  the  best  means  of  preventing  out- 
breaks of  many  communicable  diseases;  and 

Whereas,  Immunization  is  the  most  cost-effective  means  of  pre- 
venting the  spread  of  communicable  diseases  to  other  persons.  Now, 
therefore,  be  it 

RESOLVED.  That  the  Tennessee  Medical  Association  encourage 
the  state  of  Tennessee,  through  its  insurance  regulatory  ability  and 
through  its  health  department,  to  require  that  all  children  without 
medical  contraindications  receive  childhood  immunizations  and  as- 
sure funding  to  achieve  this  goal. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  25-97  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  26-97 
Restraints  on  School  Buses 

Jesse  C.  Woodall  Jr.,  MD,  Ex-Officio  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  Physicians  and  all  people  are  concerned  with  the  safety 
of  school  children;  and 

Whereas,  The  state  of  Tennessee  requires  that  all  occupants  of 
automobiles  wear  restraint  devices  to  prevent  bodily  injury  and 
death;  and 

Whereas,  It  is  required  that  all  infants  be  properly  restrained, 
also,  to  prevent  injury  and  death.  Now,  therefore,  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  pursue 
passage  of  legislation  or  an  appropriate  regulation  that  school  trans- 


portation vehicles  (school  buses)  provide  restraint  devices  appropri- 
ate to  prevent  injury  and  death  in  the  event  of  an  accident. 

REFERENCE  COMMITTEE  B — recommended  referral  of  Resolu- 
tion No.  26-97  to  the  Board  of  Trustees. 

ACTION:  REFERRED  TO  THE  BOARD  OF  TRUSTEES 


RESOLUTION  NO.  27-97 
Insurance  Coverage  for  Treatment  of  Diabetes 

Tara  Sturdivant,  MD,  Delegate 
TMA  Young  Physician  Section 

Whereas,  There  are  approximately  280,000  persons  in  Tennessee 
who  have  diabetes;  and 

Whereas,  The  direct  and  indirect  costs  of  diabetes  in  Tennessee 
in  1992  were  estimated  by  the  American  Diabetes  Association  to  be 
about  $3  billion;  and 

Whereas,  The  complications  of  diabetes  result  in  the  deaths  of 
approximately  3,300  Tennessee  residents  each  year;  and 

Whereas,  Diabetes  is  a leading  cause  of  blindness,  leg  or  foot 
amputation,  heart  disease,  strokes,  and  kidney  disease;  and 

Whereas,  Medical  research  has  established  that  the  costly  com- 
plications of  diabetes  can  be  greatly  reduced  through  regular  medi- 
cal care  and  proper  management  of  the  patient’s  blood  sugar  level; 
and 

Whereas,  Comprehensive  insurance  coverage  for  all  medically 
necessary  equipment,  supplies,  drugs,  and  self-management  educa- 
tion and  training  is  the  most  efficient  way  to  reduce  the  one  in  seven 
health  care  dollars  which  are  currently  spent  on  diabetes  and  related 
complications;  and 

Whereas,  There  are  seven  bills  currently  pending  in  the  Tennes- 
see General  Assembly  which  would  require  insurance  coverage  for 
equipment,  supplies,  drugs,  and  self-management  training  and  edu- 
cation needed  in  the  management  and  treatment  of  diabetes.  Now, 
therefore,  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  support 
passage  of  legislation  that  requires  health  insurance  plans  to  provide 
coverage  for  medically  necessary  equipment,  supplies,  drugs,  and 
self-management  training  and  education,  where  prescribed  by  a phy- 
sician for  his  or  her  patient  with  diabetes. 

REFERENCE  COMMITTEE  A — recommended  nonadoption  of 
Resolution  No.  27-97. 

ACTION:  NOT  ADOPTED 


RESOLUTION  NO.  28-97 

Match  American  Medical  Resources  With  Global  Health  Needs 

Evelyn  B.  Ogle,  MD,  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  Many  separate  studies  have  indicated  that  a surplus  of 
physicians  exists  or  will  soon  exist  in  the  United  States  of  America; 
and 

Whereas,  Global  health  studies  indicate  many  diseases  still  con- 
tinue to  be  the  bane  of  mankind  with  main  concentrations  in  devel- 
oping countries;  and 

Whereas,  Many  of  these  afflictions  could  be  alleviated  or  ad- 
dressed by  on-site  visits  by  American  physicians,  these  visits  or  work 
trips  being  composed  of  shared  experiences,  teaching,  and  demon- 
stration of  therapeutic  techniques.  Now,  therefore,  be  it 


232 


Tennessee  Medicine  ~ June,  1997 


RESOLVED,  That  the  Tennessee  Medical  Association  petition 
the  American  Medical  Association  to  adopt,  promote,  and  coordi- 
nate a policy  of  matching  the  resources  of  surplus  American  physi- 
cians to  global  health  needs  in  a type  of  American  Medical  Global 
Health  Plan  or  Global  Medical  Peace  Corps. 

REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  28-97. 

ACTION:  ADOPTED 


RESOLUTION  NO.  29-97 
Reporting  of  Juvenile  and  Teenage  Pregnancy 

John  W.  Lamb,  MD,  Delegate 
Nashville  Academy  of  Medicine 

Whereas,  As  long  ago  as  the  1970s,  Senator  Daniel  Patrick 
Moynihan  saw  the  harm  to  society  caused  by  the  increase  in  the 
number  of  births  of  children  to  unmarried  girls  and  women;  and 
Whereas,  President  Clinton  in  1996  declared  teenage  pregnancy 
to  be  a major  societal  and  public  health  problem;  and 

Whereas,  Programs  to  address  the  problem  of  young  girls  getting 
pregnant  are  unable  to  obtain  accurate  statistics  because  the  condi- 
tion is  not  reportable;  and 

Whereas,  The  studies  that  we  do  have  show  that  a majority  of 
the  men  responsible  for  the  underage  pregnancy  are  adults.  Now, 
therefore,  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  seek  the 
issuance  of  an  appropriate  regulation  by  the  Tennessee  Department 
of  Health,  or,  if  need  be,  passage  of  a statute  by  the  Tennessee 
General  Assembly  to  declare  the  pregnancy  of  any  girl  under  the 
age  of  16  a reportable  condition;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  urgently 
request  that  the  appropriate  agency(ies)  investigate  underage  preg- 
nancies and  determine  whether  the  crime  of  statutory  rape  has  been 
committed  and,  if  so,  the  person  or  persons  responsible  should  be 
reported  to  the  authorities  for  criminal  prosecution. 


REFERENCE  COMMITTEE  B — recommended  referral  of  Resolu- 
tion No.  29-97  to  the  Board  of  Trustees. 

ACTION  REFERRED  TO  THE  BOARD  OF  TRUSTEES 


RESOLUTION  NO.  30-97 

Disclosure  of  TennCare  Funds  by  Managed  Care  Organizations 

Charles  Ed  Allen,  MD,  Ex-Officio  Delegate 
Washington-Unicoi-Johnson  County  Medical  Association 

Whereas,  TennCare  funds  are  derived  from  federal  and  state 
taxation;  and 

Whereas,  TennCare  funds  are  allocated  by  the  government  of  the 
state  of  Tennessee  to  managed  care  organizations  by  contract  to 
finance  health  care  needs  for  eligible  Tennessee  residents;  and 

Whereas,  The  government  of  the  state  of  Tennessee  has  the  re- 
sponsibility to  insure  that  TennCare  funds  are  utilized  in  a cost- 
efficient  manner;  and 

Whereas,  There  are  documented  occurrences  of  inappropriate 
and  possibly  fraudulent  use  of  TennCare  funds  by  managed  care  orga- 
nizations; and 

Whereas,  TennCare  funds  are  used  by  managed  care  organiza- 
tions to  finance  costly  advertising  campaigns,  which  do  not  result  in 
health  care  benefits.  Now,  therefore,  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  pursue 
passage  of  legislation  to  require  that  a full  accounting  by  each  and 
every  TennCare  managed  care  organization  be  carried  out  by  the 
administration  of  the  state  of  Tennessee  as  its  clear  and  unequivocal 
fiscal  responsibility;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  request 
that  the  state  direct  the  TennCare  Bureau  to  require  that  the  annual 
audit  and  accounting  of  the  use  of  TennCare  funds  by  managed  care 
organizations  clearly  reveal  the  costs  of  operation,  the  amount  of 
expenditures  for  direct  provision  of  health  care  for  TennCare  recipi- 
ents, and  the  amount  of  profit  reaped  by  each  managed  care  organi- 
zation; and  be  it  further 

RESOLVED,  That  the  TennCare  Bureau  make  available  for  pub- 
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lie  dissemination  in  a timely  fashion  information  concerning  Tenn- 
Care  managed  care  organizations’  annual  audits,  including  opera- 
tional costs,  direct  health  care  expenditures  for  TennCare  recipients, 
and  profits  earned. 

REFERENCE  COMMITTEE  A — recommended  adoption  of  Resolu- 
tion No.  30-97  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  31-97 

Unequal  Payment  by  TennCare  to  Health  Care  Providers 

Charles  Ed  Allen,  MD,  Ex-Officio  Delegate 
Washington-Unicoi-Johnson  County  Medical  Association 

Whereas,  It  has  become  apparent  that  there  are  drastic  and  illogi- 
cal inequities  in  the  payments  that  TennCare  managed  care  organi- 
zations make  to  hospitals  and  physicians  for  various  services  with 
some  providers  receiving  full  payment  of  usual  and  customary 
charges  for  services  rendered,  while  other  providers  are  paid  only  a 
small  fraction  of  usual  and  customary  charges.  Now,  therefore,  be  it 

RESOLVED,  That  the  TennCare  program  require  managed  care 
organizations  to  pay  the  same  percentage  of  usual  and  customary 
charges  to  all  providers  of  health  care  under  the  TennCare  program; 
and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  Board  of 
Trustees  study  this  pressing  problem  of  unequal  payment  by  Tenn- 
Care managed  care  organizations  and  initiate  immediate  action  to 
resolve  these  drastic  inequities. 

REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  31-97  as  amended. 

ACTION  REFERRED  TO  THE  BOARD  OF  TRUSTEES 


RESOLUTION  NO.  32-97 

Funding  of  Tennessee  Poison  Centers 

Charles  R.  Handorf,  MD,  Delegate 
Memphis-Shelby  County  Medical  Society 

Whereas,  The  state  of  Tennessee  has  established  laws  and  regu- 
lations to  create  the  Tennessee  Poison  Control  Network  to  serve  all 
citizens  of  Tennessee  through  toll-free  telephone  access;  and 

Whereas,  Unmet  needs  remain  throughout  the  state  in  rural  and 
urban  areas  for  emergency  poisoning  assistance  and  poison  preven- 
tion programs  which  have  been  limited  by  the  extent  of  financial 
support;  and 

Whereas,  Poison  centers  save  money  by  using  health  care  facili- 
ties only  when  indicated  through  cost-efficient  triage  of  poisoning 
emergencies;  and 

Whereas,  The  poison  control  centers  in  Memphis  and  Nashville 
that  constitute  the  Tennessee  Poison  Control  Network  are  under- 
funded, have  disproportionately  low  state  funding  in  relation  to  pri- 
vate funding,  and  have  projected  financial  shortfalls  this  fiscal  year 
that  may  necessitate  further  limiting  services;  and 

Whereas,  State  governments  of  surrounding  southeastern  states 
support  their  poison  control  center  programs  with  an  annual  average 
appropriation  of  $750,000  and  Tennessee  only  allocates  $45,000  per 
year;  and 

Whereas,  Local  funding  cannot  support  the  needs  of  the  entire 
state  for  poison  control  services.  Now,  therefore,  be  it 


RESOLVED,  That  poison  control  centers  are  essential  statewide 
community  health  programs  that  require  statewide  support  from  the 
state  of  Tennessee;  and  be  it  further 

RESOLVED,  That  the  state  of  Tennessee  should  appropriate 
funds  on  a continuing  basis  for  the  Tennessee  Poison  Center  Net- 
work; and  be  it  further 

RESOLVED,  That  a copy  of  this  resolution  be  sent  to  the  Com- 
missioner of  Public  Health,  the  Chief  Medical  Officer,  the  Commis- 


MEM0RIAL  RESOLUTION 
Thomas  K.  Ballard,  MD 

Oscar  M.  McCallum,  MD 

Consolidated  Medical  Assembly  of  West  Tennessee 

Whereas,  With  the  passing  of  Thomas  K.  Ballard,  MD,  on 
July  9,  1996,  this  House  of  Delegates  lost  a true  gentleman 
and  a dedicated  leader  whose  life  and  selfless  service  best 
exemplified  what  it  means  to  be  a physician  and  patient  advo- 
cate; and 

Whereas,  For  many  years  the  members  of  this  House  of 
Delegates  were  privileged  to  hear  Dr.  Ballard  speak  elo- 
quently on  the  duty,  privilege,  and  responsibility  physicians 
bear,  not  only  to  patients,  but  also  to  society,  to  other  health 
professionals,  and  to  self;  and 

Whereas,  Dr.  Ballard  lived  out  this  sense  of  service 
through  leadership  offices  in  this  Association,  and  by  dedicat- 
ing his  life  to  providing  profoundly  competent  medical  ser- 
vice with  compassion  and  respect  for  human  dignity;  and 
Whereas,  Dr.  Ballard  recognized  early  in  his  career  the 
critical  importance  of,  and  responsibility  for,  generating 
changes  in  the  law,  medical  ethics,  and  through  TMA 
Interprofessional  Liaison  Committee  work  as  chairman,  to  ac- 
count for  evolving  medical  technologies  and  the  impact  of 
other  professions,  whether  they  were  allied  health,  pharmacy, 
or  legal;  and 

Whereas,  Dr.  Ballard  defined  for  three  generations  of  phy- 
sicians the  standards  of  conduct  that  articulate  the  essentials 
of  honorable  behavior  for  the  medical  profession;  and 

Whereas,  This  House  of  Delegates,  on  behalf  of  all  TMA 
members,  recognizes  that  Dr.  Ballard’s  death  left  a tremen- 
dous void  in  his  community,  his  family,  his  church,  and  this 
Association  that  can  never  be  filled;  and 

Whereas,  The  House  of  Delegates,  in  1995,  out  of  respect 
and  appreciation  adopted  as  an  official  part  of  its  parliamen- 
tary procedure  the  “Ballard  Motion”;  and 

Whereas,  It  is  the  desire  for  the  House  of  Delegates  to 
honor  the  name  of  Dr.  Ballard  and  officially  offer  its  sincere 
sympathy  to  thethe  Ballard  family  the  Ballard  family  on  his 
passing.  Now,  therefore,  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
House  of  Delegates  convened  this  day,  April  11,  1997,  and 
does  so  recognize  and  mourn  the  loss  of  Thomas  K.  Ballard, 
MD,  a compassionate  physician  and  a great  friend  of  orga- 
nized medicine;  and  be  it  further 

RESOLVED,  That  this  House  of  Delegates  convey  its  re- 
spect and  deepest  sympathy  to  the  Thomas  K.  Ballard  family 
with  a permanent  engrossed  copy  of  this  resolution. 
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sioner  of  Finance,  the  Governor,  the  Speaker  of  the  House,  and  the 
Lieutenant  Governor. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  32-97  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  33-97 
Drug  Wars 

Thurman  L.  Pedigo  Sr.,  MD,  Delegate 
Nashville  Academy  of  Medicine 

Whereas,  The  legislative  war  on  chemical  substance  usage  now 
numbers  greater  than  70  years  and  has  experienced  greater  problems 
with  each  succeeding  decade;  and 

Whereas,  A recent  book  review  in  the  Health  Affairs  asks  the 
question  cui  bono  (who  benefits)  from  the  war  on  drugs  and  answers, 
“Politicians  gain  the  perfect  enemy;  like  Satan,  the  apparition  of 
drugs  can  be  denounced  without  offending  anyone  or  requiring  that 


RESOLUTION  OF  COMMENDATION 

American  Association  of  Medical  Society  Executives 
(AAMSE)  50th  Anniversary 

Michael  A.  McAdoo,  MD,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  American  Association  of  Medical  Society 
Executives  (AAMSE)  is  the  professional  association  of  medi- 
cal society  executives  and  serves  its  organizations  by  prepar- 
ing medical  society  executives  to  be  more  effective  advocates 
for  the  medical  profession;  and 

Whereas,  AAMSE  has  served  to  support  the  education, 
professional  development,  and  identity  of  all  medical  society 
executives;  and 

Whereas,  The  Tennessee  Medical  Association  (TMA)  has 
been  served  by  these  members  of  AAMSE  through  our 
Association’s  staff;  and 

Whereas,  Our  AAMSE  members  have  assisted  the  TMA 
in  promoting  the  quality  of  health  care  delivered  by  our 
members.  Now,  therefore,  be  it 

RESOLVED.  That  the  Tennessee  Medical  Association  ex- 
press its  sincere  appreciation  and  commendation  to  the 
American  Association  of  Medical  Society  Executives 
(AAMSE)  and  our  Association’s  AAMSE  members  for  their 
devotion  to  the  advancement  of  medicine  during  this, 
AAMSE’s  50th  Anniversary. 


anyone  address  the  underlying  sources  of  hard  drug  problems”;  and 
Whereas,  Some  authorities  report  that  70%  of  the  United  States 
(U.S.)  adult  population  has  experimented  with  illegal  drugs,  includ- 
ing the  president  of  the  U.S.  and  a distinguished  senator  of  the  Ten- 
nessee General  Assembly;  and 

Whereas,  A recent  article  in  the  Tennessean  quotes  the  retiring 
grand  jury  foreman  as  reporting  80%  of  the  items  considered  were 
drug  related;  and 

Whereas,  A former  chief  justice  of  the  New  York  state  supreme 
court  reports  the  average  time  served  for  murder  is  less  than  the 
amount  of  time  one  can  be  sentenced  for  selling  marijuana;  and 
Whereas,  The  law  of  unintended  consequences  dictates  that  the 
side  effects  of  an  action  may  cause  greater  damage  than  the  original 
problem.  Now,  therefore,  be  it 

RESOLVED.  That  the  Tennessee  Medical  Association  House  of 
Delegates  endorse  the  concept  that  substance  abuse  in  all  its  forms 
such  as  illegal  drugs,  alcohol,  and  nicotine  with  its  attendant  compli- 
cations is  the  greatest  public  health  threat  our  nation  faces  as  we  go 
into  the  21st  century;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  House  of 
Delegates  call  for  a study  of  the  current  status  of  the  substance 
abuse  problem  with  a focus  on  the  global  costs  such  as  law  enforce- 
ment, personal,  social  and  family  losses,  and  the  consequences  asso- 
ciated with  the  multifaceted  complexity  of  addiction. 

REFERENCE  COMMITTEE  C — recommended  adoption  of  Resolu- 
tion No.  33-97  as  amended. 

ACTION  REFERRED  TO  THE  BOARD  OF  TRUSTEES 


RESOLUTION  NO.  34-97 

Syringe  and  Needle  Exchange  Programs 

Thurman  L.  Pedigo  Sr.,  MD,  Delegate 
Nashville  Academy  of  Medicine 

Whereas,  The  American  Medical  Association  has  endorsed  a 
Needle  Exchange  Program  in  policy  H-95.958;  and 

Whereas,  The  National  Institutes  of  Health  expert  panel  recom- 
mended needle  exchange  programs  to  reduce  HIV  transmission  in 
intravenous  drug  users;  and 

Whereas,  One-third  of  HIV  patients  are  intravenous  drug  users; 

and 

Whereas,  A recent  grant  for  the  Davidson  County  Public  Health 
Department  to  fund  a needle  exchange  program  had  to  be  returned 
because  the  Metro  Council  refused  to  allow  the  program  in  Nash- 
ville. Now,  therefore,  be  it 

RESOLVED.  That  the  Tennessee  Medical  Association  House  of 
Delegates  endorse  the  needle  exchange  program  as  an  important 
public  health  method  to  help  prevent  the  spread  of  HIV  in  intrave- 
nous drug  users. 

REFERENCE  COMMITTEE  B — recommended  adoption  of  Resolu- 
tion No.  34-97. 

ACTION:  ADOPTED 
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A STRA  MERCK  SALUTES 


The  Tennessee  Medical  Association 

The  mission  of  Astra  Merck  is  to  develop  and  provide  pharmaceutical  products 
and  innovative  services  that  are  highly  valued  by  our  customers  and  consistently 
exceed  their  expectations. 

Contact  your  Astra  Merck  Pharmaceutical  Specialist  for  information  and  services, 
or  call  your  local  customer  unit. 
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Cassie  Griffin  ^ 


Michelle  Rolfe  ^ 
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Paige  Lowery  # 


Carla  Horton  # 
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As tra  Merck 


Memphis  Customer  Unit 
6075  Poplar  Avenue,  Suite  700 
Memphis,  TN  38119 
(800)  767-7221 


Nashville  Customer  Unit 
51 10  Maryland  Way,  #190 
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Annual  Award  Presentations 


Outstanding  Physician  Awards 

The  Outstanding  Physician  Awards  are  presented  to  TMA  physicians  who  have  contributed  significantly 
to  the  advancement  of  public  welfare  and  medical  science  during  their  lifetime. 


Brock 


Thomas  Brock  Jr.,  MI), 

was  nominated  for  this  year’s 
Outstanding  Physician  Award 
for  his  development  of  cancer 
treatment  programs  and  the  es- 
tablishment of  the  Friends  in 
Need  Clinic. 

Dr.  Brock  is  an  active  mem- 
ber of  the  Department  of  Sur- 
gery, Division  of  General  and 
Vascular  Surgery,  at  both 
Holston  Valley  Medical  Center 
and  Indian  Path  Medical  Center 
in  Kingsport.  In  1979,  he  was 
instrumental  in  the  development 


of  a breast  cancer  treatment  program  at  the  Holston  Valley  Medical 
Center.  Since  the  establishment  of  the  breast  cancer  treatment  pro- 
gram, a broad  range  of  cancer-related  services  have  been  added. 

Dr.  Brock  identified  another  need  for  the  Kingsport  area — that  of 
a clinic  for  uninsured,  working  people.  In  1995,  through  Dr.  Brock’s 
leadership  and  diligence,  his  dream  became  reality  in  the  form  of 
the  Friends  in  Need  Clinic  in  Kingsport.  Whether  it  has  been  moti- 
vating the  community  to  donate  money  to  the  Friends  in  Need  Clinic 
or  motivating  colleagues  to  volunteer  their  time,  Dr.  Brock  has  been 
instrumental  in  the  success  of  the  Clinic. 

Dr.  Brock  began  his  medical  career  serving  at  the  U.S.  Army 
Hospital  in  Dugway,  Utah.  He  is  a Diplomate  of  the  American 
Board  of  Surgery  and  a Fellow  of  the  American  College  of  Surgeons 
and  the  Southeastern  Surgical  Congress.  He  is  also  a member  of  the 
Society  of  Laparoendoscopic  Surgeons. 


Ogle 


Evelyn  II.  Ogle,  MI),  has 

committed  herself  to  her  profes- 
sion and  the  community  through- 
out her  50-year  medical  career. 
One  of  our  state’s  leading  wo- 
men in  medicine,  Dr.  Ogle  pio- 
neered the  establishment  of  free- 
standing EEG  labs  in  five 
hospitals  in  three  states,  thus  ex- 
panding EEG  services  to 
underserved  areas. 

She  began  her  career  as  a 
pediatrician  and  went  on  to  be- 
come the  first  director  of  Meth- 
odist Hospital’s  first  EEG  Lab, 
which  she  directed  until  1995. 


Dr.  Ogle  has  unselfishly  volunteered  countless  hours  to  the 
United  Way  of  Greater  Memphis  and  the  Epilepsy  Foundation  of 
West  Tennessee.  She  has  served  as  general  chairperson  for  Method- 
ist Hospital’s  Foundation  and  continues  to  serve  on  its  Board  of 
Directors.  She  has  been  the  president  of  the  Southern  EEG  Society, 
secretary-treasurer  of  the  Memphis  Neuroscience  Society,  and  is  an 
active  member  of  the  American  EEG  Society  and  American  Medical 
EEG  Association. 

In  1992,  Dr.  Ogle  became  the  first  woman  president  of  the  Mem- 
phis & Shelby  County  Medical  Society.  She  has  served  on  its  Board 
of  Directors,  as  secretary  and  also  two  terms  as  vice-president.  Since 
1981  she  has  chaired  its  Membership  Committee. 

A recipient  of  three  President’s  Awards  from  the  Memphis  & 
Shelby  County  Medical  Society,  Dr.  Ogle  has  received  many 
awards.  In  1996  the  Methodist  Hospitals  Foundation  awarded  Dr. 
Ogle  their  highest  honor,  the  Living  Award. 


Thomison 


John  B.  Thomison,  Ml), 

has  devoted  his  life  to  his  career 
in  pathology,  to  organized  medi- 
cine, to  his  community,  and  to 
his  family.  Earning  his  under- 
graduate degree  and  medical 
doctorate  from  Vanderbilt  Uni- 
versity, he  began  his  career  in 
medicine  with  the  Air  Force,  re- 
turning to  Nashville  to  teach  pa- 
thology at  Vanderbilt  where 
served  as  associate  professor  of 
pathology  and  for  30  years  as 
associate  clinical  professor  of 
pathology.  From  1966  until 


1996,  Dr.  Thomison  served  as  Centennial  Medical  Center’s  patholo- 
gist including  five  years  as  chief  of  Laboratory  Services. 

In  addition  to  his  medical  career.  Dr.  Thomison  still  found  time 
for  a second  career  in  organized  medicine  and  to  help  several  com- 
munity service  organizations.  In  1972,  Dr.  Thomison  became  editor 
of  Tennessee  Medicine:  Journal  of  the  Tennessee  Medical  Associa- 
tion, a position  he  still  bolds  today.  He  also  was  editor  of  the  South- 
ern Medical  Journal  for  15  years.  As  the  editor  of  these  publications 
he  authored  more  than  1,000  editorials  and  has  written  more  than  25 
scientific  articles  in  other  publications. 

In  1985,  he  was  president  of  the  Nashville  Academy  of  Medi- 
cine, also  serving  on  its  Board  of  Directors  for  many  years.  He  was 
the  134th  president  of  the  Tennessee  Medical  Association  in  1988- 
1989  and  was  chairman  of  TMA’s  Continuing  Medical  Education 
Committee  for  18  years. 
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Nationally,  Dr.  Thomison  was  chairman  of  the  American  Medi- 
cal Association’s  Council  on  Continuing  Medical  Education,  chair- 
man of  the  Advisory  Committee  on  Continuing  Medical  Education, 
and  a TMA  delegate  and  alternate  delegate  to  the  AMA  House  of 
Delegates  from  1982  to  1996,  serving  as  chairman  of  the  Tennessee 
delegation  in  1985  and  from  1992  to  1995. 

He  is  a Fellow  of  the  American  Society  of  Clinical  Pathologists 
and  the  College  of  American  Pathologists  and  a member  of  the 
American  Association  of  Pathologists  and  the  International  Acad- 


emy of  Pathology.  He  is  a Diplomate  of  the  American  Board  of 
Pathology,  and  in  1960  he  served  as  the  president  of  the  Tennessee 
Society  of  Pathologists. 

Dr.  Thomison  has  served  the  American  Cancer  Society,  Tennessee 
Division  as  a member  of  the  board,  chairman,  and  president.  In  1975, 
he  was  honored  with  the  American  Cancer  Society  National  Division- 
al Award  for  Distinguished  Service  in  Cancer  Control.  He  also  was 
awarded  the  Southern  Medical  Association’s  Distinguished  Service 
Award  and  the  Nashville  Academy  of  Medicine  Leadership  Award. 


Distinguished  Service  Awards 

Each  year,  the  members  of  the  Tennessee  Medical  Association  nominate  colleagues  to  be  recognized  for 
their  specific  achievements  to  medicine,  the  advancement  of  the  Association,  or  for  the  enrichment  of  their 
communities. 


Eslick  Daniel,  MD,  was 

nominated  for  the  Distinguished 
Service  Award  for  his  personal 
efforts  to  establish  the  first 
YMCA  for  Maury  County. 

Not  only  has  Dr.  Daniel 
been  dedicated  to  his  medical 
practice,  his  patients  and  to  his 
numerous  professional  organi- 
zations, but  he  has  devoted  him- 
self to  numerous  civic  organi- 
zations. Dr.  Daniel  was  Maury 
County’s  first  orthopaedic  sur- 
geon and  in  1975  founded  the 
Middle  Tennessee  Bone  and 
Joint  Clinic.  The  Clinic  has 
treated  more  than  100,000  pa- 
tients since  its  inception  and  provides  free  physicals  to  students  par- 
ticipating in  Maury  County  athletics  annually. 

Dr.  Daniel’s  most  notable  contribution  to  Maury  County  was  his 
leadership  role  in  the  opening  of  a YMCA  last  year.  He  led  the 
Maury  County  YMCA  from  dream  to  reality  by  providing  the  vi- 


sion, chairing  the  fund-raising  campaign,  and  donating  not  only  his 
time  and  effort,  but  the  land  on  which  to  build  the  YMCA.  His  efforts 
have  encouraged  a healthier  lifestyle  for  the  citizens  of  Maury 
County  and  the  new  YMCA  already  has  nearly  4,000  members. 

He  recently  received  the  prestigious  Paul  Harris  Fellow  Award 
from  the  Maury  County  Rotary  Club.  Dr.  Daniel  serves  as  a Board 
member  of  the  Maury  County  Red  Cross  and  was  president  and  cam- 
paign chair  of  the  Maury  County  Chapter  of  the  March  of  Dimes. 

A charter  member  and  founder  of  the  Maury  County  Chapter  of 
Fellowship  of  Christian  Athletes,  Dr.  Daniel  is  a Sunday  School 
teacher,  deacon,  and  student  tutor  at  the  First  Presbyterian  Church. 
Other  activities  include  president  of  the  Parents  Club  of  Battle 
Ground  Academy,  and  membership  in  the  Maury  County  and  Ten- 
nessee Historical  Society,  and  the  Maury  County  Arts  Guild. 

Dr.  Daniel  has  volunteered  much  to  the  advancement  of  his  pro- 
fession in  addition  to  his  civic  activities.  He  is  a delegate  for  the 
Maury  County  Medical  Society  to  the  Tennessee  Medical  Associa- 
tion. He  is  a Diplomate  of  the  American  Board  of  Orthopedic  Sur- 
geons and  a Fellow  of  the  American  College  of  Surgeons.  He  was 
chief  of  staff  of  Maury  County  Hospital  in  1982  and  has  served  on 
its  Advisory  Board.  In  1994,  he  was  president  of  the  Nashville  Or- 
thopedic Association. 


Daniel 


Summitt 


Robert  L.  Summitt,  MD, 

was  nominated  for  the  Distin- 
guished Service  Award  for  his 
unrelenting  devotion  to  stu- 
dents and  the  medical  commu- 
nity connected  with  the  Univer- 
sity of  Tennessee  College  of 
Medicine  in  Memphis,  of  which 
he  is  the  dean. 

After  earning  a fellowship  in 
pediatric  endocrinology  and  in 
medical  genetics.  Dr.  Summitt 
became  a full-time  faculty 
member  of  the  University  of 
Tennessee  College  of  Medicine 
in  1964.  Since  that  time.  Dr. 
Summitt  has  served  in  many  ar- 


eas for  the  College  of  Medicine — from  chief  of  the  Section  of  Medi- 
cal Genetics  and  professor  of  Pediatrics  and  anatomy  to  his  present 
appointment  as  dean  of  the  UT  College  of  Medicine  made  in  1981. 

Dr.  Summitt  served  in  the  U.S.  Navy  as  Flight  Surgeon  until 
1959.  He  then  began  serving  the  Naval  Reserve  as  a Rear  Admiral 
until  his  retirement  in  1992. 

His  research  has  been  extensive,  including  work  in  pediatrics 
and  medical  genetics.  His  research  grants  have  totaled  more  than 
$8  million.  He  has  authored  more  than  160  articles  in  medical  and 
scientific  literature  and  has  edited  a textbook  in  pediatrics  published 
in  1990.  Dr.  Summitt  is  a member  of  the  active  or  consulting  staffs 
of  more  than  12  hospitals  across  Tennessee. 

In  1991,  Dean  Summitt  was  appointed  a member  of  the  Council 
of  Graduate  Medical  Education  (COGME),  and  in  1995  he  was  ap- 
pointed representative  of  the  American  Medical  Association  to  the 
Accreditation  Council  for  Graduate  Medical  Education.  He  contin- 
ues to  serve  on  both. 
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Community  Service  Awards 

Since  1976,  the  physician  members  of  the  Tennessee  Medical  Association  have  taken  pride  in  recogniz- 
ing persons  or  organizations  outside  the  medical  profession  who  contribute  significantly  to  the  advance- 
ment of  public  health  in  their  respective  communities. 


Duer 


Shirley  Duer,  a member  of 
the  Tennessee  House  of  Repre- 
sentatives for  16  years,  has  been 
a model  of  citizenship  and  lead- 
ership in  her  community  of 
Crossville.  She  served  on  the 
Children  and  Youth  Committee, 
Health  and  Human  Resource 
Committee,  and  the  Transporta- 
tion Committee  during  her  ten- 
ure in  the  State  Legislature.  For 
the  97th  and  98th  General  As- 
sembly, she  served  as  vice-chair 
of  the  Committee  on  Traumatic 


Head  Injury.  She  was  the  bill  sponsor  for  the  “Tennessee  Public 
School  Nurse  Program,”  which  became  a part  of  the  Basic  Educa- 
tion Improvement  Act  adopted  in  1992. 

In  Cumberland  County,  her  volunteer  activities  include  serving 
as  a Board  member  of  the  Cumberland  County  Association  of  Re- 
tarded Persons,  the  Chamber  of  Commerce,  Tennessee  Technologi- 
cal University’s  Council  for  Home  Economics,  and  the  American 
Business  Women’s  Association. 

Recognized  by  others  for  her  outstanding  achievements.  Rep. 
Duer  has  received  achievement  awards  from  the  State  School 
Board,  the  Tennessee  Nurses  Association,  and  the  Respiratory 
Therapists’  Association. 

A native  Tennessean,  Rep.  Duer  resides  in  Crossville  with  her 
husband,  Dr.  Carl  Duer. 


Glasgow 


Diane  Glasgow  has  coordi- 
nated the  Growing  Healthy  Pro- 
gram in  Putnam  County  for  the 
past  five  years.  She  has  trained 
more  than  100  teachers  in  the 
Growing  Healthy  Program  and 
in  the  Teen  Health  Modules  and 
Conflict  Resolution.  These  pro- 
grams give  teachers  the  materi- 
als and  the  knowledge  to  con- 
duct six  to  twelve  weeks  of 
health  education  lessons  for  stu- 
dents. These  programs  also  have 
allowed  her  to  increase  partici- 
pation among  local  physicians 
in  preventive  health  education. 


In  addition  to  her  activities  with  Growing  Healthy,  Mrs. 
Glasgow  teaches  sign  language  at  the  Presbyterian  and  Methodist 
Summer  Vacation  Bible  Schools,  teaches  English  to  Bosnian  refu- 
gees who  have  come  to  Cookeville  through  the  sponsorship  of  the 
First  Presbyterian  Church,  and  is  a volunteer  teacher  at  the 
Montessori  School  and  at  Capshaw  Elementary  School  in 
Cookeville. 

A graduate  of  the  United  States  Internation  University  in  San 
Diego,  Mrs.  Glasgow  has  used  her  education  degree  all  over  the 
world.  Whether  she  has  been  volunteering  in  Thailand  or 
Guadalajara,  Mexico,  teaching  English  or  coordinating  the  Growing 
Healthy  Program  in  Putnam  County,  she  has  donated  her  time  and 
efforts  toward  education  and  the  well-being  of  others. 

Mrs.  Glasgow  is  a past  president  of  the  Putnam  County  Medical 
Society  Alliance.  She  resides  in  Cookeville  with  her  husband,  Dr. 
Samuel  Glasgow,  and  two  children. 


Hall 


Don  Hall  often  sees  up  to 
200  patients  in  a weekend  in 
the  underserved  areas  of  Ten- 
nessee, Kentucky,  and  Geor- 
gia. An  ophthalmic  technician 
with  University  Eye  Surgeons 
of  Knoxville,  he  has  spent 
countless  hours  providing  free 
eye  evaluations  and  refractive 
service  to  patients.  Many  eve- 
nings and  weekends,  he  vol- 
unteers at  the  Interfaith  Health 
Clinic,  which  provides  services 
to  uninsured  working  people  of 


East  Tennessee. 

Mr.  Hall  travels  with  the  Remote  Area  Medical  Team,  which 
provides  eye  examinations  and  eyeglasses  to  underserved  areas 
in  the  rural  eastern  United  States.  He  provides  this  care  at  his 
own  expense  and  time,  using  his  experience  and  expertise  to 
assemble,  renovate,  and  repair  equipment  that  would  otherwise 
be  cost  prohibitive  for  these  rural  facilities.  He  has  worked  with 
church  programs  to  provide  eye  care  to  those  who  cannot  afford 
it  and  he  has  volunteered  countless  hours  to  the  East  Tennessee 
Eye  Bank. 

Living  in  Knoxville,  he  and  his  wife  Martha  Grubb  Hall  have 
four  children.  Called  a “true  and  caring  humanitarian  in  modern 
days,”  by  the  physician  he  works  so  closely  with,  Mr.  Hall  has 
unselfishly  contributed  to  his  own  community  and  beyond. 
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Yium 


Milli  Yium  has  donated 
countless  hours  of  time  and  en- 
ergy to  her  Chattanooga  com- 
munity. She  uses  her  profes- 
sional training  as  a registered 
nurse,  health  educator,  and  psy- 
chologist to  serve  Hamilton 
County. 

Mrs.  Yium  has  dedicated 
herself  to  offering  preventative 
health  education  programs  to 
Hamilton  County’s  children.  A 
key  player  in  the  success  of 
Health  House  of  Chattanooga  (a 
nonprofit  health  education 
teaching  facility  that  annually 
serves  more  than  17,000  chil- 
dren), she  has  served  in  every 
facet  from  teacher  to  Board 


president. 

Mrs.  Yium  has  used  her  talents  to  coordinate  long-range  plan- 
ning committees,  fund-raisers,  annual  solicitations,  phone-a-thons, 
and  the  principal’s  forum  on  medical  ethics.  She  has  taught  health 
education  classes,  presented  puppet  shows,  developed  preschool 
programs,  and  most  importantly,  built  awareness  of  Health  House 
within  the  medical  community. 

She  is  past-president  and  Board  member  of  the  Chattanooga- 
Hamilton  County  Medical  Alliance  and  has  served  on  the  TMA  Al- 
liance Board  of  Directors  as  well  as  the  Tennessee  Medical  Founda- 
tion Physicians  Health  Peer  Review  Committee.  Other  organizations 
that  she  works  with  include  the  Children’s  International  Summer 
Village,  the  Mental  Health  Association,  the  American  Heart  Asso- 
ciation, and  the  American  Cancer  Society. 

Mrs.  Yium,  a licensed  psychological  examiner  and  a registered 
nurse,  is  a certified  Fellow  and  Diplomate  of  the  American  Board  of 
Medical  Psychotherapists,  and  has  a degree  in  general  education, 
English  literature,  and  Chinese  culture  and  language.  She  is  the  wife 
of  Dr.  Jackson  J.  Yium,  and  they  have  two  children. 


Need  a New  Vehicle?  I’ll  Save  You  Time  and  Money! 


THINKING  ABOUT  A NEW*  CAR,  TRUCK,  VAN,  OR  SPORT  UTILITY  VEHICLE? 
THEN  BUY  OR  LEASE  FROM  MILLER  ROBINSON... 


FOR  5 GOOD  REASONS 


1 ALL  MAKES  AND  MODELS  OF  VEHICLES  A VAILABLE 

2 PERSONALIZED  SERVICE  - that  you  won ’t  get  anywhere  else. 

3 THE  BESTNEGOTIA  TED  LEASE  OR  PURCHASE  PRICE  AVAILABLE 
- probably  better  than  what  you  would  get  If  you  shopped  3 or  4 dealers. 

4 TOP  DOLLAR  FOR  YOUR  TRADE-IN  - no  classified  ads  or  haggling 
with  tire  kickers. 

5 YOU  CHOOSE  WHERE  WE  CLOSE  THE  SALE  OR  LEASE  TRANSAC- 
TION - your  home  or  office,  our  office,  wherever  it’s  convenient  for  you. 

*or  quality  pre-owned 


“If  you  want  a nice  change  from  the  usual  vehicle  shopping 
experience,  give  me  a call.  > I’ll  show  you  how  simple  and 
affordable  it  can  be."  h.  // 


MILLER  ROBINSON 


391-3000 


Hoover  & Associates 

Auto  Leasing/Sales 

217  Donelson  Pike 
Nashville,  TN  37214 
615-391-3000 
Fax  615-391-0158 
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TWA  Annual  Meeting  Highlights 
Chattanooga — April  1997 


Outgoing  TMA  president  Dr.  Richard  M.  Pearson,  Memphis  New  TMA  Board  chairman  Dr.  William  B.  Harwell  Jr.,  Nashville, 

(left),  presents  gavel  to  incoming  president  Dr.  R.  Benton  with  TMA  president-elect  Dr.  David  G.  Gerkin,  Knoxville. 

Adkins,  Nashville. 


Sancy  McCool,  Southern  Medical  Association 
Alliance  president;  Mrs.  Johnnie  Amonette, 
Memphis,  AM  A Alliance  president-elect;  Dr. 
Allen  S.  Edmonson,  Memphis,  chairman  of  the 
TMA  delegation  to  the  AM  A;  and  Dr.  John 
Knote,  AM  A vice-speaker,  enjoy  the 
President’s  Reception. 


Dr.  William  H.  Frist,  U.S.  AMA  Young  Physician  Section  delegates  Drs.  Tara  Sturdivant, 

Senator,  Nashville,  addresses  Knoxville,  and  Steven  G.  Flatt,  Cookeville,  discuss  YPS  ideas, 

the  IMPACT  luncheon. 


Incoming  TMA  president 
Dr.  R.  Benton  Adkins. 
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Reports  of  Officers 


Report  of  (he  President 

Richard  M.  Pearson,  MD 


Report  of  the  Board  of  Trustees 

Michael  A.  McAdoo,  MD,  Chairman 


The  presidency  of  your  or- 
ganization is  held  by  one  person 
at  a time,  but  the  presidency  is 
made  possible  only  by  the  ef- 
forts of  you,  the  Tennessee 
Medical  Association,  by  the  ef- 
forts of  a focused,  loyal,  and 
dedicated  staff,  and  by  the  ef- 
forts of  all  the  presidents  before 
me  and  all  those  who  will  fol- 
low me — seeking  to  lead  a great 
organization  to  greatness.  For 
the  privilege  of  leading  you  for 
one  brief  moment  in  that  jour- 
ney I will  always  be  humbly 
grateful. 

We  are  living  in  and  grow- 
ing through  a period  of  great 
change.  Simultaneously  we  are 
committed  to  maintaining  those  things  which  should  not  change — 
ihc  supreme  position  of  the  patient  in  the  health  care  revolution, 
and  the  inalienable  right  of  patients  to  choose  their  physicians. 
This  is  a year  that  has  been  marked  by  steady  efforts  and  continu- 
ing progress  toward  those  goals. 

Physicians  need  new  tools  in  their  efforts  to  ensure  that  managed 
care  works  first  for  their  patients,  not  for  business  and  government. 
Your  Association  is  constructing  a Managed  Care  Resource  Center 
to  empower  you  in  your  efforts,  and  is  working  with  our  friends  to 
expand  your  reach  in  this  arena. 

Information  is  power,  and  the  TMA  is  gathering,  verifying,  and 
collating  information  about  all  the  managed  care  organizations  in 
Tennessee.  This  information  will  be  presented  to  you,  the  physi- 
cians, and  to  your  patients  in  a manner  that  will  let  you  objectively 
assess  organizations  and  health  care  plans,  make  important  practice 
decisions,  and  educate  your  patients  about  their  health  plans. 

Unfortunately,  the  health  plan  about  which  we  can  get  the  least 
real  information  is  one  that  is  owned  by  the  people  of  Tennessee — 
TennCare.  Two  successive  administrations  and  multiple  legislatures 
have  done  little  or  nothing  to  address  the  real  problems — too  many 
promises  and  too  little  money.  We  continue  to  press  daily  and  ag- 
gressively for  full  disclosure  about  TennCare  financing  and  Tenn 
Care  operations.  As  1 write  this  report  to  you,  the  newspaper  head- 
lines in  the  state  talk  of  broad  failures  in  TennCare,  subpoenas,  and 
much  public  posturing  both  in  Nashville  and  Washington.  Even  so, 
your  leadership  has  already  begun  to  look  at  what  program  might 
replace  TennCare  when  the  current  waiver  expires  in  less  than  two 
years.  TennCare  II  is  as  inevitable  as  a Hollywood  sequel.  Your 
Association  needs  to  continue  to  lead  in  efforts  to  give  real  care  to 
real  Tennesseans. 

The  annual  meeting  of  your  Association  this  year  will  be  radi- 
cally different.  It  will  be  leaner,  shorter,  and  more  concentrated,  but 
it  will  be  of  great  importance.  Real  progress  on  real  problems  must 
be  made.  The  strategic  plan  of  your  Association  must  serve  as  a 
guide  for  your  deliberations,  emphasis,  and  decisions.  Organized 
medicine  will  increasingly  be  required  to  make  vital  decisions  in  a 
shorted  time  span,  based  on  less  than  complete  information. 

As  I have  written  in  my  President’s  Comments  pages  in  Tennes- 
see Medicine  this  year,  the  strength  of  the  TMA  resides  in  the  per- 
sonal strengths  of  each  of  you.  Hold  relentlessly  to  professionalism, 
compassion,  wisdom,  ethics,  and  hard  work  as  the  bright  future  of 
medicine  unfolds.  Godspeed. 


The  year  1996  has  been  one 
of  change  with  a key  word  of 
relevancy  as  its  fundamental 
theme.  The  Board  of  Trustees 
has  attempted  to  implement  the 
adopted  strategic  plan  of  1995. 

No  longer  did  the  Tennessee 
Medical  Association  wish  to  do 
business  status  quo,  with  the 
reasoning  that  it  had  been  done 
this  way  in  the  past.  The  key 
question  was  whether  the  cur- 
rent structure  and  activities  of 
the  TMA  were  relevant.  Some 
of  the  most  visible  changes 
have  been  the  adoption  of  the 
new  TMA  logo,  renaming  of  the 
Journal  of  the  Tennessee  Medi- 
cal Association  to  Tennessee 
Medicine,  restructuring  of  TMA  committees,  and  a streamlined  busi- 
ness-only format  for  the  annual  meeting  of  the  House  of  Delegates. 
Although  the  TMA  was  established  some  166  years  ago  with  the 
mirrored  design  of  that  of  the  AMA,  the  basic  organizational  chart, 
which  is  driven  by  the  House  of  Delegates  representing  the  indi- 
vidual physician  members,  has  allowed  the  TMA  for  almost  two 
centuries  to  remain  strong,  grow  steadily,  and  to  protect  the  voice  of 
the  individual  members.  We  hope  that  this  new  approach  will  only 
make  TMA  more  relevant  and  able  to  serve  the  members  for  the 
21st  century. 

Unless  we  meet  the  needs  of  the  Tennessee  physician,  there  will 
be  no  TMA.  As  we  look  at  the  demographics  for  the  1996  member- 
ship, I think  it  is  important  to  note  that  two-thirds  of  the  practicing 
physicians  in  Tennessee  are  TMA  members,  that  14%  of  our  mem- 
bers are  young  physicians  as  defined  by  the  AMA,  and  that  11%  of 
our  members  are  female  vs.  19%  of  the  Tennessee  MD  population. 
TMA  must  be  a quality,  cost-effective  representative  organization 
for  the  21st  century.  Your  Board  of  Trustees  has  been  very  sensitive 
to  these  critical  issues  and  hopefully  has  aligned  the  TMA  in  a very 
competitive  market  for  the  years  to  come. 

As  always,  new  and  complex  legislative  challenges  are  on  the 
horizon.  The  year  1996  has  been  no  different.  New  issues,  as  well  as 
new  alliances  with  previously  identified  opponents,  are  presenting 
some  interesting  dialogue  in  the  legislative  arena.  At  this  point,  we 
hope  that  the  TMA  is  allowed  at  least  a few  “We  told  you  so’s,” 
with  TennCare  and  its  Partners  Program  being  the  biggest. 

One  key  element  on  the  legislative  menu  on  which  the  House  of 
Delegates  must  focus  is  the  issue  of  physician  profiling  for  public 
consumption.  Massachusetts  started  this  initiative  and  it  seems  to  be 
spreading  across  the  nation.  It  seems  inevitable  that  this  will  eventu- 
ally come  to  Tennessee.  The  TMA  House  of  Delegates  must  address 
this  issue  and  decide  if  we  will  be  proactive  or  reactive  on  this  very 
tough  issue.  There  has  been  a very  healthy  dialogue  among  the 
Board  of  Trustees  and  it  is  therefore  believed  that  the  House  of 
Delegates  needs  to  speak  with  a clear,  unified  voice  on  this  issue  to 
outline  what  action  is  taken  by  the  TMA.  I ask  for  your  earnest 
consideration  and  debate  on  this  issue. 

TheTMA,  along  with  the  TMA  Alliance,  is  certainly  very 
pleased  with  the  wisdom  of  the  AMA  Alliance  in  the  selection  of 
Mrs.  Johnnie  Amonette  as  the  1997-98  AMA  Alliance  president,  to 
be  installed  in  Chicago  in  June.  The  TMA  Board  of  Trustees  and  the 
TMA  Alliance  congratulate  Mrs.  Amonette  on  this  most  worthy  and 
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deserved  achievement. 

The  1997  annual  meeting  of  the  TMA  will  be  a new  streamlined 
business-only  format.  Hopefully  this  will  shorten  the  time  practicing 
physicians  will  be  away  from  their  offices,  increase  participation, 
and  allow  for  an  effective,  compact  business  session  for  the  House 
of  Delegates.  This  new  format  has  eliminated  many  of  the  social 
functions  and  previously  scheduled  meetings  of  the  medical  spe- 
cialty societies.  With  the  formation  of  the  Tennessee  Council  on 
Medical  Specialty  Societies,  hopefully  the  interchange  between  the 
medical  specialties  can  have  an  appropriate  dialogue  and  have  input 
to  the  TMA  Board  of  Trustees  for  effective  focusing  by  all  medical 
physicians  in  the  state  of  Tennessee  on  key  issues.  We  welcome 
your  comments  and  input  as  this  dialogue  progresses. 

Finally,  as  Board  chairman,  1 would  like  to  thank  the  House  of 
Delegates  for  surrounding  me  with  proven  leaders  of  organized 
medicine  dedicated  to  the  TMA  and  the  members  who  elected  them 
to  serve.  With  their  valuable  untiring  devotion  and  determination, 
they  have  effectively  allowed  the  TMA,  through  the  Board  of  Trust- 
ees, to  carry  out  the  desires  and  wishes  of  the  1996  House  of  Del- 
egates. I submit  that  your  1996-97  Board  of  Trustees  is  foremost  a 
self-giving  and  not  a self-serving  Board.  1 thank  the  Board  members 
for  their  devotion,  energies,  and  support.  I challenge  the  TMA  mem- 
bership to  remain  as  the  patients’  utmost  advocate  and  to  continue  to 
press  forward  to  the  high  calling  for  our  profession  in  hopes  of 
leaving  it  in  a better  position  than  when  we  first  encountered  it. 
Thank  you  for  the  opportunity  to  serve  this  Association  as  your 
chairman  of  the  Board  of  Trustees. 

Resolution  No.  9-96 

Subject:  Reaffirmation  and  Modification  of  Resolution  No.  1-89 
(TMA  Student  Education  Fund  Assessment)  and  Resolution  No.  1-90 
(Dues  to  Fund  TMA-SEF) 

Action:  The  resolution  combined  the  previously  separate  TMA 
membership  dues  assessments  established  by  Resolution  Nos.  1-89 
($10)  and  No.  1-90  ($15)  into  a single  membership  dues  assessment 
of  $25.  The  resolution  also  terminated  Resolution  No.  1-90.  This 
resolution  also  urged  the  Board  of  Directors  of  the  Tennessee  Medi- 
cal Association  Student  Education  Fund,  Inc.  to  “ . . . undertake  a 
thorough  study  and  evaluation  of  the  program  and  bring  back  to  the 
House  of  Delegates  in  1997  an  information  report  and  strategic  plan 
for  its  continued  operations  and  finances.”  The  Fund’s  report  to  the 
TMA  House  of  Delegates  is  included  in  the  1997  House  of  Del- 
egates notebook. 

Resolution  No.  10-96 

Subject:  Annual  Component  Society  Report  on  Adoption  of  Peer 
Review  Guidebook 

Action:  The  resolution  called  for  TMA  component  societies  to 
file  with  their  annual  report  to  the  TMA  a statement  on  the  status  of 
their  peer  review  procedures  and  whether  or  not  they  have  adopted 
the  TMA  Board  of  Trustees  Peer  Review  Procedures  Guidebook. 
The  Judicial  Council’s  review  of  the  annual  component  societies’ 
reports  indicates  that  the  vast  majority  of  TMA  component  societies 
are  following  the  TMA  Board  of  Trustees’  Peer  Review  Procedures 
Guidebook.  TMA  staff  has  completed  sufficient  follow-up  to  those 
that  indicated  that  they  were  not  following  the  book  and  is  providing 
whatever  information  those  societies  need  including  timely  presen- 
tations and  further  follow-up. 

Resolution  No.  11-96 

Subject:  Commission  on  Laboratory  Accreditation  (COLA) 

Action:  The  resolution  called  for  TMA  to  endorse  COLA’s  ac- 
creditation program  for  office  laboratories.  Information  about 
COLA’s  program  was  published  in  the  TMA  Chart  in  October  1996 
and  information  regarding  how  to  reach  COLA  about  the  program 
will  be  added  to  MED  WIRE. 


Resolution  No.  12-96 

Subject:  Human  Immunodeficiency  Virus  (HIV)  Testing  of  All 
Pregnant  Women 

Action:  The  resolution  called  for  the  TMA  to  urge  the  General 
Assembly  to  mandate  and  fund  HIV  testing  for  all  pregnant  women. 
TMA  is  supporting  legislation  currently  pending  before  the  General 
Assembly  to  require  that  all  pregnant  women  receive  testing  for 
HIV  and  that  there  are  adequate  state  funds  or  insurance  funds 
available  for  such  testing. 

Resolution  No.  13-96 

Subject:  Early  Discharge  of  Mothers  and  Infants  from  the 
Hospital 

Action:  The  resolution  called  for  the  TMA  to  recommend  to  the 
General  Assembly  that,  through  its  regulations  of  insurance  compa- 
nies, all  postpartum  females  who  deliver  newborn  infants  in  the 
state  of  Tennessee  be  allowed  an  adequate  amount  of  insurance 
reimbursed  time  for  recovery  in  the  hospital  and  that  the  period  of 
lime  be  determined  by  their  physicians.  TMA  supported  the  issu- 
ance of  state  insurance  regulations  requiring  that  mothers  and  in- 
fants not  be  discharged  before  48  hours  after  giving  birth  if  the 
treating  physicians  determined  that  such  a stay  was  necessary. 

Resolution  No.  15-96 

Subject:  Managed  Care  Gag  Rules 

Action:  The  resolution  called  for  the  TMA  to  warn  member  phy- 
sicians about  unethical  or  illegal  language  or  requirements  in  man- 
aged care  contracts  and  to  petition  either  the  Tennessee  Board  of 
Medical  Examiners  or  the  General  Assembly  to  declare  unethical  or 
illegal  certain  types  of  gag  clauses  in  health  insurance  contracts 
which  prohibit  physicians  from  fully  advising  their  patients  about 
medical  treatment.  TMA  supported  the  Tennessee  BME’  issuance 
of  anti-gag  clause  regulations  as  part  of  the  Medical  Practice  Act, 
and  further  worked  with  state  legislators  to  ensure  that  health  insur- 
ers licensed  under  Tennessee  law  are  prohibited  from  including  gag 
clauses  in  their  provider  agreements. 

Resolution  No.  16-96 

Subject:  Physician’s  Role  in  Managed  Care 

Action:  The  resolution  called  for  TMA  to  continue  efforts  to 
keep  physicians  and  patients  informed  about  managed  care  issues 
affecting  them.  In  1996,  the  CARE  Program  developed  an  informa- 
tional brochure  for  patients  about  questions  to  ask  when  consider- 
ing managed  care  plans.  The  brochures  were  made  available  to  all 
members  via  Tennessee  Medicine  and  promoted  on  radio  stations 
and  newspapers  across  the  state.  A major  thrust  of  last  year’s  an- 
nual meeting  was  on  managed  care  education  and  information,  and 
articles  are  available  on  MEDWIRE  and  in  Tennessee  Medicine  to 
help  physicians  cope  with  changes  in  the  market  place.  Workshops 
are  planned  to  help  staff  adapt  to  changes  brought  on  by  managed 
care  plans,  and  discussions  have  begun  about  the  possibilities  of 
additional  programs  throughout  the  state  on  a variety  of  managed 
care  topics.  TMA  has  set  up  a contract  review  service  to  help  phy- 
sicians evaluate  offers  from  plans  and  has  produced  a series  of 
tracking  forms  to  help  members  compare  aspects  of  various  plans. 

Resolution  No.  17-96 

Subject:  Utilization  Review 

Action:  The  resolution  called  for  TMA  to  pursue  passage  of 
legislation  requiring  that  utilization  reviewers  be  of  the  same  spe- 
cialty as  the  physicians  for  whom  they  are  conducting  the  reviews. 
TMA  will  be  pursuing  passage  of  such  legislation  in  the  second 
session  of  the  100th  General  Assembly,  following  its  efforts  to  pur- 
sue passage  of  the  Patient  Advocacy  Act,  which  has  important  due 
process  protections  that  prohibit  managed  care  plans  from  deselect- 
ing physicians  without  cause  and  a full  hearing  to  challenge  the 
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termination  reasons. 

Resolution  No.  18-96 

Subject:  Evaluation  of  Managed  Care  Programs 

Action:  The  resolution  called  for  TMA  to  develop  a program  to 
provide  physicians  with  a way  to  evaluate  managed  care  plans  in 
Tennessee  and  inform  the  public.  All  MCOs  have  been  contacted 
and  asked  to  remit  corporate  information  to  TMA  but  progress  is 
slow.  The  Managed  Care  Committee  is  scheduled  to  meet  at  the 
annual  meeting. 

Resolution  No.  19-96 

Subject:  Outstanding  Physician  of  the  Year  Award 

Action:  The  resolution  changed  the  name  of  the  Outstanding 
Physician  of  the  Year  Award  to  “Outstanding  Physician  Award”  and 
it  allows  up  to  three  awards  annually.  The  award  was  changed  from 
an  “election  process”  to  a “selection”  process,  and  the  Nominating 
Committee  was  charged  with  the  duty  of  selecting  up  to  three  recipi- 
ents annually  with  not  more  than  one  to  come  from  the  same  grand 
division.  The  Nominating  Committee  has  met  and  the  recommenda- 
tion for  the  Outstanding  Physician  Award  is  on  the  agenda  for  the 
House  of  Delegates. 

Resolution  No.  20-96 

Subject:  Modified  Community  Rating  Insurance  Plans 

Action:  The  resolution  called  for  the  TMA  Board  of  Trustees, 
with  the  advice  of  the  Committee  on  Legislation  and  Committee  on 
Governmental  Medical  Services  and  Third  Party  Payors,  to  study  the 
desirability  of  community  ratings  in  Tennessee  and  report  its  recom- 
mendations to  the  1997  House  of  Delegates.  The  Committee  on 
Governmental  Medical  Services  and  Third  Party  Payors  has  estab- 
lished a subcommittee  to  study  Modified  Community  Rating  Insur- 
ance Plans  as  an  alternative  to  TennCare.  The  committee  has  no  rec- 
ommendations at  this  time. 

Resolution  No.  21-96 

Subject:  Health  Insurance  Coverage  Reform 

Action:  The  resolution  called  for  TMA  to  pursue  passage  of  leg- 
islation that  would  require  health  insurance  plans  to  guarantee  the 
renewabihty  of  health  care  coverage  for  employers  and  individuals. 
Since  the  Congress  passed  the  Health  Insurance  Portability  and  Ac- 
countability Act  of  1996  that  provided  these  guarantees,  TMA  was 
not  required  to  pursue  such  legislation,  but  has  been  supporting  the 
General  Assembly’s  required  adoption  of  the  federal  act’s  provi- 
sions locally. 

Resolution  No.  25-96 

Subject:  Physician-Patient  Advocacy  in  the  TennCare  Partners 
Program 

Action:  The  resolution  called  for  TMA  to  contact  the  Sundquist 
Administration  to  fully  disclose  to  the  TMA  all  draft  rules,  program 
policies,  and  the  behavioral  health  organization  contract  for  the 
TennCare  Partners  Program.  Further,  that  there  be  direct  physician 
input  into  the  design  of  the  TennCare  Partners  Program,  and  to  re- 
quest that  the  Program's  start  date  be  put  off  for  several  months. 
Early  in  the  Program  the  TMA  hosted  meetings  between  all  inter- 
ested parties  to  come  to  an  understanding  of  the  Program.  The  TMA 
continues  to  work  with  the  administration,  the  TennCare  Bureau,  the 
Tennessee  Department  of  Mental  Health  and  Mental  Retardation, 
representatives  of  the  MCOs,  BHOs,  and  consumer  groups  to 
achieve  these  goals 

TMA  member  physicians  and  staff  are  active  on  the  TennCare 
Partners  Oversight  Committee.  At  the  request  of  the  Tennessee  De- 
partment of  Mental  Health  and  Mental  Retardation,  the  TMA  spear- 
headed a Committee  on  Practice  Guidelines.  The  committee  is  com- 
posed of  physicians  and  representatives  of  the  MCOs  and  BHOs.  To 


date,  referral  guidelines  for  mental  disorders  have  been  developed 
along  with  treatment  guidelines  for  major  depression. 

Resolution  No.  26-96 

Subject:  Freedom  of  Local  Government  Act 
Action:  The  resolution  called  for  the  TMA  to  urge  the  General 
Assembly  to  pass  legislation  allowing  local  governments  to  establish 
tobacco  control  ordinances.  The  TMA  will  be  pursuing  or  support- 
ing the  introduction  of  such  legislation  in  the  second  session  of  the 
100th  General  Assembly. 

Resolution  No.  27-96 

Subject:  Medicaid  Class  Action  Lawsuit  Against  the  Tobacco 
Industry 

Action:  The  resolution  called  upon  the  TMA  to  urge  the  state  of 
Tennessee  to  file  suit  to  join  the  ongoing  actions  by  other  states 
against  the  tobacco  industry  to  recover  the  costs  of  treating  Medic- 
aid recipients  for  tobacco  use  related  diseases.  Immediately  after  the 
1996  House  of  Delegates  session,  TMA  President  Richard  M. 
Pearson,  MD,  sent  letters  making  such  a request  to  Governor  Don 
Sundquist  and  the  Tennessee  Attorney  General.  Governor  Sundquist 
responded  through  Commissioner  of  Health  Fredia  Wadley,  MD,  not- 
ing that  the  case  most  likely  could  not  be  won  as  it  required  substan- 
tial amounts  of  proof.  The  TMA  then  responded  by  noting  that  one 
company,  the  Liggett  Group,  had  already  indicated  a desire  to  settle 
all  such  litigation.  Recently,  the  American  Heart  Association  has  put 
in  a renewed  request  for  the  state  to  pursue  such  litigation  as  has  the 
editorial  board  of  the  Nashville  Tennessean  newspaper. 

Resolution  No.  28-96 

Subject:  Problems  of  the  Rural  Physician 
Action:  The  resolution  called  for  the  TMA  to  expand  the  scope 
of  the  Committee  on  Rural  and  Community  Health  to  deal  with  the 
problems  of  the  rural  physician.  The  TMA  has  taken  immediate  steps 
to  create  a special  committee  to  consider  the  needs  of  rural  physicians. 
Additionally,  the  Interprofessional  Liaison  Committee  held  a mediat- 
ing session  to  assist  the  Tennessee  Board  of  Medical  Examiners,  the 
Board  of  Nursing,  the  Committee  on  Physician  Assistants,  and  their 
related  associations  to  draft  meaningful  supervision  rules  that  all 
parties  could  agree  upon.  Rural  physicians  were  well  represented 
during  that  meeting,  and  future  meetings  are  planned. 


Report  of  the  Secretary-Treasurer 

James  Chris  Fleming,  MD 


Fleming 


The  annual  audit  for  the  fis- 
cal (and  calendar)  year  ending 
December  31,  1996  has  been 
completed  and  is  available  for 
review.  The  customary  examina- 
tion of  (he  Association’s  records 
and  accounts  was  conducted  by 
the  firm  of  Bellenfant  and 
Miles,  P.C.,  certified  public  ac- 
countants, appointed  by  the 
TMA  Board  of  Trustees. 

The  attached  financial  state- 
ments have  been  extracted  from 
the  complete  audit.  They  show 
the  revenue  and  expenditures 
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during  1996  as  well  as  the  assets,  liabilities,  and  fund  balance  at  the 
end  of  the  year.  A balanced  budget  had  been  projected  for  1996  with 
revenues  and  expenditures  projected  at  $2,579,400.  The  actual  rev- 
enue was  $2,606,776  and  actual  expenses  were  $2,448,651,  resulting 
in  $158,125  excess  revenue  over  budgeted  expenses. 

As  outlined  in  last  year’s  report,  the  reserves  of  the  Association 
continue  to  remain  at  a very  low  level.  Through  fiscal  restraints  and 
a tightening  of  the  financial  belt,  we  have  been  able  to  reduce  some 
expenses  of  the  Association  over  the  last  two  years.  Also  in  1996, 
we  were  able  to  budget  4%  ($100,000)  to  be  applied  to  reserves  and 
at  the  end  of  the  year  were  able  to  put  an  additional  $100,000  in 
reserves  due  to  additional  reduced  expenses.  The  budget  for  1997 
calls  for  1.18%  of  our  budget  to  be  directed  to  reserves. 

The  long-standing  investment  policy  of  the  Association  as  out- 
lined in  the  Bylaws  needs  more  flexibility . The  Finance  Committee 
and  the  Board  of  Trustees  supports  Bylaw  Amendment  No.  2-97 
“TMA  Investment  Policy.”  If  adopted,  the  Board  would  set  invest- 
ment policy  and  those  policies  would  be  made  known  to  the  House 
of  Delegates  as  part  of  the  annual  report  of  the  secretary/treasurer. 

I wish  to  thank  the  other  members  of  the  Finance  Committee, 
Ronald  E.  Overfield,  MD,  Nashville,  and  Clark  E.  Julius,  MD, 
Knoxville,  for  their  support  and  assistance  in  overseeing  funds  of 
the  Association  for  this  past  year. 


STATEMENT  OF  FINANCIAL  POSITION 

Year  Ended  December  31 
19%  1995 


Current  Assets 

Cash  and  Cash  Investments 


Operating  Cash 

$1,125,818 

$ 934,689 

Reserve  Cash 

700,000 

500.000 

Total  Cash/Investments 

1,825,818 

1 ,434,689 

Investment  in  TMA  Physician 
Services,  Inc. 

1,000 

1,000 

Other 

18.226 

1.633 

Total  Current  Assets 

1.845.044 

1.437.322 

Land,  Building  & Improvements, 
Equipment  & Autos 
Land 

876,995 

876,995 

Building 

1,609,326 

1,609,326 

Tenant  Improvements 

120,965 

120,965 

Office  Equipment 

299,868 

287,881 

Automobile 

18,571 

18,571 

Information  Systems  Project 

295.637 

200.877 

3,221,362 

3,114,615 

Less  Accumulated  Depreciation 

(759.625) 

(608.772) 

Land,  Building  & Improvements, 
Equipment  & Autos-Net 

2.461.737 

2.505.843 

Total  Assets 

$4,306,781 

$3,943,165 

Current  Liabilities 

Accounts  Payable  & 
Accrued  Expenses 

$ 11,999 

$ 12,626 

Dues  Collection  Escrow 

987,960 

842,142 

Unearned  Income 

9,907 

7,000 

SunTrust  Capital  Lease 

77.893 

44.086 

Total  Current  Liabilities 

1,087,759 

905,854 

SunTrust  Capital  Lease 

168,624 

156,791 

Tenant  Deposits 

2.000 

2.000 

Total  Liabilities 

1,258,383 

1,064,645 

Net  Assets 

3.048.398 

2.878.520 

Total  Liabilities  and 
Net  Assets 

$4,306,781 

$3,943,165 

Tennessee  Medicine  ~ June,  1997 


STATEMENT  OF  ACTIVITIES 


Year  Ended  December  31 
1996  1995 

Revenue 


Membership  Dues 

$1,993,470 

$1,757,895 

Annual  Meeting 

71,555 

1 14,350 

Journal 

78,228 

59,549 

Investment  Income 

82,1 18 

69,612 

TMA  Physician  Services-Dividends 

75,000 

175,000 

AMA  Collection  Fees 

3 1 ,496 

33,877 

Information  System  User  Fees 

39,100 

Subsidiary  Administration 

42,999 

Specialty  Society  Administration 

53,210 

27,716 

Rental  Income 

117,543 

1 30,977 

CME  Programs 

7,480 

20,230 

Other 

14.577 

49.570 

Total  Revenue 

$2,606,776 

$2,438,776 

Expenses 

General  Administrative 

$991,336 

$971,775 

Administrative  Support  & Services 

48,969 

58,496 

Travel 

54,165 

47,953 

Officers  and  Members 

109,241 

1 19,823 

Impaired  Physician  Program 

150,525 

74,175 

Committees 

2 1 ,966 

20,586 

Legislative  Committee 

73,183 

89,340 

Continuing  Medical  Education 

12,268 

10,977 

Annual  Meeting 

101,050 

1 13,653 

Taxes 

88,21  1 

87,537 

Headquarters 

82,101 

84,445 

Journal 

147,065 

124,432 

Minor  Equipment 

5,284 

Student  Education  Fund 

125,438 

123,625 

Specialty  Society  Administration 

61,806 

46,345 

Other  Organizations 

22,637 

20,032 

CARE  Program 

156,614 

158,590 

Information  Systems 

17,953 

Interest  on  Capitalized  Lease 

14,578 

Legal  Fund 

1 14,265 

Contingencies 

1,654 

42,486 

Depreciation 

150.854 

124.798 

Total  Expenses 

$2,436,898 

$2,433,333 

Change  in  Net  Assets 

169,878 

5,443 

Beginning  of  the  Year 

2.878.520 

2.873.077 

End  of  the  Year 

$3,048,398 

$2,878,520 

Report  of  the  Judicial  Council 

H.  Victor  Braren,  MD,  Chairman 

The  Judicial  Council  of  the  Tennessee  Medical  Association  met 
in  full  session  once  following  its  organizational  meeting  during 
TMA’s  April  1996  House  of  Delegates  meeting. 

The  Judicial  Council,  per  Resolution  No.  10-96,  surveyed  TMA’s 
component  medical  societies  in  late  1996  to  determine  whether  they 
had  adopted,  and  were  following,  the  TMA  Board  of  Trustees  ap- 
proved Peer  Review  Procedures  Guidebook.  As  TMA  members  are 
aware,  component  medical  societies  are  primarily  responsible  for 
reviewing  such  complaints,  whether  they  are  received  from  patients 
or  other  members  of  the  general  public.  TMA  performs  an  important 
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self-policing  function  that  otherwise  would  fall  on  the  hands  of  the 
state.  Many  patients  file  grievances  instead  of  malpractice  cases  or 
licensure  complaints  as  the  TMA  peer  review  system  provides  an 
important  alternative  venue  for  grievance  resolution. 

I am  pleased  to  report  that  the  vast  majority  of  societies  do  fol- 
low the  guidebook.  We  were  able  to  address  some  societies’  ques- 
tions about  how  the  guidelines  are  to  be  incorporated  and  followed. 
TMA  staff  will  be  providing  further  follow-up  on  the  survey  in  the 
coming  weeks  with  brief  presentations  as  needed.  Only  one  compo- 
nent society  reported  sanctioning  one  of  its  members  when  the 
grievance  resolution  process  was  not  satisfactorily  able  to  address 
the  complainant’s  concerns. 

The  TMA  Board  of  Trustees’  Executive  Committee  requested  that 
the  Council  additionally  survey  the  societies  to  determine  whether 
and  to  what  extent  they  permit  osteopathic  physicians  to  join  as 
either  affiliate  or  fully  active  (with  attendant  voting  rights)  mem- 
bers. Of  the  41  societies  that  responded  by  the  time  of  this  report’s 
drafting,  fully  20  societies  accepted  osteopathic  physicians  as  full 
members  (with  two  additional  societies  filing  conflicting  reports). 
Four  more  accept  osteopaths  as  affiliates,  and  12  do  not  accept  them 
for  membership.  Some  societies  reported  that  they  were  awaiting  a 
TMA  Bylaws  change  before  proceeding  with  active  member  slots. 

I consider  this  a successful  year  for  the  Council.  As  chairman,  I 
wish  to  thank  all  of  the  members  of  the  Judicial  Council  for  their 
willingness  to  serve  TMA  in  this  important  capacity,  those  TMA 
members  who  assist  in  local  peer  review  matters,  and  the  excellent 
TMA  staff  support  which  the  Judicial  Council  has. 


Report  of  the  Chief  Executive  Officer 

Donald  H.  Alexander 

In  my  first  CEO  report  last 
year,  I outlined  what  1 thought 
was  one  of  the  critical  issues  for 
organized  medicine  for  the  next 
century.  That  issue  was  the 
fractioned  and  disjointed  situa- 
tion facing  the  House  of  Medi- 
cine. Tennessee  is  no  exception 
to  the  climate  of  separation  and 
splinter  groups  in  organized 
medicine,  i.e.,  specialty  pitted 
against  specialty,  primary  care 
against  non-primary  care,  em- 
ployed physicians  vs.  indepen- 
dent practice,  and  managed  care 
capitation  vs.  traditional  fee  for 
service.  No  one  is  opposed  to 
individualism  or  specialty  inter- 
est organizations.  What  orga- 
nized medicine  is  concerned  with  is  when  third  parties  use  our  di- 
verseness in  medicine  to  play  the  old  game  of  divide  and  conquer. 
They  play  this  game  exceptionally  well. 

With  this  atmosphere,  the  TMA  set  out  on  course  with  a goal  to 
have  the  medical  community  in  Tennessee  try  to  focus  on  those 
things  that  are  of  common  interest  to  all  physicians  and  capitalize  on 
that  strength.  At  the  same  time,  we  are  working  on  closing  the  gap 
on  those  areas  of  disagreement.  The  results  of  this  effort  have  pro- 
duced a new  independent  organization  in  Tennessee  known  as  the 
Tennessee  Council  on  Medical  Specialty  Societies.  Participation  in 
this  “organization  of  societies”  is  open  to  all  organized  statewide 


TMA  MEMBERSHIP  REPORT 
As  of  December  31,  1996 


1996 

1995 

1994 

1993 

1992 

Dues  Paying  Active  Members 

5,307 

5,085 

5,121 

5,078 

5,140 

Dues  Paying  Resident  Members 

91 

85 

77 

71 

78 

Dues  Exempt  Members 

1,488 

1,586 

1,400 

1,393 

1,322 

Veteran  Members 

(868) 

(636) 

(599) 

(506) 

(487) 

Military,  Disabled  & Retired 

(243) 

(400) 

(372) 

(446) 

(426) 

Student  Members 

(377) 

(550) 

(429) 

(441) 

(409) 

TOTAL 

6,886 

6,756 

6,598 

6,542 

6,540 

Deaths 

61 

33 

62 

49 

57 

AMA  Members  from  Tennessee: 


TMA  Members  4,783 

TMA  Direct  Members  146 

Total  AMA  State  Members  4,929 

Non-AMA  State  Members  1.570 

STATE  TOTAL  6,499 


75%  of  TMA  members  are  AMA  members 

medical  specialty  societies.  This  forum  has  tremendous  potential  to 
bring  us  all  closer  together,  where  through  combined  resources  and 
influence,  we  show  third  parties  in  Tennessee  that  the  federation  of 
medicine  is  together,  and  we  are  a force  with  which  to  be  reckoned. 

The  TMA  leadership  and  staff  continue  on  a course  set  out  by 
the  strategic  plan  presented  to  the  House  of  Delegates  last  year.  This 
plan  is  a flexible  approach  to  providing  those  services  and  benefits 
to  physicians  according  to  their  expressed  identified  needs.  We  have 
had  to  make  some  hard  decisions  to  downsize  and  restructure  com- 
mittee activities  to  be  responsive  to  the  membership.  Several  long- 
time activities  and  projects  have  been  eliminated  to  make  room  for 
new  approaches  while  maximizing  our  revenue.  TMA  can  no  longer 
be  “all  things  to  all  people.”  Our  membership  and  their  needs  as 
expressed  by  the  majority  is  our  directive.  We  have  just  completed  a 
new  survey  of  the  membership,  the  results  of  which  will  be  a incor- 
porated into  the  strategic  plan. 

The  TMA  continues  to  fight  for  those  things  which  will  preserve 
the  physician-patient  relationship.  The  major  initiative  of  the  TMA 
and  the  General  Assembly  this  year  will  be  an  effort  to  pass  the 
Patient  Advocacy  Act.  If  adopted,  this  will  do  more  for  physicians 
to  ease  their  frustration  and  hassles  with  managed  care  organizations 
and  other  third  party  payors.  We  have  been  forced  into  legislative 
battles  as  well  as  battles  in  the  legal  system.  This  year  alone  we 
have  been  involved  in  six  lawsuits  on  behalf  of  physicians  mainly  as 
a friend  of  the  court. 

Many  physicians  continue  to  face  uneasiness  as  members  of  their 
hospital  medical  staff.  Physicians  have  good  cause  to  be  uneasy 
when  the  concept  of  staff  membership  turns  to  one  of  employment 
and  ownership.  To  provide  leadership  and  a voice  in  this  setting,  we 
have  reactivated  the  TMA  Organized  Medical  Staff  Section,  which 
will  serve  as  a conduit  to  physicians  who  may  not  currently  have  a 
voice  in  the  changing  hospital  environment.  We  also  are  assisting 
physicians  directly  in  their  practice,  having  arranged  this  past  year 
for  health  care  contract  review  service  at  a very  nominal  fee.  Most 
recently  the  TMA  embarked  on  seminars  in  six  locations  across  the 
state  to  advise  physicians  on  new  fraud  and  abuse  provisions  in  the 
Kennedy/Kassebaunt  adopted  act  of  1996.  Representatives  from  600 
physicians’  offices  attended  these  seminars.  This  too  is  a direct 
practice  enhancement  opportunity  provided  by  the  TMA.  Many  of 
the  problems  facing  physicians  in  this  new  law  have  to  do  with 
coding  practices  and  procedures.  To  further  aid  physicians’  offices, 
special  coding  workshops  are  now  being  conducted  under  the  aus- 
pices of  TMA  Physician  Services,  Inc.  So  when  you  hear  the  ques- 
tion, “What  is  the  local  society  or  TMA  doing  for  me?”  these  are 
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but  a few  of  the  things  we  are  presently  doing. 

Organized  medicine  in  Tennessee  is  blessed  with  excellent  lead- 
ership. To  enhance  leadership  opportunities  and  provide  tools,  in 
January  the  TMA  completed  its  third  consecutive  leadership  sum- 
mit. While  some  100  members  availed  themselves  of  this  opportu- 
nity, many  other  societies  have  not  been  represented  at  any  of  the 
sessions.  In  addition,  some  societies  do  not  have  representation  in 
the  House  of  Delegates.  For  organized  medicine  to  be  at  full 
strength,  physicians  must  accept  leadership  roles  and  join  their  col- 
leagues in  the  preservation  of  the  profession  of  medicine.  Staff  very 
ably  does  its  part  in  caring  for  the  objectives  and  directives  of  phy- 
sicians. However,  without  a commitment  from  all  members  to  do 
their  share,  we  will  continue  to  operate  at  a handicap. 

As  I network  with  my  colleagues  and  other  associations,  I find 


voluntcerism  on  the  decline,  not  just  in  organized  medicine.  Our 
challenge  is  to  provide  a place  for  all  physicians  to  have  meaningful 
involvement.  But  first  we  must  find  out  at  what  level  do  our  volun- 
teers want  to  be  involved.  We  will  continue  to  assess  the  interest 
level  with  our  periodic  membership  surveys.  We  have  tremendous 
untapped  resources  within  our  membership. 

A continuing  part  of  my  annual  report  will  be  to  give  you  a 
snapshot  of  our  membership  of  the  previous  year  (Table).  Our  mem- 
bership staff  has  laid  out  a very  involved  and  aggressive  campaign 
for  1997  in  an  effort  to  have  members  reach  out  to  their  colleagues, 
one-on-one.  There  are  even  rewards  for  those  members  who  recruit 
new  members.  Without  our  base  membership,  we  could  not  survive. 
Without  new  members  we  cannot  advance  new  and  varied  services 
to  meet  the  needs  of  physicians. 


Mill 


"Be  part  of  a world-class  operation , 
And  lose  the  residency  blues. " 


w 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

CALL  TODAY! 
(800)624-5293 

AIR  FORCE  RESERVE 

A GREAT  WAY  TO  SERVE 
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News  and  Views 


Letters  to  the  Editor 


Cloning  Around  With  Nature 

Here  we  go  again  cloning  around  with  mother  nature.  Once 
again  advances  in  science  and  modem  technology  have  created 
another  monster.  The  recent  successful  cloning  of  a Finn  Dorset 
sheep  at  the  Roslin  Institute  in  Scotland  by  Dr.  Ian  Wilmuth  has 
again  opened  a floodgate  of  moral  and  ethical  questions  that  so- 
ciety is  ill  prepared  to  answer.  For  even  though  it  has  been  done 
only  in  animals  thus  far,  it’s  not  a question  of  if,  but  when  it  will 
be  done  in  humans. 

The  taking  of  DNA  from  an  adult  cell  and  manipulating  it  in 
test  tubes  to  allow  it  to  form  into  an  embryo  and  be  transplanted 
in  the  uterus  of  another  or  even  oneself  raises  so  many  questions 
that  they  cannot  all  be  listed  here.  Some  of  the  more  obvious 
ones  do  bear  mentioning,  though.  Will  women  be  able  to  clone 
and  carry  themselves  and  thus  eliminate  the  need  for  men  in  the 
reproductive  cycle  altogether?  Will  society  condone  cloning  of  in- 
dividuals in  need  of  transplants  for  “perfect  match”  donor  parts? 
Will  we  or  should  we  clone  the  dead  or  dying?  Will  a clone  be  a 
twin  or  an  offspring  or  a beta-self?  Can  one  marry  a clone  of 
oneself  or  newer  clone  of  one’s  spouse?  And  then  there  will  be  the 
psychological  problems  these  odd  and  new  members  of  society 
will  have  to  face.  Since  there  is  only  one  set  of  DNA  in  these 
new  beings  there  will  also  be  an  increase  in  diseases  associated 
with  autosomal  recessive  gene  traits  such  as  cystic  fibrosis,  and 
X linked  chromosome-related  genetic  defects  such  as  muscular 
dystrophy  in  their  offspring.  And  problems  that  we  cannot  even 
think  of  today  will  become  apparent  in  the  future. 

To  a lesser  degree,  the  same  sort  of  ethical  questions  were  raised 
in  the  1 980s  with  the  development  of  in-vitro  fertilization.  Many 
people  felt  that  the  ability  to  bypass  natural  conception  and  join 
an  egg  and  a sperm  in  a test  tube  came  too  close  to  manipulating 
the  laws  of  nature  and  of  God.  And  even  though  these  proce- 
dures have  been  successfully  carried  out  on  humans  for  over  a 
decade  now,  we  still  haven’t  answered  all  the  legal  and  moral 
questions  brought  on  by  their  use,  and  a decade  from  now  we  will 
still  be  trying  to  sort  out  those  associated  with  cloning  humans. 

As  a man  of  science,  I see  firsthand  and  can  attest  to  the  great 
benefits  that  science  and  technology  have  afforded  human  be- 
ings in  our  fight  against  illness  and  disease  and  the  prolongation 
of  life.  However,  I must  also  admit  that  the  ability  to  resuscitate 
and/or  prolong  the  life  of  the  otherwise  dead  or  dying  has  also 
caused  moral  and  ethical  problems  of  their  own  that  society  has 
yet  learned  to  deal  with.  But  now  we  are  not  only  trying  to  pro- 
long life,  but  coming  ever  closer  to  creating  it. 

As  a God-fearing  man,  I cannot  help  but  wonder  if  this  is  not 
another  futile  attempt  by  humankind  to  find  the  fountain  of  youth 
and  gain  eternal  life.  Was  it  not  enough  that  our  kind  who  were 
first  put  forth  on  the  earth  ate  of  the  tree  of  the  knowledge  of 
good  and  evil  and  were  cast  out  of  paradise,  but  now  must  we  try 
to  eat  of  the  tree  of  life  as  well?  I am  convinced  that  all  this 
cloning  around  with  nature  will  not  bring  us  any  closer  to  eternal 
life  but  instead  will  take  us  another  step  further  away  from  the 
Garden  of  Eden. 

Mike  Foster,  MD 

401  Southcrest  Circle,  Suite  201 

Southaven,  MS  38671-4744 


In  Memoriam 


George  N.  Taylor  Jr.,  age  78.  Died  March  28,  1997.  Graduate 
of  Meharry  Medical  College.  Member  of  Chattanooga-Hamilton 
County  Medical  Society. 

Andrew  B.  Thach  Jr.,  age  86.  Died  March  23,  1997.  Graduate 
of  Vanderbilt  University  School  of  Medicine.  Member  of  Nash- 
ville Academy  of  Medicine. 

Robert  P.  Ttirner,  age  84.  Died  April  15,  1997.  Graduate  of 
Vanderbilt  University  School  of  Medicine.  Member  of  Wilson 
County  Medical  Society. 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

BEDFORD  COUNTY  MEDICAL  SOCIETY 

Karen  M.  Schleehauf  MD,  Shelbyville 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Willem  E.  Bok,  MD,  Cleveland 
Kenneth  H.  McCarley,  MD,  Cleveland 

COCKE  COUNTY  MEDICAL  SOCIETY 

Kevin  L.  Uptergrove,  MD,  Newport 

MONROE  COUNTY  MEDICAL  SOCIETY 

Hasmukh  V.  Kanabar,  MD,  Madisonville 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Stephen  J.  Barton,  MD,  Clarksville 
Tom  G.  Grabenstein,  MD,  Clarksville 
William  P.  Grabenstein,  MD,  Clarksville 
My  T.  Nguyen,  MD,  Clarksville 
Samson  K.  Orusa,  MD,  Clarksville 
Stephen  H.  Percelay,  MD,  Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Wendy  P.  Baker,  MD,  Nashville 
Eugene  P Chambers  Jr.,  MD,  Nashville 
Arleen  Chung,  MD,  Nashville 
Steven  J.  Hoff,  MD,  Nashville 
Drew  A.  Kreegel,  MD,  Hermitage 
Steven  B.  S hankie,  MD,  Nashville 
Gray  C.  Stahlman,  MD,  Nashville 

OVERTON  COUNTY  MEDICAL  SOCIETY 

Deborah  S.  Duffield,  MD,  Monroe 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Leigh  A.  Young,  MD,  Kingsport 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Glenn  E Nabors,  MD,  Gallatin 

WASHINGTON-UNICOI-JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Elizabeth  C.  McCord,  MD,  Johnson  City 
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AMA  Physician  Recognition  Awards 


The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  December  1996  through 
March  1997.  This  list,  supplied  by  the  AMA,  does  not  include 
members  who  reside  in  other  states.  Physicians  can  receive  the 
PRA  certificate  valid  for  one,  two,  or  three  years.  For  the  one-year 
award,  physicians  report  50  hours  of  continuing  medical  education, 
including  20  hours  of  Category  1;  for  the  two-year  award,  physi- 
cians report  100  hours  of  CME,  including  40  hours  of  Category  I; 
for  the  three-year  award,  physicians  report  150  hours  of  CME,  60 
of  which  are  Category  1.  Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

December  1996 

DUNBAR,  LAURA  LU,  Nashville 
JAYAKODY,  FRANK  LORENZ,  Shelbyville 
LLOYD,  KENNETH  M,  Nashville 
MITCHELL,  THOMAS  R,  Franklin 

January  1997 

ARNOLD,  VALERIE  KAPLAN,  Memphis 
BIHL,  PATRICIA  MARIE,  Nashville 
BINGHAM,  TERRY  MARSHALL,  Harriman 
BROWN,  BRUCE  BARTON,  Union  City 
BUCHALTER,  ROBERT,  Memphis 
COUCH,  BILLY  LANIER,  Humboldt 
FINKE,  FREDERICK  LEROY,  Nashville 
HAGAN,  KEVIN  FRANCIS,  Nashville 
KAVANAGH,  EUGENE  L,  Rogersville 
MAURICIO,  LILIA  D,  Lawrenceburg 
MILLS,  RALPH  LEE,  Johnson  City 
ORCUTT,  THOMAS  WILLIAM,  Nashville 
RABON,  RANDAL  JOSEPH,  Johnson  City 
SCHULTENOVER,  STEPHEN  J,  Nashville 
WAHL,  ROBERT  WILHELM,  Nashville 
WALTON,  JOSEPH  ALBERT,  Johnson  City 
WHETSELL,  WILLIAM  OTTO,  Nashville 
WOOD,  ROBERT  HANCOCK,  Crossville 
YOUREE,  CYNTHIA  CATLETT,  Brentwood 
February  1997 

ALLEN,  GEORGE  EDWARD,  Ooltewah 
ANDREWS,  SUSAN  TOY,  Murfreesboro 
BREEDEN,  RICHARD  LEE,  Tullahoma 
CANCELLARO,  LOUIS  ANTHONY,  Johnson  City 
CLARK,  JAMES  WARNER,  Church  Hill 
DUNCAN,  THOMAS  CLYDE,  Nashville 
FELDHOUSE,  DOREEN  ELEANOR,  Dyersburg 
GRAY,  ROLAND  WILLIAM,  Nashville 
HARTING,  DON  CHARLES,  Cleveland 
HAYDEN,  JOHN  WILLIAM,  Memphis 
HEAD,  HAROLD  DAVID,  Chattanooga 
HOLT,  BEVLEY  DAN,  Greeneville 
IKARD,  ROBERT  WINSTON,  Nashville 
LORCH,  VICHIEN,  Knoxville 
MC  NEELEY,  HOWARD  BENSLEY,  Norris 
MERRICK,  BRYAN  HALE,  McKenzie 
METCALFE,  JAMES  KENNETH,  Signal  Mountain 
MILLER,  KENNETH  T,  Oak  Ridge 
MONTGOMERY,  TONY  JOHNSON,  Clarksville 


O’CONNELL,  JAMES  JOSEPH,  Chattanooga 
PESCE,  RICHARD  ROCCO,  Chattanooga 
PETRILLA,  DIANE  LOUISE,  Sewanee 
POSTON,  WILLIAM  MASON,  Memphis 
SHULL,  JOHN  ALBERT,  Chattanooga 
SMITH,  ARCHIBALD  Y,  Signal  Mountain 
WHITE,  CHARLES  WESLEY,  Lexington 
WHITFIELD,  THOS  C RYE,  Brentwood 
WINTER,  EUGENE  JULIAN,  Nashville 
WORTHINGTON,  WINSTON  HALL,  Knoxville 
March  1997 

DAO,  ANH  HUU,  Nashville 
DONALDSON,  ROBERT  CARTER,  Kingsport 
ELDER,  ROBERT  FRANK,  Knoxville 
ELIAS,  DAVID  BRIAN,  Chattanooga 
FLEMING,  PHILIP  EDWARD,  Nashville 
GILES,  JAMES  WILLIAM,  LaFollette 
HARTSELL,  MICHAEL  H,  Greeneville 
HARTZHEIM,  PAUL  DAVID,  Springfield 
HOOD,  MICHAEL  T,  Newport 
HOROWITZ,  DAVID  HARVEY,  Nashville 
KIRILUK,  RANDY  MARK,  Seymour 
KNOWL1NG,  ROBERT  EDWARD,  Knoxville 
KOURANY,  RONALD  FREDERIC,  Nashville 
LONG,  SAMMIE  INEZ,  Nashville 
MC  KEE,  DAVID  EARL,  Madison 
MICHALS,  HERBERT  JAMES,  Kingsport 
O’DAY,  DENIS  MICHAEL,  Nashville 
REATH,  DAVID  BROOKE,  Knoxville 
SCHULTZ,  RICHARD  LANG,  Oak  Ridge 
SMITH,  LANG,  Columbia 
STANLEY,  DAVID  GRANVILLE,  Oak  Ridge 
TAYLOR,  JAMES  WALTER,  Knoxville 
WOLFE,  LAWRENCE  KENNETH,  Nashville 


Board  of  Medical  Examiners 


Minutes  - March  1997 

Name:  Thomas  W.  Conway,  MI)  (Newport) 

Violation:  Provided  pre-signed  prescription  pad(s)  for  the 
use  of  his  nurse  practitioner  not  authorized  to  prescribe  con- 
trolled substances. 

Action:  Per  agreed  order,  assessed  civil  penalties  totaling  $500. 

Name:  Yie-Fei  Shih,  MD  (Chamblee,  GA) 

Violation:  Dispensing,  prescribing,  or  otherwise  distribut- 
ing any  controlled  substance  or  any  other  drug  not  in  the  course 
of  professional  practice,  or  not  for  a legitimate  medical  pur- 
pose, or  not  in  good  faith  to  relieve  pain  and  suffering,  or  not  to 
cure  an  ailment,  physical  infirmity,  or  disease;  dispensing,  pre- 
scribing, or  otherwise  distributing  to  any  person  a controlled 
substance  or  other  drug  if  such  person  is  addicted  to  the  habit  of 
using  controlled  substances  without  making  a bona  fide  effort 
to  cure  the  habit  of  such  patient. 

Action:  Per  agreed  order,  license  suspended  for  three  years, 
all  except  90  days  of  suspension  stayed;  assessed  civil  penalty 
of  $4,000. 
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Personal  News 


S.  Terry  Canale,  MD,  Memphis,  has  been  named  to  the  board 
of  directors  of  the  American  Academy  of  Orthopaedic  Surgeons. 

Leon  H.  Cochran,  MD,  Nashville,  has  been  certified  as  a Dip- 
lomate  of  the  American  Board  of  Internal  Medicine. 

Larry  Gurley,  MD,  Nashville,  has  been  certified  in  advanced 
operative  laparoscopy  and  hysteroscopy  by  the  Accreditation 
Council  for  Gynecologic  Endoscopy. 

John  C.  Neff,  MD,  Knoxville,  has  been  certified  as  a Diplo- 
mate  of  the  American  Board  of  Medical  Management. 


CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization 
conducting  such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 


Special  Conferences/Seminars 


Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 


July  4-6 
July  14-18 

Aug  7-8 
Oct  9-12 
Dec  5-6 


Sonography/Doppler  Symposium — Asheville,  NC 
20th  Annual  Contemporary  Clinical  Neurology — 
Hilton  Head,  SC 

Endoscopic  Sinus  Surgery  Workshop 

3rd  Annual  Neonatology  Symposium — Asheville,  NC 

23rd  Annual  High-Risk  Obstetrics  Seminar 


For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 

Memphis 

Aug  4-9  Contemporary  Issues  in  Ob/Gyn — Destin,  Fla. 

Sept  25-26  28th  Memphis  Conference  on  the  Newborn 
Oct  25-28  International  Conference  on  Fetal  and  Neonatal 
Measurements 


Knoxville 

Sept  24-26  19th  Annual  Obstetric  Office  Ultrasound  Workshop 
Sept  29-Oct  1 2nd  Annual  Internal  Medicine  Symposium— Fall 
Creek  Falls,  Pikeville 

Oct  2 1 -22  2nd  Annual  Pediatric  Emergency  Medicine  & Trauma 
Symposium 

Nov  7-8  Cardiology  Update 

Chattanooga 

Oct  16-17  Aging  Patient 

Dec  4-5  Internal  Medicine  Update 

For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physicians  to 
participate  in  the  service’s  activities  for  a period  of  one  day  to  one 
week.  This  program  provides  an  opportunity  for  physicians  to  study 
in  depth  for  a specified  period.  The  schedule  of  activities  is 
individualized  in  response  to  the  physician’s  request  by  the 
participating  department.  The  experience  includes  conferences,  ward 
rounds,  audiovisual  materials  and  contact  with  patients,  residents 
and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical  College. 
Credit:  AMA  Category  1 of  the  Physician’s  Recognition  Award, 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Henry  A.  Moses, 
Ph.D.,  Director  of  Continuing  Education,  Meharry  Medical  College, 
1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 


East  Tennessee  State  University 

Continuing  Education  Schedule 

Aug  2-3  Southwest  Virginia  Pediatric  Conference 
Nov  1-2  Pumpkin  Patch  Pediatric  Conference 

Nov  2 Women’s  Health  Conference 

For  information  contact  Office  of  Continuing  Medical  Educa- 
tion, James  H.  Quillen  College  of  Medicine,  East  Tennessee  State 
University,  PO  Box  70559,  Johnson  City,  TN  37614,  Tel.  (423) 
929-4341. 


ERRATUM 

In  the  article,  “Tuberculosis  in  Shelby  County  and  Tennessee 
Correctional  Facilities,”  in  the  April  1997  issue  of  Tennessee 
Medicine  (90:138-140,  1997),  there  are  two  errors.  On  page 
138,  column  2,  line  10  reads  “Luttrell  Reception  Center  for 
Federal  Prisoners.”  The  phrase  “for  Federal  Prisoners”  should 
be  deleted.  Table  3,  on  page  139,  lists  “Cavitary,  Urinary, 
and  Cavitary,”  under  “Disseminated.”  One  of  the  cavitaries 
listed  under  the  Disseminated  should  be  Lymphatic.  We  regret 
any  inconvenience  this  may  have  caused. 
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Kids  Kare,  L.L.C.,  is  seeking  BC/BE 
physicians  to  join  an  established  gen- 
eral pediatrics  practice.  Join  us  in  a 
beautiful,  family-oriented  community 
for  a rewarding  career. 

Contact:  Kids  Kare 

1 35  West  Third  Street 
Cookeville,  TN  38501 
Attn:  Recruiting 

Phone:  (615)  526-6173 


Without  proper  estate  planning, 
most  of  what  you  own  could 
be  left  to  your  least  favorite  relative. 

Uncle  Sam. 

Call  now  for  your  7-step  guide 
to  estate  planning. 


Given  the  combined  force  of  estate,  income  and 
excise  taxes,  your  estate  could  lose  up  to  80%  of 
its  value.  Money  you've  worked  long  and  hard 
for.  Money  you  prefer  to  go  to  family,  charities 
and  friends.  To  learn  more  about  proper  estate 
and  trust  planning,  call: 

Brendan  Finucane,  Jr.,  Financial  Consultant, 
for  your  copy  of  "Practical  Estate  Planning: 

7 Steps  for  Presen'ing  Your  Wealth.'' 

Find  out  how  you  can  get  a complimentary 
Personal  Estate  Tax  Analysis. 

(800)  228-8517  or  (615)  269-2415 

Smith  Barney 

They  make  money  the  old-fashioned  way 
They  earn  it.’" 

Smith  Barney  does  not  provide  tax  or  legal  advice. 

You  should  consult  your  own  tax  or  legal  advisor. 

©1996  Smith  Barney  Inc.  Member  SIPC.  AMember of  TravelersGroupl 


CAA 

Carolyn  Avery  & 
Associates,  Inc. 

♦ Physician  and/or 
Staff  Consulting 

♦ On-Site  Training  and 
Seminars 

♦ Policies  and 
Procedures  Manuals 

♦ Employee  Handbooks 

POB  159012  • Nashville,  TN  37215-9012 

(615)383-6321  • Fax  (615)  385-9777 

‘‘Systems  for  Quality  Patient  Management 
In  Today’s  Healthcare  Environment” 
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(STERLING 

HEALTHCARE  GROUP 

EMERGENCY  MEDICINE 
OPPORTUNITIES— TENNESSEE 


Directorship,  Full-time  and  Part-time 

*Very  Competitive  Remuneration 
'Flexible  Scheduling 
'Independent  Contractor  Status 
'Paid  Malpractice  with  Extended  Coverage 
'Group  Philosophy  with  Support  of  National  Company 
'NO  RESTRICTIVE  COVENANTS 
Please  contact  Tim  Molyneux 
405  Madison  Ave.,  Toledo,  OH  43604 
or  fax  CV  to  (419)  249-6520 


RURAL  AREAS  SEEKING 
PRIMARY  CARE  PHYSICIANS 

Rural  Health  Services  Consortium,  Inc.,  which  operates  nine 
medical  centers  located  in  the  scenic  mountains  of  Northeast 
Tennessee,  is  accepting  CVs  from  physicians.  These  health 
care  centers  offer  competitive  wages  and  superior  benefits. 
This  consists  of  401 K,  mileage  reimbursement,  paid  malprac- 
tice insurance,  continuing  medical  education,  ten  official  holi- 
days off  with  pay,  and  relocation  is  available. 

If  interested  in  becoming  a part  of  our  work  team,  mail  CVs  to 
Ms.  Misty  Trent,  Rural  Health  Services  Consortium,  Inc.,  3825 
Hwy.  66  South,  Rogersville,  TN  37857.  Phone  (423)  272-9163, 
fax  (423)  272-4980,  e-mail  address  rhscmis@planetc.com. 
EOE 


CLINICIAN  TEACHER  POSITION 

The  Department  of  Family  Medicine  at  the  University  of  North  Caro- 
lina at  Chapel  Hill,  in  association  with  UNC  Hospitals  and  Chatham 
Hospital,  seeks  experienced  family  physicians  for  a Clinician 
Teacher  position  to  join  a newly  established  rural  family  practice 
clinical  teaching  site.  The  practice  provides  emergency  services 
to  Chatham  Hospital  in  addition  to  its  ongoing  comprehensive  care 
to  people  in  the  community  (obstetrics  included).  Preferred  candi- 
dates should  be  board  certified  in  Family  Practice  and  be  experi- 
enced in  community  practice  and  emergency  room  care.  Chatham 
Hospital  is  located  in  Siler  City,  which  is  the  largest  city  in  Chatham 
County  and  about  33  miles  from  Chapel  Hill.  Interested  applicants 
should  send  cover  letter  and  current  CV  to  P.  Richard  Olson,  MD, 
UNC  Department  of  Family  Medicine,  CB  #7595,  Chapel  Hill,  NC 
27599-7595.  UNC  is  an  EOE/AA/ADA  Employer.  Women  and  Mi- 
norities are  encouraged  to  voluntarily  identify  themselves. 


AIRPLANE  PARTNER  WANTED 

Looking  for  part  interest  or  partnership  for 
aircraft.  Will  split  cost  and  time. 

Call  Blair  Durham  at  Bart  Durham  Injury  & 
Accident  Law  Offices  in  Nashville. 

(615)  242-9000 


REFERRAL  SERVICE  OF  TENNESSEE 
MEDICAL  REFERRALS 
1-888-536-1500 

NOW.  ENROLLING  ALL 

MEDICAL  PROFESSIONALS 


BENEFITS  OF  MEMBERSHIP  : 

• BETTER  TIME  MANAGEMENT  FOR  OFFICE  STAFF 

• ONE  RESOURCE  TO  REFER  PATIENTS 

• BUILD  YOUR  PRACTICE  WITH  OUR  REFERRALS 

• PROVIDE  A SERVICE  FREE  TO  THE  COMMUNITY 


ENROLL  BEFORE  JULY  1 AND  RECEIVE 
FIRST  MONTH  ON  SERVICE  FREE! 


FOR  INFORMATION  CALL: 

1-888-536-1500 
or  615-486-1555 


"The  nation’s  fastest  growing 
locum  tenens  firm" 


YOUR  BEST  MOVE  FOR 

LOCUM  TENENS 

• Nationwide  opportunities 

• Government  settings  available 

• Occurrence  malpractice 

• Paid  travel,  licensure,  lodging 

Ask  for : 

John  Moberly,  ext.  2381  or 
Melanie  McReynolds,  ext.  2387 

(800)  685-2272 

http://zmvzv.locumsnet.com 


Staff  Care  is  proud  to  sponsor 
the  Country  Doctor  of  the  Year  Award 


Unable  to  place  J-1  orH-1  physicians 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  fol- 
lows: $35  for  the  first  50  words  ($25  for  TMA  mem- 
bers), 25  cents  for  each  additional  word.  Count  as 
one  word  all  single  words,  two  initials  of  a name, 
single  numbers,  groups  of  numbers,  hyphenated 
words,  and  abbreviations.  Advertisers  may  utilize  a 
box  number  for  confidentiality,  if  desired,  in  care  of 
Tennessee  Medicine,  PO  Box  120909,  Nashville, 
TN  37212-0909.  Use  of  this  box  in  an  ad  will  add 
eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th 
of  the  2nd  month  preceding  the  desired  month  of 
publication,  and  will  be  subject  to  approval.  No 
phone  orders  will  be  accepted.  Payment  must  ac- 
company order.  Each  listing  will  be  removed  after 
its  first  publication  unless  otherwise  instructed. 
Fee-for-service  agency  advertisements  are  not  ac- 
cepted in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine, 
PO  Box  120909,  2301  21st  Ave.  South,  Nashville, 
TN  37212-0909.  Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

PHYSICIAN  NEEDED— Part-time  in  Nashville,  8-16 
hours  per  week,  for  histories  and  physicals.  Fax  CV 
to  (615)  327-1720  or  call  (615)  327-1774. 


Team  Health  has  Immediate  Opportunities 


Directorships  & Regular  Staffing  Opportunities 

Greater  Chattanooga  Area  — Annual  ED  patient  volumes  for 
these  facilities  in  the  Chattanooga  area  range  from  12,000  to  18,000. 
Chattanooga  is  home  to  the  Tennessee  Aquarium  and  the  Chatta- 
nooga Choo  Choo. 

Greater  Knoxville  Area  — These  facilities  in  the  Knoxville 
area  have  annual  ED  patient  volumes  ranging  from  12,000  to 
40,000.  Knoxville  is  located  in  the  foothills  of  the  Smoky  Mountains 
in  beautiful  East  Tennessee. 

Greater  Nashville  Area  — This  area  has  several  facilities  with 
ED  volumes  ranging  from  18,000  to  30,000.  There’s  never  adull 
moment  with  all  of  the  recreational  and  cultural  opportunities 
provided  by  Tennessee’s  state  capital. 

Tri-cities  Area  — Approximate  annual  ED  patient  volume 
for  these  facilities  is  18,000  to  23,000.  The  Tri-cities  area  is 
nestled  in  the  foothills  of  the  Appalachian  and  Great  Smoky 
Mountains  of  northeast  Tennessee. 

Team  Health  is  seeking  EM,  IM  or  FP  physicians  for  these 
emergency  medicine  opportunities.  We  offer  competitive 
compensation,  flexible  scheduling  with  no  on-call  and  paid 
malpractice  insurance. 

For  more  information  about  these 
opportunities,  call  Lee  Ann  Long  at 

1-800-909-8366 

Visit  us  on  the  Internet  at  http://www.team-health.com 


TEAM 

HEALTH 


COLUMBIA  OPPORTUNITIES 
NORTHEASTTENNESSEE 

NORTHEAST  TENNESSEE  POSITIONS  AVAILABLE— All  located  in  the  same  area.  Family-oriented  community,  lo- 
cated in  the  beauty  of  the  mountains  and  lakes.  Population  57,000. 

#1  Need  three  Family  Practice  physicians  to  join  a practice  of  five  already  established  primary  care  physicians.  The 
practice  will  pay  you  an  exceptional  base  salary,  superior  benefits,  plus  incentives.  Plans  are  being  made  to  move 
to  a new  site  by  December  1997.  Excellent  call  schedule! 

#2  Primary  Care  physician  seeking  partner  for  private  practice.  Will  discuss  salary  guarantee  for  your  first  year  and 
other  incentives. 

#3  Family  Practice,  IM/Peds,  or  Peds  physicians  to  join  an  already  established  group,  seeking  to  form  a multispecialty 
group.  Will  discuss  either  salaried  or  guarantee  assistance.  New  office  building  in  process  with  move  expected  in 
summer  of  1998. 

#4  Bone  and  Joint  Specialty  Clinic  needs  Orthopaedic  Surgeon  to  join  two  other,  already  established  Orthopaedic 
Surgeons  in  private  practice.  Will  discuss  incentives. 

#5  Need  OB/GYN  physician  to  join  ten  physicians  in  private  practice.  Beautiful  office  space  available  with  excellent 
access  to  hospital  patients.  Fantastic  opportunity!  Position  available  in  July  1998. 

#6  Need  BC/BE  Urologist.  Will  discuss  salary  expectations  or  salary  guarantee  for  your  first  year. 

#7  Need  BC/BE  Vascular  Surgeon.  Will  discuss  salary  expectations  or  salary  guarantee  for  your  first  year  of  practice. 

For  more  information  and  confidential  consideration  on  any  of  the  positions  listed  above,  please  contact: 

Anne  Helvey,  Director  of  Physician  Services 
Columbia  North  Side  Hospital,  Columbia  Sycamore  Shoals  Hospital 
Columbia  Johnson  City  Specialty  Hospitals 
401  Princeton  Road 
Johnson  City,  TN  37601 
Phone  (423)  854-5805  or  Fax  (423)  854-5748 
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Our  Inpatient  Physician 
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Is  There  Life  After  Medicine? 


It  would  be  nice  to  have  enough  time  and  energy  to  do  everything  we  have  always  wanted  to 
do.  Busy  doctors  have  usually  had  to  delay  pursuing  other  interests  until  the  demands  of  daily 
practice  were  satisfied.  If  we  are  not  careful,  though,  those  other  interests  will  get  postponed 
indefinitely,  until  we  eventually  forget  them,  or  they  will  become  less  important  to  us  or  even 
seem  unachievable.  Concentrating  on  getting  and  spending  will  lay  waste  our  power  to  become 
involved  in  very  many  other  things,  and  cause  us  to  ignore  the  urge  to  have  outside  interests.  It 
is  an  unfortunate  situation  that  older  physicians  often  face  near  the  end  of  their  careers.  How 
does  one  stop  doing  the  only  thing  one  knows  how  to  do?  Once  we  retire,  how  will  we  occupy 
all  those  hours  that  30  or  40  years  of  busy  practice  has  accustomed  us  to  spending  taking  care  of 
our  patients? 

It  would  be  nice  to  have  enough  time  and  energy  to  do  everything  we  have  always  wanted  to 
do.  And  what  else  was  it  we  always  wanted  to  do?  Probably  nothing  that  would  be  so  rewarding 
or  satisfying  as  what  we  have  been  doing.  However,  most  of  us  do  have  other  talents  and  inter- 
ests. A few  of  us  have  true  talents  in  music,  art,  creative  writing,  or  mathematics.  Sadly,  most  of 
us  do  not.  Even  fewer  of  us  are  independently  wealthy  and/or  have  a family  business  apart  from 
the  daily  activities  of  a medical  practice.  Some  of  us  look  forward  to  travel,  resting,  writing,  or 
rocking  in  a chair  on  the  porch.  That  most  of  us  would  rather  practice  medicine  or  surgery  than 
anything  else  we  can  think  of  makes  choosing  other  pursuits  very  difficult. 

I have  been  fortunate  in  having  had  the  time  and  energy  to  do  everything  I have  always 
wanted  to  do,  which  is  to  be  part  of  the  best  profession  in  the  world.  When  the  time  comes  to 
quit  medical  practice  I'll  think  of  something  else  to  do. 

I wonder  when  I should  start  thinking  about  it? 

AAJP  . 
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Editorials 


John  B.  Thomison,  MD 


The  Spittin’  Image 

When  asked  why  he  wanted  to  climb  Mount  Everest,  Sir  Edmund  Hillary  is  said  to  have 
responded,  “Because  it’s  there.”  It  is  a characteristic  response  of  the  human  race,  and  accounts 
for  our  having  fire,  wheels,  the  electric  light,  the  airplane,  and  I suppose  the  Internet,  among 
countless  other  delights  and  instruments  of  mischief. 

Dr.  J.  Robert  Oppenheimer,  director  of  the  laboratory  at  Los  Alamos,  New  Mexico,  when 
and  where  the  atom  bomb  was  developed,  is  called  the  father  of  the  atomic  bomb  and  has  been 
widely  castigated  for  his  role  in  its  development,  which  is  a gross  injustice  in  that  he  was  only 
one  of  many  physicists  world-wide  who  were  avidly  pursuing  that  goal,  and  it  was  only  a 
question  of  whether  it  would  be  them  or  us.  One  way  or  another,  its  perfection  was  inevitable. 
All  those  physicists  who  had  for  years  been  grappling  with  the  splitting  of  the  atom  were  well 
aware  of  the  immense  power  they  would  be  unleashing  were  they  successful,  and  yet  they 
unswervingly  pressed  on  toward  the  mark,  considering  only,  they  aver — and  why  not — its  bless- 
ings and  not  its  curse.  Had  the  servants  of  another  power  reached  the  mark  sooner,  the  world 
today  would  be  a vastly  different  place,  whether  better  or  worse  I wouldn’t  want  to  say,  but 
certainly  very  different. 

Percy  Byshe  Shelley  has  always  been  one  of  my  favorite  poets.  While  he  was  poeting  away, 
though,  his  young  wife  Mary  was  deep  in  her  own  thoughts,  which  had  a different  bent.  She 
wrote  of  a scientist,  who  was  in  her  story  not  mad,  but  simply  inquisitive,  who  had  in  mind  to 
construct  a human  being  from  discarded  parts.  The  scientist’s  name  was  Dr.  Frankenstein,  a 
perfectly  normal  German  name,  which  has  come  to  be  equated  not  with  the  doctor,  but  with  his 
creation,  so  to  speak.  He  accomplished  his  purpose,  with  dire  results  that  he  perhaps  should 
have  foreseen,  or  at  least  the  possibility  of,  but  didn't.  For  much  of  the  time  he  was  skating  on 
thin  ice  so  far  as  the  legalities  of  the  project  were  concerned,  but  then,  what  the  hell!  So  he  stole 
a brain,  and  as  it  happened,  the  wrong  one.  That  it  worked  at  all  is  the  miracle,  but  then  it’s  only 
a story. 

Such  legal  and  moral  niceties  are  often  overlooked  in  the  heat  of  the  moment.  When  I was  a 
callow  youth  one  of  my  heros,  and  one  that  I had  a burning  desire  to  emulate  if  I had  only  had 
the  courage  and  the  physical  prowess,  was  a young  man  from  Memphis  named  Richard 
Halliburton,  who  in  a book  called  The  Royal  Road  to  Romance  wrote  a breathtaking  account  of 
his  wondrous  ’round  the  world  adventures.  I won’t  try  to  give  you  any  details,  because  someone 
borrowed  (stole)  the  copy  I once  had,  and  I can’t  check  on  my  less  than  perfect  memory.  Suffice 
it  to  say,  it  was  a boy's  dream,  in  which  he  did  things  as  he  came  upon  them,  not  always  legally, 
such  as  going  for  a swim  in  the  Taj  Mahal’s  reflecting  pool,  and  sometimes  of  questionable 
morality.  He  started  out  with  an  airplane,  but  as  I recall  he  cracked  it  up  somewhere  along  the 
way.  He  was  accused  of  making  a lot  of  his  story  up,  but  he  had  many  confirmatory  photo- 
graphs, and  those  who  knew  him  allowed  as  how  they  didn’t  doubt  him  for  a minute.  When  he 
came  upon  something  he  thought  needed  doing,  he  did  it  because  it  was  there. 

The  current  furor  filling  the  news  media  is  over  a Welch  lamb  named  Dolly.  Dolly  is  a clone 
of  another  sheep  derived  from  one  of  its  cells.  Whether  or  not  it  will  be  identical  is,  among 
others,  presently  an  open  question.  Since  elsewhere  in  this  issue  there  is  a well-researched 
article  presenting  the  technology  involved  and  the  technical,  moral,  and  ethical  problems  it 
raises,  that  is  all  I shall  say  about  cloning.  Those  issues  are  being  hotly  debated  in  the  halls  of 
learning  and  lawmaking  around  the  world.  The  matter  of  attempting  to  clone  human  beings  has 
already  been  outlawed  in  many  countries,  and  in  a number  of  these  United  States.  Would  those 
clones,  for  example,  have  souls?  (a  good  question  if  you  are  looking  for  throw-aways). 
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In  case  the  matter  of  throw-away  humanoids  horrifies  you,  remember  that  Western  technol- 
ogy didn’t  invent  the  idea.  Excavations  in  Xian,  China,  uncovered  a whole  army  made  of  pot- 
tery to  protect  an  emperor  in  the  next  life,  and  slaves  throughout  the  ages  were  regarded  as 
throw-away  surrogates. 

As  I have  attempted  to  demonstrate  in  the  foregoing  paragraphs,  though  making  cloning 
illegal  might  discourage  (though  not  prevent)  such  cloning  in  the  Western  world,  there  is  no 
assurance  it  will  not  take  place  elsewhere  (or  even  here,  for  that  matter).  In  a sense,  that  cat 
escaped  from  the  bag  not  centuries  but  millennia  ago,  but  if  you  don’t  buy  that,  then  try  the  time 
we  started  monkeying  around  with  genes.  However  you  would  have  it,  the  cat’s  out  of  the  bag 
now  and  sliding  down  the  slippery  slope,  as  the  saying  goes  today.  As  for  cloning,  you  know  the 
old  saying:  Where  there’s  a will  there’s  a way. 

And  now,  since  we’ve  come  this  far,  for  the  will  . . . well,  someone  will  eventually  be  suc- 
cessful “because  it’s  there,”  don’tcha  know.  That  is,  someone  will  be  successful  unless  God 
decides  to  do  to  us  what  He  did  to  the  builders  of  the  tower  at  Babel.  On  the  other  hand.  He  just 
might  let  us  seem  to  get  away  with  it  and  then  be  destroyed  by  our  own  humanoid  creations, 
who  (which?)  could  be  smarter  than  we  and  not  burdened  with  a soul.  I’d  say  why  don’t  you 
make  a movie  about  it,  but  it’s  already  been  done.  Several  times.  Except  that  so  far  humanity 
has  always  come  out,  if  not  exactly  a winner,  at  least  on  top. 

But  maybe  next  time,  in  real  life  .... 


To  be  precise,  and  paraphrasing  a well-known  commentary  on  the  affair  and  subsequent 
occurrences,  11  score  and  one  years  ago  our  fathers  brought  forth  on  this  continent  a new 
nation,  conceived  in  liberty  and  dedicated  to  the  proposition  that  all  men  are  created  equal. 

Well,  more  or  less.  What  is  more  or  less  in  this  context  is  not  to  the  number  of  years,  but  the 
proposition.  The  wording  is  that  of  Mr.  Jefferson,  with  the  help  of  Mr.  Madison.  That  anything 
could  have  been  adopted  at  all  in  July,  1776,  and  even  less  some  years  later  at  the  Constitutional 
Convention,  is  a tribute  to  the  statesmanship  of  the  fathers  Mr.  Lincoln  referred  to  and  to  the 
towering  presence,  both  physically  and  morally,  of  General  Washington.  All  of  the  delegates  to 
the  convention  were  men  of  strong  conviction  and  sometimes  unyielding  opinion,  and  they 
could  on  occasion  be  a quarrelsome  lot.  From  contemporary  accounts,  particularly  those  of 
Benjamin  Franklin,  the  patriarch  and  conscience  of  our  new  country,  the  proceedings  frequently 
teetered  on  the  brink  of  disaster,  and  were  saved  again  and  again  just  in  the  nick  of  time  from 
tottering  over  it,  along  with  our  incipient  heritage. 

For  reasons  that  I won’t  go  into  more  than  superficially,  because  I have  forgotten  a lot  of 
what  I once  knew  about  them  and  am  disinclined  to  look  them  up,  partly  out  of  sloth  and  partly 
because  of  time  constraints,  there  were  differences  of  opinion  as  to  just  who  it  was  that  were 
created  equal  and  what  that  implied,  a situation  similar  to  that  described  by  Mr.  George  Orwell 
on  his  animal  farm.  Not  only  was  slavery  an  institution  as  old  as  man,  but  with  the  dawn  of  the 
scientific  process  it  had  become  rather  widely  held,  even,  or  maybe  especially,  by  anthropolo- 


Eleven  Score  Years  Ago 
More 


The  World  is  so  full  of  a number  of  things 
I'm  sure  we  should  all  be  happy  as  kings. 


Nursery  rhyme 
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gists,  that  the  non-white  homo  erectus,  particularly  if  he  was  black,  belonged  to  subhuman 
species,  and  so  could  be  enslaved  with  impunity.  This  view  was  even  defended  on  biblical 
grounds  through  the  account  of  the  punishment  allegedly  meted  out  by  God  not  only  on  Ham, 
one  of  Noah’s  sons,  for  his  lack  of  discretion,  but  on  Ham’s  descendants  forever  and  ever.  More 
importantly,  of  course,  in  the  agrarian  culture  of  the  South,  to  which  incidentally  the  slaves 
were  imported  by  New  England  merchants  and  seamen,  it  was  convenient  and  also  good  busi- 
ness to  consider  it  so.  But  by  1776  the  Enlightenment  had  made  inroads  into  the  anthropologi- 
cal fiction,  even  if  not  on  the  economics.  In  the  midst  of  a civil  war  that  despite  popular  notions 
in  some  quarters  was  not  fought  over  the  right  to  own  slaves,  with  a stroke  of  Mr.  Lincoln’s  pen 
the  United  States  of  America  joined  every  other  civilized  country  in  the  world,  which  had  long 
since  abandoned  involuntary  servitude,  though  not  debtors’  prisons  and  indentured  service,  in 
making  it  illegal.  The  13th  Amendment  to  the  Constitution  did  not,  however,  abolish  slavery, 
nor  could  it. 

So  long  as  God  allows  man  free  will,  slavery  will  persist,  even  though  it  may  go  by  other 
names,  turning  out  that  way  after  starting  out  with  an  act  of  free  will.  It  is  not  confined  by  walls 
or  national  boundaries,  knows  nothing  of  race,  creed  or  origins,  and  may  be  physical  only 
secondarily.  The  world  has  in  the  past  two  centuries  become  so  filled  with  a number  of  things 
that  can  enslave  us,  not  all  of  them  inherently  evil  by  any  means,  that  perhaps  we  would  all  be 
happy  as  kings  if  we  used  them  properly,  or  at  least  mostly.  On  the  other  hand,  whether  kings, 
and  by  extension  queens  as  well,  are  happy,  is  of  course  debatable.  It  depends  first  on  one’s 
definition  of  happiness,  which  is  an  individual  thing.  But  more  to  the  point,  the  crown  has  on 
occasion  come  off  connected  to  the  head  bone,  which  might  or  might  not  eventuate  in  eternal 
bliss,  but  as  the  late  W.C.  Fields  is  alleged  to  have  had  inscribed  on  his  tombstone,  “On  the 
whole.  I’d  rather  be  in  Philadelphia.” 

There  are  still  a lot  of  things  wrong  with  the  land  of  the  free  and  the  home  of  the  brave,  and 
you  might  think,  sometimes  not  entirely  without  reason,  it  is  neither  of  those.  For  instance,  on 
the  day  after  the  CEO  of  the  biggest  hospital  chain  in  the  world  curtly  dismissed  a legitimate 
question  by  a stockholder  as  being  out  of  order,  and  the  chairman  of  a committee  of  the  state 
legislature  cut  off  legitimate  debate  because  the  questioner  was  stepping  on  the  sacrosanct  toes 
of  some  people  in  power,  a column  in  the  Nashville  Tennessean  reporting  on  the  affairs  had  in 
its  dateline  “Tiananmen,  Tenn.”  In  the  halls  of  power  from  Washington  on  down  the  truth  no 
longer  seems  to  matter,  and  those  presenting  contrary  evidence  seem  to  have  a way  of  mysteri- 
ously winding  up  dead,  and  sometimes  be  called  a suicide  even  in  the  absence  of  powder  burns. 

Once  man  got  tossed  out  of  Eden  on  his  ear,  God’s  rose  garden  vanished,  and  He  never 
promised  us  another  one.  In  fact,  quite  the  contrary.  He  didn't  even  beg  our  pardon,  and  for 
good  reason.  When  you  see  something  you  think  is  wrong,  do  your  best  to  change  it.  Speak  up. 
But  whatever  we  might  find  wrong  with  the  United  States  of  America  (I  can  give  you  my 
reaction  to  that  in  five  short  words:  Love  it  or  leave  it!)  all  most  of  us  have  to  do  is  leave  it  for  no 
more  than  a few  days  to  find  out  that  we  love  it  even  more  than  we  thought  we  would.  What  we 
find  is  that  there’s  no  place  like  home.  Absolutely  no  place.  It’s  as  Winston  Churchill  once  said 
about  democracy:  It’s  “the  worst  form  of  government  there  is — except  all  the  rest.” 

Think  about  that  while  you’re  enjoying  your  Fourth  of  July  picnic. □ 
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Practicing  Medicine 


Ethical  Questions 

Cloning  of  Dolly  Stirs  Hornet’s  Nest 

Tim  Sewell 


The  news  earlier  this  year 
about  the  cloning  of  a sheep 
by  researchers  in  Scotland 
has  a number  of  medical  pro- 
fessionals in  Tennessee  dis- 
cussing the  possibilities — and 
the  ethical  issues — related  to 
cloning  and  other  forms  of 
genetic  research. 

The  controversy  began  in 
February  when  Ian  Wilmut,  an 
embryologist  at  the  Roslin  In- 
stitute in  Edinburgh,  Scotland,  announced  the  first  cloning  of  a 
mammal — a lamb  named  Dolly. 

“Suddenly,  we’re  faced  with  all  kinds  of  ethical  questions 
that  before  would’ve  been  the  subject  of  a science  fiction 
movie,”  says  Carson  Strong,  professor  of  human  values  and 
medical  ethics  in  the  College  of  Medicine  at  the  University 
of  Tennessee,  Memphis.  “But  with  all  of  the  questions,  there 
really  are  only  two  big  overriding  issues.  Should  we  clone 
animals?  And  should  we  clone  human  beings?” 

Dolly  the  lamb  was  created  by  the  fusion  of  an  adult  ewe’s 
mammary  cell  (“donor  cell”)  with  an  enucleated,  unfertil- 
ized ewe  egg  (“oocyte”).  The  donor  cell  supplied  the  diploid 
genomic  DNA,  and  the  oocyte  supplied  the  maternal  factors 
needed  for  proper  embryonic  development.  Prior  to  fusion, 
the  donor  cell  was  cultured  with  very  few  nutrients,  resulting 
in  arrest  of  the  donor  cell  in  an  inactive  state.  The  DNA  of 
the  inactive  donor  cell  was  thus  “reprogrammed,”  since  the 
gene  expression  involved  in  determining  cellular  identity  had 
been  turned  off. 

The  fusion  of  the  donor  cell  and  oocyte  was  induced  us- 
ing a series  of  electrical  pulses.  The  pulses  also  simulated  the 
activation  signals  normally  associated  with  fertilization,  which 
caused  the  newly  fused  cell  to  initiate  embryonic  develop- 
ment. The  developing  embryo  was  cultured  for  six  days.  At 
that  time,  it  was  transferred  to  a recipient  ewe  and  the  em- 
bryo was  carried  to  term.  Out  of  the  29  embryos  implanted 
by  the  Scottish  research  team,  only  one  resulted  in  a live  birth. 

Charles  Lessman,  professor  in  the  department  of  microbiol- 


Tim  Sewell  is  a reporter  for  the  Memphis  Business  Journal  and 
writes  frequently  for  the  Memphis  Health  Care  News. 


ogy  and  molecular  cell  sci- 
ences at  the  University  of 
Memphis,  is  a specialist  in  re- 
productive biology.  He  points 
out  that  this  isn’t  exactly  the 
first  time  that  an  animal  has 
been  cloned. 

“We’ve  been  doing  clon- 
ing of  animals  for  a long 
time,”  Lessman  says.  “In 
terms  of  vertebrates,  frogs 
were  cloned  over  30  years 
ago.  The  thing  that’s  really  different  about  what  they  did  in 
Scotland  is  this:  They  took  a nucleus  from  an  adult  animal’s 
cell  and  used  that  to  control  an  egg  that  had  had  its  nuclear 
material  removed.  That  resulted  in  a viable  offspring. 

“This  is  like  one  more  step  in  a progression,”  Lessman 
adds.  “We’ve  been  able  to  take  cells  from  a tadpole,  remove 
the  nuclei  out  of  that  tadpole  cell,  put  that  into  an  egg  and  get 
a frog.  The  big  difference  is  to  get  that  to  occur  in  cells  from 
an  adult.  This  suggests,  scientifically,  that  any  cell  of  the  body, 
including  cells  of  the  adult  human,  could  theoretically  be  used 
to  direct  development  and  produce  another  individual,  as- 
suming you  have  an  egg  that  would  be  suitable.” 

As  Strong  points  out,  the  cloning  of  Dolly  raises  a num- 
ber bf  serious  questions  and  concerns.  In  the  first  place,  the 
science  used  to  produce  Dolly  is  not  well  understood,  and 
her  status  as  a duplicate  remains  unclear  due  to  the  numer- 
ous influences  upon  her  em- 
bryonic development.  For 
example,  scientists  do  not  yet 
know  if  there  are  any  poten- 
tial ill  effects  associated  with 
the  cloning  procedure.  They 
don’t  know  how  long  Dolly 
can  be  expected  to  live.  And, 
they  don’t  know  whether  she 
will  be  able  to  produce  off- 
spring. 

“There  are  so  many  ques- 
tions, from  both  a scientific 
and  an  ethical  standpoint,” 
Strong  says.  “I  think  we’re  all 


‘'[Cloning]  is  a huge  issue  now  and  it’s 
going  to  get  larger  and  more  complex  in 
the  coming  years.  We’re  going  to  be  forced 
to  examine  ethical  questions  that  physicians 
50  years  ago  wouldn ’t  have  dreamed  of.  ” 

Tom  Feagin 

Memphis  Consortium  on  Biomedical  Ethics 
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going  to  learn  a lot  from 
Dolly.” 

For  the  time  being,  it  re- 
mains unclear  as  to  which 
types  of  adult  cells  have  the 
ability  to  function  as  donor 
cells.  Adult  mammalian  cells 
can  be  at  varying  stages  of 
identity  determination  (“dif- 
ferentiation”). Cells  that  are 
in  the  early  stages  of  differ- 
entiation may  be  more  sus- 
ceptible to  the  cloning  pro- 
cedure’s reprogramming 
step.  Since  the  Roslin  scien- 
tists do  not  know  the  exact  identity  of  the  donor  cell  that 
contributed  the  genomic  DNA  to  Dolly,  the  extent  of  de-dif- 
ferentiation  required  to  sufficiently  reprogram  a donor  cell  is 
unknown.  Thus,  the  types  of  adult  donor  cells  useful  in  the 
cloning  procedure  may  be  limited. 

Scientists  also  have  to  consider  that  the  age  of  the  donor 
cell  may  limit  the  ability  of  the  donor  cell’s  genomic  DNA  to 
direct  normal  development.  During  the  aging  process,  cells 
naturally  acquire  genetic  mutations.  These  mutations  often 
go  unnoticed,  and  they  have  little  overt  physiological  effects 
in  an  adult.  Such  mutations,  however,  could  be  devastating 
in  an  early  embryo.  The  accumulated  mutations  of  an  older 
donor  cell  could  arrest  embryonic  development,  or  result  in 
severe  developmental  abnormalities  in  the  clone.  Therefore, 
it  may  be  dangerous  to  use  a donor  cell  from  an  80-year-old 
human  being  for  cloning. 

“That’s  what  we  call  the 
biological  clock,”  says  Tom 
Feagin,  an  internal  medicine 
specialist  and  a founder  of  the 
Memphis  Consortium  on 
Biomedical  Ethics.  “Cells 
from  a baby  grow  much  more 
rapidly  than  cells  from  an  80- 
year-old.  Research  done  in 
the  1970s  shows  that  the 
number  of  doublings  of  cells 
depends  on  the  species  from  which  the  cells  are  taken  as  well 
as  on  the  age  of  the  subject. 

“Life  has  a built-in  limitation  on  it,”  Feagin  adds.  “To  clone 
Dolly,  the  scientists  took  the  DNA  from  one  sheep  and  put  it 
into  an  egg  from  another  sheep.  The  question  is,  ‘Is  the  biologi- 
cal clock  built  into  the  DNA  or  is  the  clock  in  the  cytoplasm?”’ 

Another  question  that  scientists  have  is  this:  “How  closely 
will  Dolly  resemble  the  sheep  donating  the  genomic  DNA?” 
Theoretically,  Dolly  is  an  “exact  clone”  of  the  donor  sheep; 
however,  there  are  several  factors  that  would  prevent  her  from 


being  a complete  duplicate.  In  the  first  place,  the  genomic 
DNA  may  have  inclined  damage  during  the  cloning  procedure; 
thus  Dolly  may  not  be  genetically  equivalent  to  the  donor  sheep. 
Secondly,  Dolly’s  genomic  DNA  was  exposed  to  the  mater- 
nally-contributed contents  of  the  oocyte,  which  could  funda- 
mentally affect  her  development.  The  oocyte  contents  also  in- 
clude mitochondria,  which  contain  their  own  actively  expressed 
DNA.  Finally,  Dolly  was  exposed  to  a womb  environment  dif- 
ferent from  the  womb  environment  in  which  the  donor  devel- 
oped. Thus,  since  embryonic  development  depends  upon  these 
factors  as  well  as  the  actual  sequence  of  the  genomic  DNA, 
Dolly  may  be  quite  different  from  the  donor  sheep. 

It’s  those  very  factors,  along  with  other  environmental 
characteristics,  that  would  make  it  impossible  to  exactly  du- 
plicate a human  being,  according  to  Feagin. 

“If  you  clone  an  adult  human,  you'll  just  get  an  infant 
with  the  same  DNA,”  Feagin  says.  “That  baby  will  grow  up 
in  a different  time  with  different  life  experiences.  It  might 
turn  out  to  be  similar,  even  eerily  so,  to  the  cell  donor.  But,  it 
would  not  turn  out  to  be  the  same  person.  Genetics  is  just  one 
piece  of  a puzzle  that  includes  other  factors  like  education 
and  environment.” 

Feagin  also  throws  another  question  into  the  philosophi- 
cal side  of  the  debate  about  cloning  human  beings. 

“If  you  clone  a person,  will  the  clone  have  a soul?,”  Feagin 
asks.  “That’s  a highly  theological  question.  Where  does  the 
soul  come  from?  Do  we  think  of  the  soul  as  part  and  parcel 
of  the  physical  entity  that  is  a person?  Or,  as  many  religions 
proclaim,  are  our  bodies  just  containers  for  our  spirits?  A lot 
of  people  believe  the  spirit  is  eternal.  Where  does  that  spirit 

come  from  and  where  does  it 
go  after  our  physical  death  ?” 
While  the  idea  of  cloning 
a human  being  may  be  intrigu- 
ing, the  physicians  and  scien- 
tists interviewed  for  this  article 
agree  that  it  isn’t  likely  to  hap- 
pen any  time  soon.  In  the  first 
place,  it  isn’t  likely  that  the 
world  community  would  al- 
low a number  of  failed  ex- 
periments involving  spoiled 
human  embryos  or  fetuses.  It’s  important  to  remember  that 
Wilmut  had  227  failures  before  he  found  success  in  Dolly. 

Strong,  Lessman,  and  Feagin  agree  that  as  with  any  scien- 
tific advance,  it’s  difficult  if  not  impossible  to  predict  where 
this  latest  discovery  might  lead,  or  how  it  could  be  applied  to 
human  medicine.  A number  of  people  have  suggested  that 
cloning  might  have  some  application  in  organ  transplanta- 
tion. They  point  out  that  certain  organs  could  be  taken  from  a 
clone  without  any  seriously  harmful  effects  upon  the  clone’s 
life.  For  example,  a clone  could  be  produced  to  provide  bone 


“If  you  clone  an  adult  human,  you  'll  just  get 
an  infant  with  the  same  DNA  . . . Genetics  is 
just  one  piece  of  a puzzle  that  includes  other 
factors  like  education  and  environment.  ” 

Tom  Feagin 
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marrow  for  its  older  sibling.  Yet,  while  this  strategy  might 
succeed  in  the  treatment  of  certain  diseases  such  as  leuke- 
mia, it  would  not  work  for  recessive  genetic  disorders  such 
as  sickle  cell  anemia.  Cloning  a human  being  with  such  a 
genetic  disorder  would  simply  result  in  another  human  being 
with  the  same  disorder. 

Osama  Gaber,  director  of  the  UT  Transplant  Program,  says 
that  the  cloning  of  an  entire  human  being  for  organ  trans- 
plantation would  be  unthinkable.  The  possibility  of  cloning 
individual  cells,  however,  is  exciting,  he  says. 

“Everyone  is  talking  about  cloning  the  whole  human  be- 
ing, but  that’s  not  what  we  would  be  doing,”  Gaber  says. 
"We’re  talking  about  cloning  the  individual  cells.  For  instance, 
we  could  be  able  to  clone  islets  that  are  used  to  cure  diabetes. 
That  would  be  a tremendous  step.” 

Lessman  agrees  that  the  ability  to  clone  individual  cells  for 
transplant  would  provide  a tremendous  boost  to  medicine.  He 
points  out  that  the  procedure  likely  would  be  similar  to  the  gl  ow- 
ing of  skin  in  a laboratory  to  graft  onto  bum  victims. 

“We’ve  been  doing  something  like  that  for  years,”  Lessman 
says.  “We  can  take  an  individual  who  has  been  badly  burned, 
take  a small  amount  of  cells  from  his  skin  and  then  grow 
sheets  of  skin  in  the  laboratory.  Then,  we  can  take  those  thin 
sheets  of  skin  cells  and  graft  them  back  onto  the  person.  Clon- 
ing opens  up  the  possibility  of  doing  something  similar  with 
other  organs  of  the  body.” 

Gaber  says  that  it  also  is  possible  that  cloning  could  speed 
xeno-transplantation,  the  transplantation  of  organs  from  ani- 
mals, pigs  for  example,  into  human  beings.  Through  cloning,  it 
would  be  possible  to  create  transgenic  pigs — pigs  with  organs 
that  have  been  genetically  altered  to  more  closely  resemble  hu- 
man organs.  In  such  cases,  the  pig  organs  could  be  transplanted 
into  human  beings  with  a greater  chance  of  success. 

"One  reason  that  we  haven't  been  able  to  use  animal  or- 
gans in  humans  is  the  xeno  response,”  Gaber  says.  “The  human 
body  recognizes  the  animal  organ  as  foreign  and  refuses  to  ac- 
cept it.  With  gene  targeting,  we  would  be  able  to  clone  pigs 
that  have  some  human  DNA.  We  could  make  the  pig  heart 
more  closely  resemble  a human  heart  and  then  it’s  more  likely 
that  the  human  patient  would  accept  the  new  heart.  The  tech- 
nology is  here  to  do  that,  although  it  probably  will  take  an- 
other 1 0 years  before  we  can  develop  it  fully.” 

While  it  is  likely  that  cloning  will  increase  the  use  of  ani- 
mals for  organ  transplants,  that  issue  raises  some  ethical  ques- 
tions for  Feagin. 

"That  would  solve  the  problem  of  organ  transplants.  We 
could  just  raise  the  pig  to  150  pounds  and  then  harvest  the 
heart,”  Feagin  says.  “But  do  we  really  have  a right  to  ma- 
nipulate other  species  in  this  way?  Clearly  we’re  doing  that, 
but  we  have  to  keep  the  question  open  just  to  keep  ourselves 
honest  about  how  we’re  treating  other  species.” 

In  any  case,  the  physicians  and  scientists  agree  that  it  is 


very  likely  there  will  be  more 
animal  clones  in  the  future. 

“I  don’t  foresee  any  at- 
tempts in  the  near  future  to 
clone  human  beings,”  Strong 
says.  “But  all  the  scientists  say 
that  the  technology  for  clon- 
ing human  beings  is  coming 
down  the  road.  We’re  not  any- 
where near  developing  the  sci- 
ence to  do  that,  but  I believe 
that  cloning  animals  will 
likely  occur.  There  will  be  fur- 
ther attempts  to  replicate  what 
was  done  in  Scotland.” 
Feagin  says,  “I’m  not  sure  what  role  cloning  eventually 
will  have  in  human  medicine,  but  it  might  have  purposes  in 
animal  husbandry.  We  might,  for  instance,  create  a uniform 
line  of  sheep.  But  would  that  be  more  or  less  expensive  than 
having  sheep  created  in  the  normal  way?  Nowadays  most 
livestock  are  artificially  inseminated  anyway.  We  don’t  seem 
to  be  worried  about  that.” 

In  the  media  furor  that  followed  the  announcement  about 
Dolly,  some  scientists,  including  Jessica  Mathews,  researcher 
on  the  U.S.  Council  on  Foreign  Relations,  pointed  out  that 
Dolly  is  just  one  drop  in  a towering  wave  of  genetic  research 
that  is  about  to  crash  over  humanity. 

"This  is  part  of  that  much  larger  field  of  genetic  research,” 
Gaber  says.  “Cloning  is  just  the  ability  to  duplicate  some 
cells  exactly.  The  greater  and  more  desirable  ability  is  to  du- 
plicate the  cells,  but  not  exactly.  Then  you  could  delete  some 
undesirable  characteristics  and  add  some  desirable  ones. 

“In  some  areas,  that  may  not  be  ethical,”  Gaber  adds.  “But 
if  a family  has  a very  significant  hereditary  disease  and  you 
can  eliminate  that,  I should  think  that  would  be  a good  rea- 
son for  the  technology  to  continue  to  be  propagated.  Just  like 
anything  else  new,  we  have  to  explore  what  the  limits  are  and 
where  the  technology  is  going.” 

Feagin  says,  “I  see  cloning  as  part  and  parcel  of  genetic 
research,  which  does  raise  a lot  of  questions.  It’s  a huge  issue 
now  and  it’s  going  to  get  larger  and  more  complex  in  the  com- 
ing years.  We’re  going  to  be  forced  to  examine  ethical  ques- 
tions that  physicians  50  years  ago  wouldn’t  have  dreamed  of.” 
Strong  points  out  that  there  really  are  two  areas  of  science 
in  which  the  big  ethical  questions  will  be  raised  in  the  com- 
ing years.  The  first  is  reproductive  medicine — that  area  of 
science  devoted  to  helping  infertile  couples.  He  points  out 
the  tremendous  advances  in  that  area  in  the  past  20  years, 
such  as  in  vitro  fertilization,  the  freezing  of  pre-embryos,  the 
harvesting  of  ova,  and  the  donations  of  ova  to  women  who 
cannot  get  pregnant  using  their  own  ova. 

“With  the  development  of  freezing  of  the  pre-embryos. 
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it’s  now  possible  to  thaw  them  and  transfer  them  back  to  the 
infertile  couple  who  produced  them,  but  it’s  also  possible  to 
donate  them  to  other  couples,"  Strong  says.  “Now  that  freez- 
ing pre-embryos  has  become  a standard  part  of  IVF,  you  now 
have  an  increased  incidence 
of  unused  pre-embryos.  The 
couple  has  their  baby  and 
they  don't  want  to  have  any 
more  children.  So  you  have 
these  others  in  storage. 

Should  they  be  donated  to 
other  couples,  or  should  they 
be  used  in  research?  That’s  a 
big  question.” 

The  second  area  expected 
to  raise  big  questions  in  the 
future  is,  of  course,  genetics. 

“With  the  human  genome 
project  well  underway,  we’re 
seeing  announcements  almost  weekly  regarding  genes,” 
Strong  says.  "We're  already  seeing  testing  of  pre-embryos 
for  genetic  defects.” 

"Where  these  two  areas  of  science  overlap  is  the  area  that 
promises  to  create  profound  changes  for  humanity,”  Strong 
adds,  “where  we  can  use  advances  in  reproductive  technol- 
ogy plus  advances  in  genetics  not  only  to  create  embryos  in 


vitro,  but  then  manipulate  their  genetic  makeup.  Gene 
therapy  already  is  suggesting  ways  of  introducing  genes  into 
human  cells.  Someday  it  will  be  possible  to  take  a human 
cell  and  insert  or  delete  any  number  of  genes  that  one  wants 

to  add  or  delete.  That  opens 
up  the  possibility  of  modify- 
ing the  characteristics  of  our 
children  and  controlling  their 
characteristics  more  than  we 
do  already.  Cloning  is  just  one 
of  the  ways  of  manipulating 
cells  that  would  be  part  of  this 
new  ability  to  modify  our  chil- 
dren.” 

Strong  says  that  while  stu- 
dents at  UT  Memphis  may  be 
talking  about  the  implications 
of  cloning  when  they’re  sitting 
around  the  dorm  rooms,  they 
haven't  yet  discussed  the  issue  in  their  ethics  classes. 

“We  haven't  addressed  this  because  most  of  what  we  teach 
is  practical,  oriented  more  toward  what  the  student  is  going 
to  deal  with  in  his  practice,”  Strong  says.  “Sometimes  we 
get  the  opportunity  to  discuss  some  of  these  futuristic  sce- 
narios. but  most  of  the  time  we’re  busy  talking  about  what 
to  do  with  the  critically-i  1 1 grandmother  on  the  respirator.  'G 


“ With  all  of  the  questions , there  really 
are  only  two  big  overriding  issues. 
Should  we  clone  animals?  And  should  we 
clone  human  beings?" 

Carson  Strong 

Professor  of  Human  Values  and 
Medical  Ethics 
UT  College  of  Medicine 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Poor  Handling  of  Mammography 


Case  Report 

A 42-year-old  woman  had 
been  followed  by  her  gyne- 
cologist as  her  primary  care 
physician  for  five  to  six 
years.  Mammography  had 
been  done  on  order  of  the 
physician  in  1987,  1989,  and 
late  1990.  In  the  record  of  the 
gynecologist,  both  the  ex- 
aminations in  1987  and  1989 
were  reported  as  “negative 
for  malignancy.”  These  two 
examinations  were  routine 
studies,  but  the  record  does 
not  reflect  whether  the  mam- 
mogram done  in  1 990  was  a 
routine  examination  or  one 
done  in  response  to  suspicion 
on  the  part  of  the  patient  or 
the  physician.  The  report  read, 
“Moderate  fatty  replacement 
of  breast  glandular  tissue.  No 
dominant  masses,  clustered 
micro-calcifications,  or  sec- 
ondary signs  of  malignancy. 
Impression:  No  current  ra- 
diographic evidence  of  ma- 
lignancy. Recommend  rou- 
tine follow-up  in  one  to  two 
years.  Note:  A negative  x-ray 
study  report  should  not  delay  biopsy  if  otherwise  clinically 
indicated.  A small  percentage  of  cancers  are  not  detected  by 
x-ray.” 

Two  years  later,  in  late  1992,  the  gynecologist,  her  pri- 
mary care  physician,  ordered  another  mammogram  when  the 
office  visit  revealed  some  recent  chest  pain  with  radiation 
into  the  left  arm  and  shoulder  area,  occurring  more  at  night, 
according  to  the  patient.  There  is  no  report  of  the  reading  of 
this  x-ray  study  in  the  patient’s  record  at  this  time.  Six  months 
later  the  patient  appeared  again  in  her  physician’s  office,  and 
another  mammogram  was  ordered.  There  is  no  record  of  the 
physician’s  examination  on  this  visit,  but  it  is  presumed  that 
he  did  examine  the  breast  and  felt  a mass.  Both  the  Decem- 
ber mammogram  and  the  June  mammogram  were  reported 


out  at  this  time.  The  reports  read:  “December — Dictated  June 
93.  Both  cranio-caudal  and  oblique  views  of  both  breasts  were 
obtained  in  December  1992  but  not  interpreted  at  that  date, 
but  in  June  1993.  Impression:  3.5  cm  in  diameter  area  of 
micro-calcification  in  left  breast  suspicious  for  neoplasm.” 
The  report  in  June  1993  reads:  “This  study  is  compared  to 
previous  study  done  in  December  1992.  There  is  a 3.5  cm  in 
diameter  area  of  micro-calcification  underneath  the  left  nipple 
that  is  slightly  more  prominent  than  on  previous  study.  These 
are  suspicious  for  neoplasm  and  biopsy  is  recommended.  The 
right  breast  shows  some  density  in  the  upper  outer  quadrant 
which  is  felt  to  represent  asymmetric  glandular  tissue.” 

The  patient  went  to  another  physician  at  this  time,  and  a 
second  opinion  reflected  the  “rather  large  mass  with  some 
edema  of  the  skin  underneath  the  breast.”  The  clinical  im- 
pression was  carcinoma,  with  a recommendation  for  biopsy 
and  modified  radical  mastectomy  as  a part  of  the  same  pro- 
cedure. Surgery  showed  a poorly  differentiated  infiltrating 
carcinoma,  and  a modified  radical  mastectomy  was  done. 
Lymph  nodes  showed  metastatic  disease. 

The  operative  wound  healed  without  complication,  and 
about  two  months  after  the  surgery  a fine  needle  aspirate  on 
a small  skin  nodule  proved  to  be  negative  for  malignancy. 
The  oncologist  directing  the  postoperative  treatment  did  a 
complete  survey  for  metastatic  disease  and  found  none.  She 
was  aggressively  treated  with  an  investigational  protocol  uti- 
lizing Adriamycin,  5FU,  Methotrexate,  and  Leucovorin.  Ac- 
cording to  the  record,  chemotherapy  was  complicated  by  a 
Klebsiella  pneumonia  that  responded  to  antibiotic  therapy. 
At  this  point  she  was  referred  for  chest  wall  radiation,  and 
because  of  some  back  pain  another  bone  scan  was  done,  which 
was  negative.  Radiation  therapy  was  given  without  signifi- 
cant complication. 

With  the  completion  of  the  treatment  and  a very  poor  prog- 
nosis, a lawsuit  was  filed  charging  “Failure  the  timely  diag- 
nose and  treat  breast  cancer.” 

Two  years  after  the  surgery,  chemotherapy,  and  radiation, 
there  was  no  evidence  of  recurrent  disease. 

Loss  Prevention  Comments 

This  is  a classic  example  of  both  a system  failure  on  the 
part  of  the  attending  physician,  possibly  on  the  part  of  the 
imaging  service,  and  a failure  to  document  in  the  patient’s 
record  the  details  of  the  breast  examinations,  the  referrals  to 
the  x-ray  service,  which  was  actually  getting  the  films  for 


Dr.  Avery  is  a member  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 
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final  interpretation,  and  what  information  was  being  given  to 
the  patient  with  reference  to  return  visits,  x-ray  reports,  etc. 

It  is  possible  that  the  referring  physician  thought  that  the 
x-ray  department  would  notify  his  office  and  the  patient  of 
return  examinations.  The  radiologist,  however,  denied  hav- 
ing been  given  the  December  mammogram  for  interpreta- 
tion but  does  state  in  the  report  that  the  films  were  obtained 
but  not  read  until  six  months  later,  when  the  following  mam- 
mogram was  done.  With  no  documentation  in  the  patient’s 
record  as  to  the  disposition  of  the  December  films,  one  is 
inclined  to  accept  the  radiologist’s  statement.  There  is  obvi- 
ous confusion  between  the  primary  care  physician’s  record 
and  the  x-ray  reports. 

Despite  the  poor  records  and  lack  of  coordination  between 
the  radiologist  and  the  primary  care  physician,  there  is  no 
doubt  that  the  patient  was  not  informed  about  the  December 


mammogram,  and  therefore  definitive  management  was 
delayed  for  at  least  six  months.  At  that  time  both  a mam- 
mogram and  an  ultrasound  study  of  the  gallbladder  area  were 
done.  The  patient  apparently  was  notified  of  the  normal  gall- 
bladder examination,  but  no  mention  was  made  of  the  mam- 
mogram. Again,  without  documentation  in  the  attending 
physician’s  record  as  to  the  particulars  of  the  x-rays  and  the 
contact  with  the  patient,  one  can  see  that  the  patient  could 
have  been  left  with  the  impression  that  all  her  x-rays  were 
negative  on  that  December  visit. 

Again,  this  six-month  delay  between  the  definitive  mam- 
mogram and  the  appropriate  treatment  was  crucial  to  the 
management  of  this  patient.  The  attending  physician  has  to 
be  held  accountable  for  this  delay.  No  support  from  expert 
witnesses  could  be  found,  leaving  the  logical  conclusion  that 
this  claim  had  to  be  settled.  □ 
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The  Journal 


Original  Contribution 

Pediatrics  and  the  Nashville 
General  Hospital — Part  I 


Harris  I).  Riley  Jr.,  iVII) 

Introduction.  The  late  Dr.  Amos  Christie  was  professor 
and  chairman  of  the  Department  of  Pediatrics  of  the  Vanderbilt 
University  School  of  Medicine  from  1943  through  1968.  Dr. 
Christie  was  always  vitally  interested  in  history,  particularly 
medical  history,  and  wrote  on  historical  aspects  of  several 
different  topics.  He  died  in  February,  1986  at  the  age  of  84. 
The  archival  material  that  he  left  included  some  notes  on  the 
history  of  the  “City  Hospital  in  Nashville.”1  In  these  he  ac- 
knowledges assistance  from  conversations  with  the  late  Dr. 
Rudolph  H.  Kampmeier,  professor  of  medicine  emeritus,  with 
Chancellor  Harvie  Branscomb  of  Vanderbilt  University,  and 
with  various  Nashville  physicians.  This  material  includes  some 
history  of  the  Pediatrics  service  at  the  Nashville  General  Hos- 
pital (NGH),  originally  and  often  called  the  Nashville  City 
Hospital.  It  should  be  noted  that  written  or  published  infor- 
mation about  NGH  is  sparse  and  much  of  that  fragmentary. 
Thus,  by  necessity  some  of  the  information  cited  is  based  on 
personal  conversation  with  various  persons.  Hospital  admin- 
istrators obviously  play  an  important  and  central  role  in  the 
operation  of  any  hospital,  especially  a public  hospital.  How- 
ever, information  about  the  numerous  administrators  at  NGH 
is  inadequate;  thus,  little  mention  will  be  made  of  their  role. 

When  I began  research  for  this  manuscript,  I invited  to 
serve  as  a co-author  my  schoolmate,  colleague  and  friend, 
the  late  Dr.  William  D.  "Buck”  Donald.  He  served  many  years 
at  the  NGH.  Buck  declined  because  of  health  reasons.  How- 
ever, he  has  provided  much  useful  information  for  this  paper. 
In  addition,  his  declination  gives  me  a greater  opportunity  to 
express  my  high  regard  for  him  which  I shall  do  later  in  this 
manuscript.  Dr.  Donald  died  recently.  This  manuscript  is  dedi- 
cated to  him  and  Dr.  Christie. 

I have  reviewed  Dr.  Christie’s  notes  and  have  expanded 
them  into  what  is,  I hope,  a useful  narrative  of  the  history  of 
Pediatrics  at  the  NGH. 

Early  History.  First,  it  is  pertinent  to  give  some  of  the 
early  general  history  of  the  Nashville  General  Hospital  (NGH). 
For  many  years  prominent  citizens  like  Felix  Robertson 

From  the  Department  of  Pediatrics  and  the  Vanderbilt  Children’s 
Hospital,  Vanderbilt  University > Medical  Center,  Nashville. 

* Parts  II  and  III  will  be  published  in  future  issues  of  the  Journal. 


worked  for  the  establishment  of  a hospital  to  care  for  the 
poor  of  the  city.  In  1823  the  State  Legislature  authorized  a 
lottery  for  the  purpose  of  raising  money  to  build  a city  hospi- 
tal. History  records  that  the  lottery  was  held  but  the  funds 
raised  were  apparently  not  sufficient  to  build  a hospital.  It 
was  not  until  1 879  that  the  City  Council  authorized  construc- 
tion of  a city  hospital  and  in  February  1890,  the  institution 
began  to  receive  patients.  The  hospital  had  65  beds  and  Dr. 
Charles  Brower  was  the  superintendent.1  The  building,  opened 
in  1890,  was  designed  in  the  elegant  architecture  of  that  day 
and  sat  on  the  bluffs  outside  of  the  city  proper  with  the 
Cumberland  River  running  behind  it.  It  was  an  impressive  sight. 
Newspapers  of  that  time,  however,  gave  little  mention  of  the 
opening  of  the  hospital.  Its  existence  was  noted  in  the  announce- 
ment in  the  Nashville  Banner , April  23,  1890  that  “the  fac- 
ulty of  any  medical  school  which  shall  qualify  itself  for  clini- 
cal connection  with  the  hospital,  may  nominate  to  the  Board 
of  Public  Works  and  Affairs  not  more  than  six  members  of 
the  said  faculty  as  consulting  physicians  and  surgeons;  two 
physicians,  two  surgeons  and  two  specialists.”2  In  1891  a 
school  of  nursing  was  established.  This  was  the  second  such 
school  in  the  South,  the  other  being  in  New  Orleans. 

In  1913  a new  wing  was  added,  and  in  1914  the  pediatrics 
ward  was  opened.  Until  1921,  there  was  a one-man  staff  who 
treated  all  the  charity  patients,  although  Vanderbilt  and  the 
University  of  Tennessee  used  its  wards  for  medical  student 
teaching.  In  1921  a new  charter  was  drawn  and  a new  hospi- 
tal board  appointed.1  In  1926-1927  a boiler  room  was  built. 
For  eight  months  of  the  year  members  of  the  faculty  of 
Vanderbilt  rotated  as  chiefs  of  the  various  services.  For  the 
remaining  four  months  a part-time  faculty  composed  of  lo- 
cal physicians  staffed  the  hospital  on  a rotational  basis.  In 
1932  a new  wing  was  added  bringing  the  bed  capacity  to 
260.  This  permitted  the  establishment  of  outpatient  clinics, 
obstetric  and  pediatric  departments,  and  new  operating 
rooms.2  It  is  interesting  to  note  that  in  1933,  Dr.  Cleo  Miller, 
then  two  years  out  of  his  residency  training  at  the  hospital, 
was  listed  as  the  superintendent.1 

By  mid-century,  however,  NGH  had  fallen  on  hard  times. 
Various  budgetary  restrictions  and  other  problems  beset  the 
venerable  institution.  During  World  War  II  the  hospital  suf- 
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fered  from  all  of  the  same  shortages  that  the  public  at  large 
faced  during  that  period.2 

The  hospital  has  been  dependent  for  professional  assis- 
tance on  the  faculties  of  Nashville’s  medical  schools  since  its 
doors  opened  in  1890.  At  times  this  association  has  been 
mutually  beneficial  for  NGH  and  for  Vanderbilt  and  more 
recently  for  Meharry  Medical  School,  but  during  other  peri- 
ods it  was  good  for  one  half  of  the  team,  mostly  NGH  and  its 
“indigent  patients.”2  As  illustrated  by  most  municipal  hospi- 
tals and  still  true  at  present,  the  ups  and  downs  have  required 
outside  support,  especially  in  meeting  the  standards  for  house 
staff  training  and  to  gain  such  staff.2  Over  the  years  within 
this  history  the  association  of  the  NGH  with  Vanderbilt  has 
not  been  continuous,  and  at  times  they  have  been  at  odds. 
“Its  use  as  a base  for  undergraduate  teaching  had  been  only 
of  secondary  interest  in  the  days  of  the  revamped  Vanderbilt 
Medical  School,  whereas  the  medical  schools  before  1925 
used  the  wards  at  NGH  as  well  as  the  old  university  hospital 
for  clinical  instruction.”1 

After  the  Vanderbilt  Medical  School  moved  to  the  west 
campus  (ca  1925),  the  NGH  wards  were  used  mainly  to 
broaden  the  clinical  experience  of  the  third  year  students  by 
exposing  them  to  more  advanced  diseases,  as  found  in  the 
indigent  of  populations  before  modem  medicine  and  labora- 
tories became  available.  These  ward  cases  also  contrasted 
vividly  to  the  selected  ward  population  of  the  new  teaching 
and  research  hospital,  the  university  hospital  associated  with 
the  new  Vanderbilt  Medical  School.  Furthermore,  working 
at  the  NGH  offered  students  an  acquaintance  with  the  clini- 
cal faculty  of  the  old  school.1 

In  1938,  fourth  year  Vanderbilt  medical  students  replaced 
third  year  students  at  NGH.  As  World  War  II  began,  the  house 
staff  rapidly  became  depleted.  The  pressures  of  practice  upon 
attending  staff  made  the  teaching  irregular  so  that  in  August 
of  1944  this  student  rotation  was  discontinued,  and  students 
began  being  rotated  through  the  medical  and  surgical  ser- 
vices at  the  Thayer  Veterans  Hospital.  As  Dr.  Christie  stated, 
Pediatrics  had  no  home  at  Thayer.1 

In  his  1947-48  annual  report  of  the  Vanderbilt  Department 
of  Medicine,  Dr.  Hugh  J.  Morgan,  professor  of  medicine  at 
Vanderbilt,  wrote  that  he  acquiesced  to  the  request  of  the  Board 
of  the  NGH  to  assume  professional  responsibility  for  the 
hospital’s  inpatient  service  in  medicine.  His  report  states  that 
Dr.  Christie  had  already  responded  to  a similar  request  from 
NGH  for  help  for  the  Pediatrics  service.  Clinical  clerks  from 
the  fourth  year  class  were  then  reassigned  to  the  wards.1 

The  groundwork  had  been  laid  for  a new  vista  in  Vander- 
bilt-NGH  relationships  in  the  fall  of  1949.  Because  of  diffi- 
culty in  recruiting  house  staff,  NGH  representatives  again 
sought  assistance  from  Vanderbilt.  Dr.  Rudolph  H.  Kampmeier, 
Director  of  Postgraduate  Education  at  Vanderbilt  and  a widely 
respected  physician,  undertook  a study  of  the  entire  situa- 


tion, including  a working  relationship  between  the  two  insti- 
tutions. Despite  considerable  chilliness  in  the  town  and  gown 
relationship,  especially  among  hospital  commissioners,  in 
May  of  1952  a contractual  relationship  was  signed  that  en- 
dorsed a contract  for  the  operation  of  NGH  by  Vanderbilt 
University.  The  City  of  Nashville  agreed  to  pay  Vanderbilt 
$750,000  per  year  to  furnish  care  for  the  indigent  sick.  The 
Nashville  Academy  of  Medicine  unanimously  endorsed  the 
contract.1  Dr.  John  B.  Youmans,  Dean  of  Vanderbilt  Univer- 
sity Medical  School  and  Director  of  Medical  Affairs  at 
Vanderbilt,  appointed  hospital  chiefs  to  direct  the  ten  clinical 
services  at  NGH,  as  well  as  33  additional  physician  staff  mem- 
bers. In  Pediatrics,  Thomas  S.  Weaver  was  appointed  chief 
of  service,  with  Dr.  Erie  Wilkinson  “in  charge  of  services.” 
Each  was  a well-regarded  local  practicing  pediatrician.3 

It  was  widely  hoped  by  thoughtful  physicians  and  others 
that  this  development  might  lead  to  a new  city  hospital  being 
constructed  near  Vanderbilt  for  the  mutual  benefit  of  teach- 
ing students  and  house  officers  and  at  the  same  time  offering 
satisfactory  care  to  the  indigent  patients  of  the  city.1 

For  a number  of  reasons  this  contract  lasted  only  14 
months,  and  was  canceled  in  September  of  1954.  It  was  a 
learning  experience  for  many  on  both  sides  of  the  contro- 
versy.1 A brief  notation  as  to  why  the  contract  failed  is  in 
order.  Nonprofessional  employees,  fearing  the  closing  of 
NGH  and  the  loss  of  employment,  put  political  pressure  on 
the  City  Council  and  an  open  hearing  by  the  council  mem- 
bers was  emotionally  charged  and  stormy,  with  charges  of 
improper  medical  care,  “human  experimentation,”  and  the 
like  being  made  by  witnesses.  Politics  prevailed,  and  almost 
a decade  was  to  pass  before  the  patients  at  the  city  hospital 
would  again  “be  offered  well-ordered  medical  care  provided 
by  physicians  from  the  medical  school.”  Antecedent  to  this 
was  the  appointment  of  a new  board  of  hospital  commission- 
ers by  Mayor  Ben  West  from  suggestions  of  the  Nashville 
Academy  of  Medicine.4 

In  1954  there  was  considerable  discussion  about  closing 
NGH,  but  Mayor  West  and  the  City  Council  decreed  that  the 
NGH  should  not  be  closed  and  that  it  would  be  operated  by 
the  City  of  Nashville.  Several  physical  improvements  were 
initiated,  including  replacement  of  the  old  east  wing  by  a 
modem  new  wing  and  purchase  of  medical  and  operating 
equipment.  A well-child  clinic  was  initiated.2 

Dr.  Kampmeier,  who  played  a key  role  in  establishing  re- 
lationships between  the  two  institutions,  has  provided  fur- 
ther details  of  the  relationship  of  NGH  to  Vanderbilt  Univer- 
sity Medical  Center.4Q 
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Introduction 

Patients  with  Parkinson’s  disease  (PD)  and  essential  tremor 
often  suffer  progressive  disability  from  tremor.  Oral  medica- 
tions are  beneficial  in  reducing  the  tremor,  particularly  in  the 
early  stages  of  these  illnesses.  Unfortunately,  medications 
usually  become  ineffective  for  suppressing  tremor  as  these 
diseases  progress. 

Since  the  early  1960s,  unilateral  thalamotomy  (lesioning 
of  the  ventrolateral  nucleus  of  the  thalamus)  has  been  recog- 
nized as  a successful  treatment  of  tremor  in  the  contralateral 
arm  and  hand.1  Crude  neurosurgical  targeting  techniques,  high 
complication  rates,  and  improving  medical  therapy  signifi- 
cantly reduced  the  popularity  of  this  surgical  treatment  of 
tremor.  Over  the  past  20  years,  however,  chronic  pharmaco- 
logic management  of  tremor  has  proven  to  be  less  than  satis- 
factory, so  that  with  improved  brain  imaging  and  stereotactic 
neurosurgical  techniques,  combined  with  a greater  under- 
standing of  the  functional  anatomy  of  the  basal  ganglia,  have 
led  to  a renewed  interest  in  the  treatment  of  tremor  and  other 
movement  disorders  with  ablative  surgical  procedures.1'3 

When  performing  a standard  thalamotomy,  the  target  for 
lesioning  is  identified  in  the  awake  patient  by  placing  a test 
stimulation  electrode  into  the  thalamus.  The  patient  is  in- 
structed to  extend  the  arms  and  hands  or  perform  a task  that 
elicits  the  tremor.  While  observing  the  tremor,  an  electrical 
stimulus  is  applied.  Intraoperative  high-frequency  stimula- 
tion of  the  ventrolateral  thalamus  produces  a dramatic  re- 
duction in  tremor,  directly  simulating  the  potential  effect  of  a 
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permanent  lesion  placed  in  that  location.  The  idea  of  treating 
tremor  by  permanently  placing  a stimulating  device  into  the 
thalamus  was  proposed  by  Benabid  et  al.4  7 

Working  under  an  investigational  protocol  of  the  Division 
of  Movement  Disorders  in  the  Department  of  Neurology  at 
Vanderbilt  University  Medical  Center,  we  report  the  state  of 
Tennessee’s  first  successful  treatment  of  disabling  hand  tremor 
by  the  placement  of  a chronic  deep  brain  stimulating  device 
in  the  brain  of  a patient  with  PD.  With  the  approval  of  our 
institution's  Committee  for  the  Protection  of  Human  Sub- 
jects, we  are  pursuing  clinical  investigation  of  chronic  deep 
brain  stimulation  for  the  treatment  of  tremor  related  to  PD 
and  essential  tremor. 

Case  Report 

A 72-year-old  right-handed  man  had  a 10-year  history  of 
PD  complicated  by  medication-resistant  tremor  of  the  right 
upper  extremity.  This  tremor  was  present  at  rest  and  regard- 
less of  posture.  The  tremor  interfered  with  many  of  his  ac- 
tivities of  daily  living  and  had  forced  him  to  quit  woodwork- 
ing. Prior  to  considering  surgical  therapy  for  his  tremor,  he 
had  failed  trials  of  multiple  medications,  including  carbidopa/ 
levodopa,  trihexyphenidyl,  amantadine,  clonazepam,  and 
selegiline.  At  the  time  of  surgery,  the  patient’s  medications 
were:  carbidopa/levodopa,  25  mg/100  mg,  3.5  tablets  daily; 
carbidopa  25  mg  daily;  selegiline  5 mg  daily;  clonazepam 
0.5  mg  at  bedtime;  and  benztropine  0.5  mg  three  times  a day. 

On  Nov.  29,  1995,  the  patient  was  taken  to  the  operating 
room  at  Vanderbilt  University  Medical  Center  for  placement 
of  a thalamic  stimulator.  The  initial  anatomic  target  was  iden- 
tified in  the  left  thalamus  by  utilizing  a Compass  stereotactic 
frame  and  MR  images  generated  on  a Siemens  1 ,5-T  GBSII 
(Siemens  Medical  Systems,  Iselin,  NJ).  A stimulating  needle 
probe  was  placed  5 mm  superior  to  the  left  thalamic  target, 
and  the  patient  was  instructed  to  perform  tasks  that  elicited 
his  tremor  in  the  right  hand.  With  the  tremor  evident,  an  elec- 
trical stimulus  was  applied  through  the  needle  electrode  with 
a Medtronic  Model  3625  Screener  (Medtronic,  Minneapo- 


Tennessee  Medicine  ~ July,  1997 


275 


Figure  1.  Anatomic  sketch  showing  placement  of  the  implanted  lead 
(Medtronic  DBS  Model  3382  Lead,  Medtronic,  Minneapolis,  MN)  and 
Quadripolar  Multi-Programmable  Neurological  Pulse  Generator  (Medtronic 
Model  7424,  Medtronic,  Minneapolis,  MN). 

lis,  MN).  The  effect  of  the  stimulation  was  assessed  and  re- 
corded. The  needle  was  then  advanced  1 mm,  and  the  same 
procedure  of  stimulation  carried  out  again.  This  routine  was 
repeated,  and  the  needle  was  advanced  at  1-mm  increments 
to  the  target  and  an  additional  5 mm  past  the  target.  Based  on 
the  physiologic  response  of  the  patient’s  tremor  to  stimula- 
tion and  the  known  anatomic  organization  of  the  thalamus, 
the  target  was  revised,  and  a second  needle  pass  was  under- 
taken. The  final  target  was  identified  by  the  patient’s  response 
to  stimulation,  and  the  optimal  physiologic  target  was  identi- 
fied with  six  passes  of  the  needle  probe.  The  patient  experi- 
enced complete  tremor  abatement  with  stimulation  at  this  fi- 
nal target. 

Once  the  optimal  physiologic  target  was  identified,  a per- 
manent stimulating  lead  (Medtronic  DBS  Model  3382  lead) 
was  placed  in  the  target,  and  repeat  stimulation  was  carried 
out  to  confirm  tremor  response.  The  lead  was  fixed  at  the 
skull  to  prevent  migration.  An  extension  (Medtronic  Model 
7495)  was  attached  to  the  lead  to  extend  it  through  a subcu- 
taneous tunnel  to  the  subclavicular  level,  where  a quadripolar 
multi-programmable  neurologic  pulse  generator  (Medtronic 
Model  7424)  was  placed  in  a subclavicular  pouch,  and  elec- 
trical continuity  with  the  implanted  lead  was  established  via 


the  extension  (Fig.  1 ).  The  patient  spent  the  first  postopera- 
tive day  in  the  neurologic  intensive  care  unit,  and  the  follow- 
ing morning  he  was  discharged  to  the  Vanderbilt  General 
Clinical  Research  Center  (GCRC)  for  further  observation 
and  collection  of  data.  He  spent  an  additional  six  days  at  the 
GCRC,  and  on  the  seventh  postoperative  day,  the  implanted 
pulse  generator  was  activated,  via  radio  communication,  by 
a console  programmer  (Medtronic,  Neurological  Program- 
mer Model  7432).  Tremor  control  was  achieved  by  stimulat- 
ing the  target  with  3.3  v at  a rate  of  130  Hz  and  a pulse  width 
of  150  microseconds. 

The  patient  was  discharged  home  on  the  seventh  postop- 
erative day.  Just  prior  to  discharge,  the  patient  and  his  wife 
were  instructed  on  the  use  of  a hand  held  magnet  (Medtronic 
Model  7452)  that  they  could  use  to  turn  on  and  off  the 
subclavicular  stimulating  device.  The  patient  was  instructed 
to  turn  the  stimulator  on  in  the  morning  upon  awakening  and 
off  when  retiring  to  bed  to  conserve  the  battery.  He  has  been 
evaluated  at  1,3,  and  6 months  postoperatively  according  to 
protocol  requirements.  Prior  to  implantation  of  the  thalamic 
stimulator  and  at  each  follow-up  visit,  the  Unified  Parkinson’s 
Disease  Rating  Scale  (UPDRS)  was  completed.  Furthermore, 
at  the  three-month  visit,  a double-blind  assessment  of  the 
stimulator’s  efficacy  in  reducing  tremor  was  earned  out.  At 
each  visit,  the  patient  and  his  wife  have  reported  a near  com- 
plete control  of  tremor  in  the  right  hand  and  arm.  A compari- 
son was  made  between  the  patient’s  UPDRS  score  with  the 
simulator  ON  at  1,  3,  and  6 months  postoperatively  and  his 
UPDRS  score  preoperatively  and  with  the  simulator  OFF  at 
1,  3,  and  6 months  (Table  1).  A dramatic  reduction  in  tremor 
was  noted  by  the  examining  physicians,  and  the  standard- 
ized UPDRS  confirmed  the  subjective  assessments  (P  < 0.05, 
paired  parametric  Student’s  t-test). 

Discussion 

Vanderbilt  University  Medical  Center  is  currently  one  of 
seven  academic  hospitals  in  North  America  studying  the  safety 
and  efficacy  of  chronic  high-frequency  thalamic  stimulation. 
In  Europe,  well  over  100  patients  have  been  treated  for  move- 
ment disorders  with  chronic  deep  brain  stimulation.4'9  An 
initial  North  American  investigation  of  45  patients  concluded 
that  chronic  high-frequency  deep  brain  stimulation  of  the 
thalamus  is  highly  effective  and  safe  in  reducing  the  tremors 
of  PD  and  essential  tremor.10  Postmortem  analysis  43  months 
after  placement  of  a thalamic  stimulator  revealed  that  the  le- 
sion provoked  by  the  implanted  electrode  is  very  small."  The 
lead’s  track  had  produced  only  a 1 -mm  perimeter  of  gliosis, 
and  the  tip  had  induced  a 2-mm  sphere  of  chronic  lymphoid, 
macrophagic,  and  giant  cells." 

The  stimulating  device  that  is  placed  in  a subclavicular 
pouch  is  similar  in  design  to  conventional  cardiac  pacemak- 
ers. It  offers  great  flexibility  because  all  of  the  stimulation 
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TABLE  1 

COMPARISON  OF  PATIENT’S  UPDRS  SCORE 
WITH  STIMULATOR  ON  AND  OFF 


Pre-Implant  UPDRS  Score 

17 

Post-Implant  UPDRS  Score 

Stimulator  OFF 

Stimulator  ON 

1 month 

18 

4 

3 months 

19 

4 

6 months 

19 

9 

Pre-implant  and  1,  3,  and  6 months  post-implant  UPDRS  scores  with  stimulator  OFF 
compared  to  UPDRS  with  stimulator  ON  scores  at  1,  3,  and  6 months  post-implant 
(UPDRS  score  is  the  rest,  postural,  and  kinetic  rating  of  the  motor  subset). 


parameters  can  be  reprogrammed  as  necessary  in  an  outpa- 
tient setting.  The  clinician,  via  radio  communication  with  the 
implanted  pulse  generator,  can  interrogate  the  device  and 
obtain  multiple  data  parameters  such  as  stimulating  site,  volt- 
age, rate,  pulse  width,  battery  power,  and  hours  of  usage. 
The  implanted  lead  has  four  sites  for  potential  stimulation 
that  can  be  addressed  and  reprogrammed  months  or  years 
after  implantation.  This  flexibility  is  the  hallmark  advantage 
that  the  thalamic  stimulator  offers  over  the  conventional 
thalamotomy.  Perioperative  risk  is  proving  to  be  similar  to 
that  of  conventional  thalamotomy,  and  includes  intracranial 
hemorrhage,  paraesthesia,  dysphagia,  and  cognitive  deficits. 
An  obvious  added  risk  with  this  device  is  mechanical  mal- 
function and  infection  related  to  a foreign  body,  but  both  of 
these  risks  are  proving  to  be  minimal. 

The  patient  described  above  has  enjoyed  a dramatic  re- 
sponse to  thalamic  stimulation  with  a significant  reduction 
in  tremor  and  disability.  He  has  not  required  adjustment  of 
his  stimulating  parameters  to  date,  and  no  change  has  been 
made  in  his  medications. 

A multidisciplinary  team  approach  is  absolutely  essential 
for  proper  patient  selection,  intraoperative  placement,  and 


follow-up  of  the  patient  implanted  with  a thalamic  stimula- 
tor. The  team  must  include  a neurologist  with  specialized 
training  in  movement  disorders,  and  neurosurgeons  with  a 
special  interest  in  functional  neurosurgery.  With  ongoing  re- 
finement in  our  technique,  it  is  anticipated  that  a great  major- 
ity of  preoperative  evaluation  and  patient  selection  as  well  as 
postoperative  care  and  stimulator  adjustment  will  be  carried 
out  in  the  ambulatory  setting.  Placement  of  the  thalamic  stimu- 
lator will  likely  be  carried  out  in  a 24-  to  48-hour  hospital 
stay.  Thalamic  stimulation  by  a permanent,  implanted  elec- 
trode driven  by  a subclavicular  pulse  generator  is  an  innova- 
tive treatment  that  is  proving  to  offer  dramatic  relief  to  pa- 
tients suffering  from  tremor  related  to  PD  or  essential  tremor. 
This  form  of  treatment  holds  great  promise  as  a safe  and  ef- 
fective treatment  of  drug-resistant  tremor.  Further  investiga- 
tion and  review  is  needed  to  fully  identify  all  the  potential 
benefits  of  deep  brain  stimulation  for  the  treatment  of  move- 
ment disorders.  □ 
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HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician's  impaired  condition  to  deteriorate. 

HELP  US  TO  HELP 

Call  the  TMF  Physicians  Health  Program  at  (615)  893-7755  in  Murfreesboro.  Telephone 
message  service  available  around  the  clock. 
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Lymphogranuloma  Venereum  vs. 
Incarcerated  Inguinal  Hernia: 
The  Gordian  Knot  Unraveled 


Introduction 

Lymphogranuloma  vene- 
reum ( LGV ) was  originally  re- 
ported in  1912-1913  as  a sexu- 
ally transmitted  disease  (then 
called  Lymphogranulomato- 
sis or  (lymphogranuloma- 
tosis inguinalis).  It  has  long 
been  associated  with  a posi- 
tive Frei  test.  We  report  such  a 
case  masquerading  as  an  in- 
carcerated inguinal  hernia. 

Case  Report 

A 33-year-old  white  woman  with  no  significant  past  medi- 
cal history  presented  with  a two-day  history  of  left  inguinal 
pain  and  a palpable  “knot.”  The  patient  noticed  discomfort 
one  day  earlier  after  lifting  several  heavy  boxes  at  work.  The 
pain  worsened  overnight,  and  she  noticed  a palpable  nodule 
upon  awakening.  She  denied  any  other  symptoms,  including 
fever,  chills,  nausea,  vomiting,  diarrhea,  or  any  genitourinary 
difficulties.  She  mentioned  a positive  family  history  of  “her- 
nias,” most  recently  an  incarcerated  inguinal  hernia  in  her 
father  several  months  earlier. 

The  physical  examination  revealed  a healthy  appearing, 
slightly  obese  woman  in  no  acute  distress.  A firm  2-cm  mass 
was  palpable  in  the  left  inguinal  canal  at  the  approximate 
level  of  the  superficial  inguinal  ring  which  was  minimally 
tender  and  of  a “grape-like”  consistency.  Upon  application 
of  firm  pressure,  the  lesion  decreased  in  size.  No  other  le- 
sions were  detected,  and  the  remainder  of  the  examination 
was  unremarkable. 
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A diagnosis  of  incarcer- 
ated inguinal  hernia  was  es- 
tablished based  on  the  history 
and  physical  examination, 
and  the  patient  was  sched- 
uled for  herniorrhaphy  the 
following  day.  Exploration 
of  the  inguinal  area  revealed 
a purulent  mass  overlying  the 
inguinal  ring,  which  histo- 
logically was  consistent  with 
LGV.  The  patient  and  her 
asymptomatic  sexual  partner 
were  then  treated  medically  using  doxycycline  100  mg  two 
times  a day  for  21  days  with  complete  success. 

Discussion 

LGV  is  now  known  to  be  caused  by  a limited  number  of 
serotypes  (L:  ) of  Chlamydia  trachomatis,'  2 serotypes  that 
are  distinct  from  those  leading  to  trachoma,  inclusion 
conjunctivitis,  urethritis,  epididymitis,  cervicitis,  and  pelvic 
inflammatory  diseases,  and  are  different  from  granuloma 
inguinale,  which  is  due  to  Calymmatobacterium  granulomatis 
and  is  associated  with  Donovan  bodies.  A non-motile  gram- 
negative intracellular  bacterium,  it  is  endemic  in  the  tropics, 
and  is  relatively  uncommon  in  temperate  climates.  The  pri- 
mary lesion,  a transitory  papule  or  vesicle  on  the  genitalia, 
usually  passes  unnoticed,  but  is  followed  in  a few  weeks  by 
the  development  of  unilateral  local  indurated  inguinal 
adenopathy.3  This  may  progress  to  the  classic  large  and  pain- 
ful nodes  (buboes)  of  LGV,  which  are  occasionally  confused 
with  an  incarcerated  inguinal  hernia.4  Pathognomonic  is  the 
“groove  sign”  (a  central  lengthwise  linear  depression  in  the 
groin  area)  that  is  due  to  the  development  of  fluctuant  or  sup- 
purative masses  both  above  and  below  the  inguinal  ligament. 
Systematic  manifestations  during  this  intermediate  inflam- 
matory phase  include  fever,  chills,  malaise,  myalgias,  arthral- 
gias, and  gastrointestinal  and  genitourinary  complaints.  The 
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ABSTRACT 

A 33-year-old  woman  presented  with  a two-day  history  of 
left  inguinal  pain  and  a palpable  “knot.”  She  was  suspected 
of  having  an  incarcerated  inguinal  hernia  but  instead  was 
found  to  have  lymphogranuloma  venereum.  The  diagnosis 
is  typically  made  from  a history  and  physical  examination, 
but  may  be  supported  by  serologic  complement  fixation  stud- 
ies or  by  testing  of  lesion  aspirates  using  immunofluorescent 
antibody  testing. 
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final  stage  is  characterized  by  ulcers,  fistulas,  strictures  (es- 
pecially rectal),  scars,  and  lymphatic  obstruction. 

Clinically,  the  diagnosis  is  made  from  a history  and  physi- 
cal examination,  but  may  be  supported  by  serologic  comple- 
ment fixation  studies  or  by  applying  immunofluorescent  an- 
tibody testing  to  lesion  aspirates.  Biopsy  is  contraindicated 
due  to  the  possibility  of  sinus  tract  formation.  Medical  treat- 
ment is  available  via  doxycycline  100  mg  two  times  a day, 
tetracycline  500  mg  four  times  a day,  erythromycin  500  mg 
four  times  a day,  or  sulfisoxazole  500  mg  four  times  a day, 
all  for  21  days.5,6  Surgical  procedures  may  be  required  for 


repair  or  alleviation  of  strictures,  fistulas,  or  obstruction.  The 
patient  and  the  sexual  partners  should  be  surveyed  for  other 
sexually  transmitted  diseases  and  the  individuals  treated  and 
counseled  as  appropriate.7  □ 
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Introduction 

The  Stroke  Belt  in  the  United  States  lies  in  the  Southeast- 
ern region  where  stroke  mortality  has  been  higher  than  other 
geographic  regions.  The  U.S.  black  population  has  a higher 
stroke  incidence  and  mortality  than  the  U.S.  white  popula- 
tion. This  article  reviews  the  English  language  literature  re- 
lating to  observed  regional  and  ethnic  differences  in  stroke 
mortality,  incidence,  and  risk  factors.  In  addition,  possible 
explanations  for  the  regional  and  ethnic  differentials  are  ex- 
plored. We  examine  here  the  significance  of  these  regional 
and  ethnic  differences  and  directions  for  future  research. 

Are  There  Differences  in  Stroke 
Mortality  by  Race  and  Region? 

In  the  United  States,  there  is  a geographic  variability  in 
stroke,  with  higher  overall  stroke  mortality  rates  in  the  South- 
eastern United  States.  The  age-adjusted  stroke  mortality  rates 
are  higher  for  blacks  and  white  men  and  women  in  the  South- 
east than  for  similar  race-sex  groupings  residing  in  other  re- 
gions of  the  United  States.1  This  trend  has  persisted  for  over 
four  decades,  and  is  not  explained  by  in-  or  out-migration.  In 
the  1 1 Southeastern  states  in  the  United  States,  mortality  rates 
due  to  stroke  are  among  the  highest  in  the  nation.  Over  the 
period  from  1962  to  1988  the  Stroke  Belt  has  persisted,  es- 
pecially for  the  black  population,  and  has  shifted  away  from 
the  Piedmont  region  of  the  Southeast  toward  the  Mississippi 
River  Valley.2 

Observed  racial  differences  in  stroke  represent  an  ex- 
tremely important  public  health  issue.  The  black  population 
in  the  United  States  has  been  noted  to  have  a shorter  life 
expectancy  and  higher  all-cause  mortality  than  the  U.S.  white 
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population.  Stroke  mortality  rates  among  blacks  in  the  United 
States  are  among  the  highest  in  the  world.  The  greater  stroke 
mortality  in  blacks  was  observed  through  all  ages  up  to  age 
85  (Fig.  1),  although  most  of  the  excess  mortality  from  stroke 
in  blacks  over  whites  occurs  at  younger  ages  (between  45 
and  55  years).3  Thus,  the  mortality  burden  from  stroke  oc- 
curs to  a greater  degree  and  at  younger  ages  in  the  black 
population.  There  has  been  a gradual  decline  in  stroke  mor- 
tality since  1900  with  the  rate  of  decline  increasing  in  1973 
for  whites  and  1968  for  blacks;  the  rate  of  decline  for  both 
ethnic  groups  leveled  off  in  1979.  Despite  an  overall  decline 
in  stroke  mortality  over  time,  the  excess  stroke  mortality  in 
blacks  over  whites  has  persisted  (Fig.  2).  The  black:white 
stroke  mortality  ratio  has  been  consistently  higher  for  blacks 
of  both  genders  for  30  years  (Table  1 ).  The  NHANES  I (Na- 
tional Health  and  Nutrition  Examination  Survey)  study 
showed  that  stroke  is  the  single  disease  entity  that  explains 
most  of  the  excess  mortality  in  blacks  over  whites.4 

Are  There  Regional  and  Etluiie 
Differences  in  Stroke  Incidence? 

Because  most  patients  with  stroke  do  not  die,  mortality 
data  do  not  adequately  reflect  the  true  burden  of  stroke  both 
as  an  acute  illness  and  as  a cause  of  long-term  disability.  There 
is  also  some  controversy  over  whether  the  decline  in  stroke 
mortality  over  the  last  30  years  has  been  accompanied  by  a 
comparable  decline  in  stroke  incidence.  The  implication  of 
this  is  that  while  fewer  people  are  dying  from  stroke,  the 
incidence  and  societal  burden  of  stroke  may  not  be  decreas- 
ing at  a comparable  rate.  However,  while  stroke  mortality 
statistics  are  generally  adequate  to  address  regional  and  eth- 
nic variances,  the  majority  of  the  large-scale  stroke  surveil- 
lance studies  to  assess  stroke  incidence  have  been  (1)  per- 
formed in  predominantly  white  communities — Middlesex, 
CT.;  Manitoba,  Canada;  Rochester,  MN;  Minneapolis,  MN; 
Framingham,  MA;  or  (2)  performed  more  than  20  years  ago, 
prior  to  the  widespread  availability  of  CT  technology — Indi- 
ana Study;  Evans  County,  GA;  Mid-Missouri  Study.  Thus, 
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Figure  1.  Cerebrovascular  disease  mortality  rate  in  U.S.  adults  by  age, 
race,  and  gender;  rate  per  100,000  population  [source:  National  Center 
for  Health  Statistics]. 

aside  from  mortality  data,  most  recent  large-scale  stroke  sur- 
veillance studies  have  not  been  able  to  address  the  question 
of  racial  and  regional  differences. 

Despite  these  limitations,  the  data  on  stroke  incidence  rates 
tend  to  corroborate  mortality  differences  by  showing  in- 
creased prevalence  and  incidence  rates  for  stroke  in  U.S. 
blacks.  Specifically,  data  on  stroke  prevalence  from  the  Na- 
tional Health  Interview  Survey  have  shown  higher  rates  of 
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Figure  2.  Graph  of  age-adjusted  cerebrovascular  mortality  In  the  United 
States  for  1 979- 1 988;  rate  per  1 00,000  population  [source:  National  Center 
for  Health  Statistics]. 


prevalent  stroke  in  blacks  for  all  age  strata.  The  10-year  inci- 
dence of  stroke  evaluated  by  ethnic  group  in  NHANES  I 
( 1982-1984)  showed  the  relative  risk  of  stroke  to  be  higher 
in  blacks  than  in  whites  in  all  age  strata.  There  were  no  sta- 
tistically significant  differences  for  men,  but  for  women  these 
relative  risks  were  significant  except  in  ages  65-74  years. 
Thus,  stroke  incidence  and  prevalence  rates  are  about  twice 
as  high  in  U.S.  blacks  as  in  U.S.  whites  between  35  and  74 
years  of  age,  and  approximately  three  to  four  times  higher  in 
younger  blacks  between  33  and  44  years  of  age.  In  addition 
hospitalized  stroke  incidence  was  higher  in  blacks  than  whites 
in  Northern  Manhattan,  Evans  County,  GA,  Missouri,  and 
South  Alabama.  Reasons  underlying  the  excess  stroke  inci- 
dence and  mortality  in  blacks  are  poorly  understood.5 

Are  There  Regional  Differences  in 
Stroke  Risk  Factors? 

What  is  known  about  regional  differences  in  risk  factors 
for  stroke  comes  mainly  from  the  large  population  surveys, 
since  prospective  studies  comparing  populations  in  the  high- 
risk  Stroke  Belt  with  other  areas  are  not  available.  The  Na- 
tional Health  Examination  Survey  ( 1959-1962)  showed  only 
minor  differences  in  mean  blood  pressure  levels  between  the 
various  geographic  regions  of  the  country  and  NHANES  I 
(1971-1975)  showed  insignificant  differences  for  men  in  sys- 
tolic blood  pressures  and  modest  but  significantly  different 
levels  for  women  (both  black  and  white)  than  in  other  areas. 
A higher  prevalence  of  self-reported  hypertension  has  been 
reported,  1 1%  greater  in  the  South  compared  to  the  rest  of 
the  nation,  from  the  National  Health  Interview  Survey. 

Regional  differences  in  stroke  disease  rates  are  known  to 
exist  in  other  countries.  In  Japan  stroke  mortality  appears 
higher  in  the  North  and  rural  areas,  with  lower  rates  in  the 
South  and  metropolitan  areas.  In  addition,  variable  rates  of 
disease  are  noted  among  Japanese  men  living  in  Japan,  Ha- 
waii, and  California,  with  stroke  incidence,  prevalence,  and 
mortality  rates  highest  in  Japan,  intermediate  in  Hawaii,  and 
lowest  in  California.  In  addition,  areas  of  high  stroke  disease 
prevalence  often  simultaneously  show  a low  prevalence  of 
coronary  heart  disease.  Explanations  for  this  geographic  vari- 
ability have  been  suggested.  One  hypothesis  is  that  some  etio- 
logic  factor  (as  yet  unknown  or  poorly  defined)  has  a differ- 
ential effect  on  the  atherosclerotic  and/or  thrombotic  process 
and  that  there  is  a geographic  variability  in  the  distribution 
of  this  factor(s)  producing  the  geographic  variation  in  dis- 
ease rates.3 

What  Are  the  Raeial  Differences  in 
Stroke  Risk  Factors? 

The  most  important  risk  factors  for  stroke  are  believed  to 
be  hypertension,  diabetes,  smoking,  obesity,  and  hyper- 
cholesterolemia. A higher  prevalence  of  hypertension  is  ob- 
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served  in  blacks  than  in  whites,  and  black  hypertensives  had 
higher  blood  pressure  levels  than  white  hypertensives.  Sev- 
eral population-based  studies  have  reported  racial  differences 
in  diabetes  incidence  and  have  found  excess  prevalence  of 
diabetes  in  blacks,  especially  black  women,  but  based  on  an 
analysis  of  NHANES  data,  there  was  little  difference  in  the 
strength  of  diabetes  as  a risk  factor  for  stroke  comparing 
blacks  and  whites.  Studies  evaluating  racial  differences  in 
total  cholesterol  levels  in  the  U.S.  population  show  no  con- 
sistent ethnic  differences  useful  in  explaining  the  black-white 
differences  in  stroke.  Cholesterol  subfractions  and  lipopro- 
teins have  shown  more  consistent  ethnic  differences.  Signifi- 
cantly higher  mean  levels  of  HDL  (high-density  lipoprotein) 
cholesterol  have  been  reported  in  blacks  of  both  sexes. 
Lipoprotein(a)  are  at  levels  higher  for  black  men  and  women 
than  for  their  white  counterparts  in  all  age  strata.  A higher 
frequency  of  smoking  in  blacks  was  reported  in  several  ma- 
jor studies.  The  prevalence  of  obesity  was  found  to  be  greater 
in  blacks  than  in  whites  in  NHANES  II,  especially  in  women. 
How  these  childhood  biologic  differences  relate  to  later  life 
outcome  events  such  as  stroke  is  unclear.6 

Risk  factor  differences  between  blacks  and  whites  appear 
even  among  children.  Blood  pressure  levels  are  higher  in 
blacks  than  in  whites  among  young  children.  Additional  find- 
ings were  higher  Quintelet  indices  and  larger  skin  folds  in 
black  children,  lower  triglycerides  and  higher  HDL  choles- 
terol in  black  than  white  children,  with  total  cholesterol  and 
LDL  cholesterol  similar  in  the  two  groups.  Lipoprotein(a) 
was  1.7-fold  higher  in  blacks  than  in  whites  in  the  5-17  year 
age  range.  How  these  childhood  biologic  differences  relate 
to  later  life  outcome  events  such  as  stroke  is  unclear. 

Wliat  Are  the  Reasons  for  the  Variability  in 
Stroke  Mortality  by  Race  and  Geography? 

The  specific  reasons  for  the  greater  stroke  mortality  rates 
in  the  Southeast  region  are  not  completely  known.  NHANES 
II  data  show  that  when  compared  with  the  rest  of  the  United 
States,  the  Southeastern  region  has  an  increased  prevalence 
of  hypertension  and  lower  rates  of  hypertension  control 
among  black  women,  with  higher  rates  of  severe  hyperten- 
sion observed  in  black  men.  Also,  while  ecologic  trends  show 
slightly  higher  rates  of  hypertension,  diabetes,  smoking,  and 
some  other  stroke  risk  factors  in  the  Southeast,  it  is  not  clear 
that  any  of  these  trends  adequately  explains  the  Southeastern 
stroke  mortality  excess.  Further  investigation  is  needed  to 
better  understand  this  geographic  variability  in  stroke  mor- 
tality and  differences  in  stroke  risk  factors  between  the  South- 
eastern United  States  and  other  regions  of  the  United  States. 

Regarding  the  most  important  stroke  risk  factors  (hyper- 
tension, diabetes,  smoking,  obesity,  and  hypercholes- 
terolemia), a review  found  that,  compared  to  whites,  blacks 
have  consistently  higher  rates  of  hypertension  and  diabetes, 


TABLE  1 

DIFFERENCES  IN  STROKE  BETWEEN  BLACKS  AND  WHITES  IN 
SEVERAL  MAJOR  EPIDEMIOLOGIC  STUDIES 


STUDY 

Aee  45  - 64  Years 

Aee  65  and  Older 

National  Health  Interview 
Survey 

Stroke  Prevalence 
100,000 
1988 

Black  White 
2760  1690 

Black  White 

6750  4820 

NHANES  I 

Larger  Stroke  Incidence 
Relative  Risk 
B|W 

Men 

35-44  45-54  55-64  65-74 
1.3  1.1  2.2  1.2 

Women 

35-44  45-54  55-64  65-74 
5.8  3.3  3.0  1.3 

Stroke  Mortality  Ratios 
Black  |W 

1960 

Male  Female 

1.8  2.0 

1986 

Male  Female 

1.9  1.8 

but  inconsistently  higher  rates  of  obesity,  smoking,  and 
hypercholesterolemia.  The  contribution  of  the  major  stroke 
risk  factors  to  the  black-white  stroke  mortality  differences 
remains  unclear,  not  only  because  the  differential  prevalence 
of  the  risk  factors  is  not  well  established,  but  also  because 
blacks  and  whites  may  be  differentially  susceptible  to  the 
influences  of  one  or  more  risk  factors.  In  evaluating  risk  fac- 
tor relationships  to  all  causes  of  U.S.  mortality,  Otten  et  al5 
found  that  hypertension,  smoking,  hypercholesterolemia,  and 
obesity  explained  about  one-third  of  black  excess  mortality, 
and  another  one-third  was  explained  by  socioeconomic  dif- 
ferences. The  other  one-third  was  not  explained  by  any  known 
risk  factor  interaction.  Regarding  stroke  alone,  excess  hyper- 
tension and  diabetes  accounted  for  only  half  of  excess  stroke 
rates  among  blacks.  The  excess  stroke  mortality  rates  ob- 
served in  U.S.  blacks  clearly  warrant  further  study. 

Wliat  Is  the  Significance  of  Regional  and 
Ethnic  Differences  in  Stroke  and  Stroke 
Risk  Factors? 

Given  the  higher  stroke  incidence  and  mortality  in  U.S. 
blacks,  it  is  unclear  how  observed  risk  factor  differences  con- 
tribute to  their  greater  cerebrovascular  disease  mortality  and 
incidence.  One  possible  explanation  is  differences  in  the 
prevalence  of  known  cerebrovascular  disease  risk  factors  in 
the  black  and  white  populations.  Alternatively,  differential 
susceptibility  to  known  risk  factors,  or  the  contribution  of 
unknown  risk  factors,  could  also  be  an  explanation  for  differ- 
ent disease  rates.  A similar  set  of  questions  and  hypotheses 
exists  to  explain  the  regional  variations  in  stroke  mortality. 

Since  the  increased  risk  of  stroke  in  blacks  and  in  the 
Southeastern  population  cannot  be  attributed  entirely  to  the 
higher  prevalence  of  diabetes  and  hypertension  in  these  popu- 
lations, investigation  of  other  risk  factors  should  be  under- 
taken to  explain  the  stroke  mortality  excess  seen  by  race  and 
region.  Differential  access  to  medical  care  is  one  such  factor 
that  has  not  been  previously  investigated  for  stroke.  Studies 
have  shown  that  obstacles  to  care  are  more  often  encoun- 
tered by  poor,  uninsured,  and  black  patients.  Comparing  ac- 
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cess  to  health  care  and  health  resource  utilization  has  sug- 
gested differences  based  on  race  and  on  insurance  status.  An 
evaluation  of  National  Center  for  Health  Statistics  data  has 
shown  an  inverse  relationship  between  stroke  mortality  and 
educational  achievement  levels  of  communities.  Further  in- 
vestigation regarding  access  to  medical  care  for  stroke  is 
needed  to  determine  the  effect  of  obstacles  on  stroke  mortal- 
ity and  morbidity. 

Other  risk  factor  interactions  could  explain  some  of  the 
excess  stroke  risk  in  blacks.  Differences  in  blood  vessel  pa- 
thology and  differences  in  the  atherosclerotic  process  could 
explain  some  of  the  ethnic  differences  in  stroke.  Pathologic 
and  angiographic  studies  have  shown  that  U.S.  blacks  have 
more  intracranial  atherosclerosis  than  U.S.  whites.  Quantifi- 
cation of  the  free  and  total  cholesterol  content  of  the  cerebral 
vessels  showed  higher  levels  of  these  lipids  in  U.S.  blacks 
than  U.S.  whites  and  Nigerian  blacks.  Overall  these  data  cer- 
tainly suggest  differences  in  pathology  of  the  cerebral  ves- 
sels in  blacks  and  whites,  but  mechanisms  underlying  these 
vessel  pathologic  differences  are  unknown,  and  little  is  un- 
derstood of  the  pathophysiologic  significance  of  the  vessel 
differences.  Additional  quantification  of  the  differences  in 
vessel  pathology  and  an  explanation  of  the  underlying  bio- 
logic mechanisms  for  the  differences  are  needed. 

A number  of  studies7  have  suggested  that  the  black  and 
white  populations  may  suffer  different  rates  of  stroke  types, 
with  blacks  accruing  more  frequent  hemorrhagic  (intracere- 
bral and  subarachnoid)  and  lacunar  strokes,  whereas  whites 
may  accrue  more  frequent  embolic  stroke  and  extracranial 
obstructive  vascular  disease.  A limited  number  of  studies  have 
suggested  black-white  differences  in  stroke  outcome,  with  worse 
functional  outcome  and  higher  stroke  recurrence  rates  in  blacks. 

Ethnic  differences  in  coagulation  function  have  been  re- 
ported in  small  normal  population  samples.  Blacks  have 
shown  reduced  platelet  aggregability,  higher  serum  fibrino- 
gen, and  enhanced  fibrinolysis.  Thus,  data  from  several  dif- 
ferent normal  populations  suggest  coagulation  differences 
between  blacks  and  whites,  but  the  pathophysiologic  signifi- 
cance is  unclear.  In  the  TAMI  trial,  blacks  were  reported  to 
have  enhanced  fibrinolytic  activity  and  higher  bleeding  po- 


tential than  the  white  participants  in  that  clinical  trial.  How- 
ever, confirmation  of  these  results  in  larger  stroke  cohorts 
and  comparison  to  control  groups  are  needed. 

What  Are  the  Conclusions  and 
Directions  for  Future  Research? 

In  summary,  stroke  is  a major  contributor  to  differential 
black-white  mortality  rates,  especially  in  the  Southeastern 
U.S.  “Stroke  Belt.”  The  prevalence  of  known  risk  factors — 
blood  pressure,  smoking,  diabetes,  and  cholesterol — vary 
between  blacks  and  whites  and  among  regions,  but  these  fac- 
tors do  not  explain  all  of  the  Stroke  Belt’s  elevated  rates.  Lim- 
ited  studies  suggest  that  blacks  suffer  a higher  incidence  of 
hemorrhagic  stroke  and  lacunar  infarction,  and  a lower  inci- 
dence of  embolic  cerebrovascular  disease,  than  whites.  These 
differing  subtype  rates  may  explain  some  excess  stroke  mor- 
bidity and  mortality  in  blacks,  but  this  possibility  has  not 
been  adequately  studied.  Future  research  studies  that  include 
careful  stroke  subtyping  and  adequate  measures  of  long-term 
functional  outcome  are  likely  to  improve  understanding  of 
these  issues,  along  with  the  influence  of  socioeconomic  fac- 
tors and  access  to  health  care  as  potential  confounders.  Evalu- 
ation of  novel  risk  factor  associations  such  as  racial  differ- 
ences in  coagulation  and  lipid  function  may  provide  new 
insights.  The  results  can  lead  to  improved  primary  and  sec- 
ondary prevention  and  treatment  of  stroke.  Because  of  the 
huge  long-term  costs  of  stroke,  eliminating  the  racial  and 
regional  excess  stroke  rates  can  have  a major  impact  on  health 
care  expenditures.  □ 
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Trauma  Rounds 


Traumatic  Pseudoaneurysm  of  the 
Superficial  Temporal  Artery 

Connie  Pennington,  MD;  James  V.  Lewis,  MD 


Trauma  to  vascular  structures  can  lead  to  hemorrhage, 
dissection,  or  pseudoaneurysm  formation.1  A pseudo- 
aneurysm of  the  superficial  temporal  artery  following  blunt 
or  penetrating  trauma  is  rare  but  has  been  reported.2  We  de- 
scribe such  an  event  following  a motor  vehicle  accident. 

Case  Report 

A 24-year-old  man,  the  unrestrained  driver  in  a motor 
vehicle  accident,  sustained  extensive  abrasions  and  superfi- 
cial lacerations  to  the  right  side  of  his  neck,  face,  and  scalp. 
He  was  found  also  to  have  a duodenal  perforation  and  bilateral 
pneumothorax,  which  necessitated  immediate  operative  inter- 
vention. After  an  approximately  eight-week  course  in  an  inten- 
sive care  unit,  fragments  of  glass  began  to  surface  in  the  right 
scalp  area,  and  a 2 X 2-cm  pulsatile  mass  appeared  in  his  right 
temporal  area.  It  was  easily  compressible  with  digital  pressure 
(Fig.  1 ).  When  the  diagnosis  of  temporal  artery  pseudoaneu- 
rysm was  made  based  on  history  and  physical  examination, 
resection  was  performed  under  local  anesthesia.  With  suture 
ligature  of  the  superficial  temporal  artery,  the  pseudoaneu- 
rysm was  easily  dissected  and  removed  (Fig.  2).  Multiple 
pieces  of  glass  were  also  removed  from  the  surrounding  sub- 
cutaneous tissues.  The  postoperative  course  was  uneventful. 

Discussion 

Pseudoaneurysm  formation  following  trauma  has  been 
reported  in  the  literature,  and  usually  appears  at  four  to  eight 
weeks  post-injury.  It  is  more  frequently  described  after  pen- 
etrating trauma.1,2  We  believe  the  embedded  glass  fragments 
caused  arterial  trauma  that  led  to  pseudoaneurysm  formation 
in  this  case.  Echo-Doppler  examination  can  be  used  to  de- 
fine the  aneurysm  by  showing  a wave  form  of  high  periph- 
eral vascular  resistance  and  turbulent  flow.1  Most  pseudo- 
aneurysms are  asymptomatic,  as  was  this  one,  but  can  have 
adjacent  nerve  compression.1  They  may  also  predispose  to 
life-threatening  hemorrhage.  We  resected  this  lesion  for  cos- 
metic reasons. 

From  the  Department  of  Surgery,  James  H.  Quillen  College  of 
Medicine,  Johnson  City  (Drs.  Pennington  and  Lewis ) and  the 
Trauma  Sendee,  Holston  Valley  Hospital  and  Medical  Center, 
Kingsport  (Dr.  Lewis). 


Figure  1.  External  appearance  of  the  pseudoaneurysm  of  the  right  tem- 
poral artery. 


Figure  2.  Appearance  of  the  pseudoaneurysm  of  the  right  temporal  ar- 
tery just  prior  to  ligation  and  removal. 


In  conclusion,  pseudoaneurysm  of  the  superficial  tempo- 
ral artery  following  penetrating  trauma  is  easily  diagnosed  by 
history  and  physical  examination.  Repair  is  more  commonly 
done  for  cosmetic  reasons  and  can  be  performed  under  local 
anesthesia.  □ 
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Department  of  Health  Report 

A New  Approach  to  Nutrition  Education 

Rubelyn  Mays,  MS,  RD,  LDN 


In  October  1997,  the  Tennessee  Department  of  Health 
(TDH)  received  a $50,000  start-up  grant  from  the  Depart- 
ment of  Health  and  Human  Services  to  establish  a Nutrition 
Education  Center  in  Tennessee  to  be  modeled  after  the  Chi- 
cago Nutrition  Education  Center  in  Chicago,  Illinois.  Several 
factors  made  Montgomery  County  (Clarksville)  a favorable 
site  for  the  Nutrition  Education  Center.  It  appeared  that  a 
Clarksville  Center  could  give  "the  biggest  bang  for  the  buck.” 
The  Center  opened  in  July  1995,  and  is  administered  as  a satel- 
lite clinic  of  the  Montgomery  County  Health  Department. 

The  Center  consists  of  a grocery  store,  a demonstration 
kitchen,  and  a mother's  breastfeeding  area.  The  uniqueness 
of  the  Center  lies  in  its  nontraditional  approach  to  nutrition 
education.  Nutrition  education  is  provided  to  patients  in  a 
group  setting  through  the  use  of  a demonstration  kitchen. 
Food  is  actually  prepared  and  served  to  the  patients  on  site. 
It's  a fun  environment  where  patients  learn  about  food  selec- 
tion and  preparation,  and  how  nutritious  food  fits  into  a meal 
pattern  that  has  variety  and  promotes  long-term  good  health. 

Since  the  beginning  of  the  Health  and  Human  Services 
grant  in  1995,  the  US  Department  of  Agriculture  has  pro- 
moted the  concept  of  the  Nutrition  Education  Center.  Ten- 
nessee is  the  recipient  of  a USDA  grant  in  the  amount  of 
$300,000  to  phase  in  1 1 centers  across  Tennessee.  The  first 
phase  is  to  be  completed  by  Sept.  30,  1997,  and  includes  the 
following  counties:  Anderson,  Blount,  Bradley,  Lawrence, 
Knox,  Davidson,  and  Washington.  By  Sept.  30,  1998,  the 
second  and  final  phase  will  be  completed  and  includes: 
Greene,  Hamilton,  McMinn  and  Williamson  counties.  Each 
of  the  centers  is  unique  based  on  the  particular  health 
department’s  available  space.  Grants  awarded  to  the  health 
departments  were  based  on  applications  submitted  by  coun- 
ties across  Tennessee  and  range  from  $20,000  to  $30,000.  In 
addition  to  grant  funds,  county  staff  must  raise  additional 
money  in  the  community  to  complete  the  centers,  since  the 
original  grants  were  not  intended  to  totally  fund  the  centers. 

Currently,  centers  in  Anderson  and  Lawrence  counties  have 
had  grand  openings  and  are  operational.  Anderson  County 
received  an  additional  grant  from  the  Centers  for  Disease 


From  the  Tennessee  Department  of  Health,  Nashville.  Rnbelyn 
Mays  is  director  of  Community  Nutrition  at  TDH. 


Control  and  Prevention  to  evaluate  the  effectiveness  of  nutri- 
tion education  provided  to  Women,  Infants  and  Children 
(WIC)  patients  through  the  Center.  The  TDH  is  contracting 
with  the  University  of  Tennessee  to  evaluate  the  effective- 
ness of  nutrition  classes.  Results  from  this  evaluation  study 
will  be  available  in  the  winter  of  1997. 

Each  Nutrition  Education  Center  has  three  non-traditional 
education  stations. 

Grocery  Store.  The  grocery  store  is  much  like  the  small 
neighborhood  grocery  stores  often  frequented  by  patients, 
and  includes  a full  assortment  of  foods  in  the  form  of  food 
models  displayed  in  grocery  cases  and  bins.  Realistic  signs 
and  price  information  lend  authenticity  to  the  store.  WIC 
approved  food  items  are  displayed,  along  with  other  brand- 
name  and  culturally  appropriate  products  for  teaching  shop- 
ping skills.  Food  items  are  classified  under  ten  categories: 
breads,  cereals,  grains,  meats,  fresh  produce,  dairy  products, 
canned  foods,  snacks,  infant  formulas,  and  juices.  All  dis- 
plays of  perishables  are  realistic  wax  models.  The  store  pro- 
vides an  educational  base  for  patients  to  learn  how  to  read 
labels  and  shop  for  the  best  nutritional  value  and  price.  This 
way  of  teaching  about  nutrition  is  the  wave  of  the  future. 

Demonstration  Kitchen.  The  demonstration  kitchen  in- 
cludes a fully  equipped  kitchen  and  dining  area  with  seating 
for  patients.  It  is  a place  where  they  are  taught  how  to  pre- 
pare quick  and  easy  dishes  using  the  foods  they  purchased  at 
the  grocery  store.  Here,  nutrition  classes  emphasize  the  ba- 
sics of  making  good  food  choices  and  cooking  with  a focus 
on  healthy  eating.  The  group  nutrition  education  sessions  have 
significantly  reduced  waiting  time  for  patients. 

Mother's  Room.  The  mother’s  room  provides  a place  for 
mothers  to  breastfeed,  as  well  as  an  area  to  assist  and  teach 
pregnant  and  breastfeeding  women  about  the  benefits  and 
techniques  of  breastfeeding.  It  also  serves  as  a meeting  place 
for  breastfeeding  support  groups. 

What  is  really  great  about  the  centers  is  that  they  are  not  just 
for  WIC  participants,  but  welcome  other  community  groups. 
This  way  Tennessee  is  able  to  educate  the  whole  community. 

Physicians  are  welcome  to  visit  the  nutrition  education 
centers.  Just  call  the  county  health  department  for  a time  to 
tour  the  facility.  Your  patients  could  benefit  from  classes  of- 
fered at  the  centers. □ 
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Vanderbilt  Morning  Report 

Indinavir-Induced  Nephropathy 


Case  Report 

A 48-year-old  black  man  with  advanced  AIDS  came  to 
the  Vanderbilt  University  Medical  Center  for  flank  pain  and 
hematuria  for  one  day.  He  was  awakened  by  a colicky  sharp 
left  flank  pain  radiating  to  his  groin  and  associated  with  nau- 
sea, vomiting,  diaphoresis,  and  hematuria  with  clots.  The  pain 
had  lessened  significantly  just  before  he  was  seen.  A pre- 
liminary diagnosis  of  nephrolithiasis  was  made,  and  he  was 
admitted  to  the  internal  medicine  service  for  hydration,  ob- 
servation, and  further  evaluation. 

Approximately  six  months  earlier  treatment  with  stavudine 
(d4T)  had  been  started  after  previous  antiretroviral  therapy 
with  different  nucleoside  reverse  transcriptase  inhibitors. 
Stavudine  was  well  tolerated,  and  three  weeks  later  indinavir 
was  added  to  his  regimen.  Two-month  follow-up  surveillance 
laboratory  studies  revealed  a marked  immunologic  response 
to  the  nucleoside  analogue/protease  inhibitor  combination. 
His  viral  load  decreased  from  8.4  million  to  18,860  copies/ 


Presented  by  Laura  Weber,  MD,  second  year  resident;  Hope 
Campbell,  PharmD,  Clinical  Research  Pharmacist;  and  Nancy  J. 
Gritter,  MD,  chief  medical  resident,  Vanderbilt  University  Medical 
Center,  Nashville. 


ml,  and  the  CD4  count  increased  from  3 to  33.  During  this 
time  the  patient’s  serum  creatinine  increased  to  1.8  mg/dl. 
He  had  also  been  given  a two-week  course  of  cephalexin  500 
mg  twice  daily  for  a relapse  of  an  eosinophilic  folliculitis, 
but  it  is  of  note  that  his  creatinine  had  already  increased  to 
1.4  mg/dl  from  a baseline  of  1.2  mg/dl  before  the  initiation 
of  this  therapy. 

During  the  next  six  weeks  his  creatinine  gradually  in- 
creased to  3.5  mg/dl  (Fig.  1),  when  indinavir  and  stavudine 
were  discontinued,  and  the  doses  of  his  chronic  medications 
(fluconazole,  ethambutol,  trimethoprim-sulfamethoxazole  DS, 
glyburide,  and  acyclovir)  were  reduced  to  accommodate  his 
new  creatinine  clearance,  and  he  was  instructed  to  increase 
his  fluid  intake.  With  this  intervention,  his  serum  creatinine 
decreased  to  2.2  mg/dl  after  one  week.  Urinalysis  revealed  a 
pH  of  6,  pyuria,  a trace  of  protein,  and  1 + hematuria.  A renal 
ultrasound  performed  at  this  time  was  within  normal  limits. 

The  patient  was  re-challenged  with  d4T  and  indinavir  af- 
ter his  creatinine  had  remained  stable  at  2.2  mg/dl  for  a week, 
but  after  four  weeks  his  creatinine  had  again  risen  to  3.6  mg/ 
dl.  His  serum  WBC  count  showed  an  eosinophilia  of  17%, 
(absolute  count  816),  and  a 24-hour  urine  a week  later  re- 
vealed a creatinine  clearance  of  1 8 cc/min.  Indinavir  was  dis- 


FIGURE  1 


Effect  of  Indinavir  (IDV)  on 
Serum  Creatinine  and  Eosinophils  Over  Time 
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TABLE  1 

BLOOD  CHEMICAL  FINDINGS 


Variable 

On  Admission 

Sodium  (mEq/L) 

138 

Potassium  (mEq/L) 

3.9 

Chloride  (mEq/L) 

107 

Carbon  dioxide  (mmol/L) 

21 

Urea  nitrogen  (mg/dl) 

14 

Creatinine  (mg/dl) 

1.2 

Glucose  (mg/dl) 

141 

Hemoglobin  A1C 

10.5 

continued,  and  a nephrology  consultation  was  requested.  His 
viral  load  by  polymerase  chain  reaction  at  this  time  was  2,860 
copies/ml. 

Six  days  before  admission  he  was  seen  in  nephrology 
clinic.  He  had  no  complaints  of  hematuria,  urgency,  frothy 
urine,  dysuria,  or  back  pain,  but  occasionally  used  non-ste- 
roidal anti-inflammatory  drugs.  Urinalysis  showed  a signifi- 
cant number  of  eosinophils,  but  no  casts  or  significant  num- 
bers of  non-dysmorphic  RBCs.  A presumptive  diagnosis  of 
interstitial  nephritis  was  made,  and  the  patient  was  instructed 
to  continue  holding  his  protease  inhibitor.  One  the  day  of 
admission,  his  serum  creatinine  was  2.5  mg/dl,  an  increase 
from  2.2  mg/dl  on  the  previous  day.  His  urine  was  bloody, 
with  0-3  WBCs,  numerous  RBCs,  and  4+  glucose.  His  serum 
glucose  was  283  mg/dl. 

HIV  infection  was  diagnosed  in  1989,  with  progression 
to  AIDS  by  1992.  His  AIDS-related  illnesses  included  cy- 
tomegalovirus retinitis,  disseminated  mycobacterium  com- 
plex infection,  recurrent  perianal  herpes,  and  AIDS  dementia. 
He  also  had  relapsing  chronic  dermatitis/folliculitis,  type  II 
diabetes  mellitus,  chronically  elevated  liver  enzymes, 
anorexia,  and  malnutrition.  He  gave  a history  of  previous 
tobacco,  ethanol,  and  crack  cocaine  use  and  multiple  homo- 
sexual contacts.  His  family  history  was  non-contributory. 

Medications  on  admission  included  trimethoprim-sulfa- 
methoxazole, one  double  strength  tablet  three  times  per  week, 
fluconazole  100  mg  once  daily,  diphenhydramine  as  needed, 
iron  sulfate  300  mg  three  times  daily,  glyburide  5 mg  twice 
daily,  myambutol  400  mg  three  times  daily,  acyclovir  400 
mg  three  times  daily,  and  stavudine  40  mg  every  12  hours. 
He  denied  noncompliance  with  his  drug  regimen. 

Admission  vital  signs  were  within  normal  limits,  with  su- 
pine pulse  of  85/min  with  blood  pressure  90/60  mm  Hg,  and 
standing  pulse  90/min  with  blood  pressure  90/60  mm  Hg. 
Physical  examination  showed  a cachexic,  confused  black  man 
whose  neck  was  supple,  cardiovascular  examination  unre- 
markable, and  lungs  clear.  His  abdomen  was  soft,  with  mild 
left  lower  quadrant  pain  and  left  costovertebral  angle  tender- 
ness. He  had  no  skin  rash  or  hemorrhages.  Admission  labo- 
ratory results  are  presented  in  Tables  1 and  2.  His  urine  was 


TABLE  2 

HEMATOLOGIC  LABORATORY  VALUES 


Variable 

On  Admission 

White  blood  cell  count  (thou/ul) 

2 

Hemoglobin  (gm/dl) 

10 

Hematocrit  (%) 

32 

Platelet  count  (thou/ul) 

69 

Mean  corpuscular  volume  (fL) 
Differential  count  (%) 

105 

Neutrophils 

35 

Lymphocytes 

26 

Monocytes 

27 

Eosinophils 

6 

CD4+  cell  count  (per/ul) 

3 

grossly  bloody  with  clots  (urine  sediment  showed  numerous 
RBCs  without  casts  or  crystals  under  light  microscopy).  A 
second  renal  ultrasound  was  unremarkable. 

The  patient  was  aggressively  hydrated,  and  stavudine  was 
discontinued,  and  six  days  later  on  discharge  the  patient’s 
serum  creatinine  had  decreased  to  1 .4  mg/dl  without  any  re- 
currence of  symptoms. 

Discussion 

Cleavage  of  immature  polyprotein  products  by  HIV-1  pro- 
tease to  mature  forms  is  a crucial  step  in  the  HIV  viral  replica- 
tion cycle.  Protease  inhibitors  are  potent  inhibitors  of  this  path- 
way, rendering  the  virus  unable  to  infect  new  cells. 1 All  protease 
inhibitors  have  shown  dramatic  declines  in  viral  load  measure- 
ments and  increases  in  CD4  counts  at  six  months  of  therapy.2 
Consistent  with  these  studies,  this  patient’s  viral  load  decreased 
from  8.4  million  to  2,860  copies/ml,  and  perhaps  would  have 
reached  undetectable  levels  had  therapy  not  been  halted. 

Indinavir,  the  protease  inhibitor  used  by  this  patient,  is 
generally  well  tolerated.  In  clinical  trials  nephrolithiasis  was 
reported  in  approximately  4%  of  patients  receiving  indinavir.3 
In  general,  these  events  were  not  associated  with  renal  dys- 
function and  resolved  with  hydration  and  temporary  inter- 
ruption of  therapy.  Tashina  et  al,4  however,  recently  described 
a 30-year-old  woman  who  developed  progressive  rise  in  se- 
rum creatinine  from  1.0  to  17  mg/dl,  urinary  eosinophilia, 
and  multiple  collecting  ducts  containing  crystals  associated 
with  histiocytes  and  giant  cells  while  being  treated  with 
indinavir.  A renal  biopsy  revealed  unremarkable  glomeruli, 
prominent  interstitial  fibrosis,  and  tubular  atrophy  accompa- 
nied by  chronic  inflammation. 

Although  a renal  biopsy  was  not  performed  on  this  pa- 
tient and  crystals  were  not  evident  in  urinary  sediment,  evi- 
dence supporting  indinavir-induced  nephropathy  is  strong. 
Shortly  after  beginning  therapy  with  indinavir,  a rapidly  pro- 
gressive decline  in  renal  function  occurred  concomitantly 
with  peripheral  eosinophilia  and  eosinophiluria  that  persisted 
until  the  medication  was  discontinued,  at  which  time  serum 
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creatinine  rapidly  declined  towards  pretreatment  levels.  A re- 
challenge a short  time  later  resulted  in  a similar  pattern  of 
functional  abnormality.  Again,  renal  dysfunction  was  revers- 
ible with  discontinuation  of  the  drug.  The  only  medication 
changes  during  this  time  related  to  dose  adjustments  of 
chronic  medications  to  account  for  changing  estimated  crea- 
tinine clearance  and  a two-week  course  of  cephalexin  for 
folliculitis. 

Drug  reactions  are  an  important  cause  of  acute  renal  fail- 
ure in  the  HIV  patient.  Acute  interstitial  nephritis  is  charac- 
terized by  an  abrupt  decrement  in  renal  function  primarily 
due  to  drugs,  and  less  frequently  infection  and  autoimmune 
disorders.  Pathologic  disorders  include  an  acute  interstitial 
inflammatory  infiltrate  composed  primarily  of  T cells  and 
monocytes  and  to  a lesser  degree  eosinophils  and  plasma  cells. 
Clinical  features  may  include  fever,  serum  eosinophilia,  eosino- 
philuria,  microscopic  or  gross  hematuria  and,  at  times,  a rash. 
The  primary  treatment  of  drug-induced  interstitial  nephritis 
is  removal  of  the  offending  agent(s).  In  some  clinical  situa- 
tions corticosteriods  may  be  of  benefit. 

In  the  case  of  this  patient  the  abrupt  decrement  in  renal 
function  was  reversed  each  time  indinavir  was  discontinued. 


The  patient’s  eosinophil  count  varied.  His  use  of  diphen- 
hydramine as  needed  may  have  also  affected  his  eosinophils, 
accounting  for  the  variable  correlation  between  the  first  peak 
in  eosinophils  and  the  peak  in  serum  creatinine.  There  is  a 
strong  correlation  between  the  second  eosinophil  peak  and 
the  second  peak  in  his  serum  creatinine.  Further  support  for 
interstitial  nephritis  was  the  presence  of  eosinophils  on  analy- 
sis of  urine  sediment. 

In  conclusion,  we  have  presented  a case  representative  of 
indinavir-induced  interstitial  nephritis  in  the  setting  of 
indinavir-associated  nephrolithiasis.  Other  factors  may  have 
had  a synergistic  effect  on  renal  dysfunction  in  this  patient, 
such  as  dehydration,  stavudine,  uncontrolled  diabetes,  HIV, 
and  the  chronic  use  of  trimethoprim-sulfamethoxazole. 

On  discharge,  the  patient  was  scheduled  to  restart  stavudine 
in  combination  with  nelfinavir  (Viracept)  made  available 
through  an  expanded  access  program.  □ 
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MANAGEMENT 


Manage  Change  Before  Change  Manages  You 

VANDERBILT  UNIVERSITY 


Health  Care  Management  Seminars 

Management  Principles  for  Health  Care 

Tuesday  evenings , September  2 — December  13 

A top-notch  management  course  designed  specifically  for  physicians  and  other 
health  care  providers,  managers,  administrators,  and  consultants.  This  program 
focuses  on  overall  business  operations,  human  resources  issues,  financial  analysis, 
marketing,  quality  management,  leadership,  and  other  topics  crucial  to  successfully 
managing  your  business  in  today’s  constantly  changing  environment. 

Managing  Change  in  Health  Care 

Thursday  evenings,  September  4 — December  13 

An  advanced  management  course  on  key  aspects  of  change  management:  leadership, 
business  strategy,  process  analysis  and  improvement,  and  team-building.  Taught  in 
the  context  of  the  health  care  industry,  special  emphasis  on  managed  care  and  for- 
profit  management  issues. 

Questions?  Contact  Tonya  Hobbs,  Director  of  Executive  Seminars,  615-322-3932 
or  call  the  Executive  Programs  office  at  615-322-2513.  Fax:  615-343-2293. 
owenexec@ctrvax.  vanderbilt.  edu 
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News  and  Views 


TMA  Alliance  Report 


Association  and  Alliance — 
Antiquated  & Irrelevant  or 
Alive  & Indispensable 

Recently,  while  attending  another  state  convention  in  Knox- 
ville, I chanced  to  sit  beside  a young  woman  who  noticed  that  1 
was  discreetly  writing  notes  in  my  Tennessee  Medical  Associa- 
tion Alliance  Yearbook.  She  asked  if  I was  a member  of  this 
organization  and  if  my  husband  was  a physician.  When  I an- 
swered yes  to  both  questions,  she  told  me  that  her  husband  was 
president  of  the  county  society  and  was  determined  to  start  an 
alliance  there.  “He  says  an  Alliance  is  indispensable”  thrilled 
me,  and  I knew  that  he  got  it\  Since  that  chance  meeting,  I have 
contacted  the  physician,  and  we  have  arranged  for  me  to  meet 
with  and  speak  to  a combined  dinner  session  with  physicians 
and  their  spouses. 

In  order  to  continue  our  many  vital  programs  and  activities, 
such  as  our  continuing  battle  against  violence  in  Tennessee;  the 
unique  situations  adolescents  face  today;  and  a myriad  of  oth- 
ers, we  need  the  support  of  every  physician's  spouse. 

The  State  and  National  Alliance  serves  as  the  coordinating 
body  for  activities  of  the  federation,  providing  programs, 
projects,  leadership  training,  legislative  information,  and  valu- 
able materials.  It  also  offers  a multitude  of  benefits  and  ser- 
vices to  assist  you.  The  SAVE  Kit,  Project  Bank  Catalog,  Ma- 
terials Order  Form,  and  Everything  You  Need  to  Know  are  a 
few  of  the  materials  available  from  AMAA. 

Alliance  members  hold  the  keys  to  the  health  concerns  in 
the  community.  They  use  their  creativity  to  meet  the  challenges 
before  them  and  to  make  a difference  in  people’s  lives  as  they 
dedicate  themselves  to  voluntary  action  for  the  good  of  others. 
They  represent  the  medical  community  to  the  people  of  the  com- 
munity, and  they  exemplify  all  that  is  good  and  right  in  health 
care  today. 

Alliance  membership  is  still  our  priority.  Productive  activity 
in  the  areas  of  recruiting,  retaining,  and  re-attracting  members 
depends  upon  each  of  us.  We  seek  new  members,  and  know  that 
people  are  not  going  to  get  involved  in  an  organization  in  which 
they  don’t  feel  comfortable,  engaged  or  welcomed. 

The  county  alliance  serves  as  a catalyst  for  community  ac- 
tivities, providing  public  relations  for  the  medical  profession, 
supplying  manpower  to  respond  to  legislative  issues,  creating 
coalitions,  and  performing  other  services. 

This  is  a wonderful  year  to  be  a member  of  the  Medical  Al- 
liance. Our  own  Johnnie  Amonette  will  be  installed  as  Presi- 
dent of  AMA  Alliance  in  June.  Tennessee  has  an  outstanding 
record  of  achievement  in  AMAA.  At  our  recent  Convention  in 
Chattanooga,  Johnnie  presented  a plaque  from  the  AMAA  to 
TMAA  because  for  over  a period  of  25  years  Tennessee  has 
raised  $2,229,145  for  AMA-ERF  (more  than  any  other  state). 
President  Nancye  Hines  presented  two  resolutions  to  be  pre- 
sented at  the  AMAA  annual  meeting — "Television  Violence  and 
National  Turn-Off  Day”  and  “Prostate  Cancer  Screening  Aware- 
ness.” Both  were  adopted  by  the  membership.  Health  Promo- 
tion Chairman  Mary  Morgan  reported  the  Southern  Medical 
Association  Auxiliary  awarded  Tennessee  second  place  for  Best 


State  Project  on  health  education  for  our  breast  cancer  aware- 
ness programs.  Mary  also  reported  that  12  county  alliance 
projects  are  to  receive  health  grants  in  1997-98.  These  grants 
provide  “seed  money”  for  very  worthy  health  education  and 
safety  projects. 

TMAA’s  theme  for  this  year  is  “Building  a Healthier  Ten- 
nessee” and  we  need  and  deserve  the  support  of  every  TMA 
members’  spouses.  We  are  hoping  to  engage  at  least  five  new 
alliances  this  year.  I am  currently  talking  to  four  potentially 
new  alliances.  1 am  always  available  at  901-748-2106  or  483- 
4400  for  ways  we  can  assist  members  or  form  new  alliances. 

1 hope  that  you  will  notice  that  TMAA  is  alive  and  indis- 
pensable to  TMA. 

Nancye  E.  Hines 
TMA  Alliance  President 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

BUFFALO  RIVER  VALLEY  MEDICAL  SOCIETY 

William  G.  Jennings , MD.  Parsons 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Suzanne  Corrington,  MD,  Chattanooga 
Norman  Desbiens,  MD,  Chattanooga 
Annesofie  Dubeck,  MD,  Chattanooga 
Michael  R.  Gallagher,  MD,  Chattanooga 
Emile  V.  Hamm,  MD,  Chattanooga 
Karl  E.  Miller,  MD,  Chattanooga 
Niladri  Panda,  MD,  Spring  City 
Michelle  Robison,  MD,  Chattanooga 
Sanford  C.  Sharp,  MD,  Chattanooga 
Barry  R.  Vaughn,  MD,  Ft.  Oglethorpe,  GA 
Pamela  C.  Ventra,  MD,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

Timothy  R.  Crossett,  MD,  Jackson 

NASHVILLE  ACADEMY  OF  MEDICINE 

Michael  W.  Bell,  MD,  Nashville 
Rufus  C.  Davis,  MD,  Nashville 
Mary  R.  Faris,  MD,  Hermitage 
Louis  C.  Johnson,  MD,  Nashville 

WASHINGTON-UNICOI. JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Christina  R.  Hutchins,  MD,  Johnson  City 
Samuel  B.  Cheek  Jr.,  MD,  Johnson  City 


In  Memoriam 


Alden  Harrelson  Gray,  age  80.  Died  April  12,  1997.  Graduate 
of  University  of  Arkansas  College  of  Medicine.  Member  of 
Consolidated  Medical  Assembly  of  West  Tennessee. 
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Robert  G.  Hewgley  Sr.,  age  67.  Died  April  21,  1997.  Graduate 
of  University  of  Tennessee  College  of  medicine.  Member  of 
McMinn  County  Medical  Society. 

David  Ralston  Walkinshaw  Shupe,age  80.  Died  May  8, 1997. 
Graduate  of  University  of  Pittsburgh  School  of  Medicine.  Mem- 
ber of  Nashville  Academy  of  Medicine. 


AMA  Physician  Recognition  Awards 


The  following  TMA  members  qualified  for  the  AMA 
Physician's  Recognition  Award  during  April  1997.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states.  Physicians  can  receive  the  PRA  certificate  valid  for 
one,  two,  or  three  years.  For  the  one-year  award,  physicians  re- 
port 50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1;  for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1.  Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

R.  Benton  Adkins,  MD,  Nashville 
Ralph  M.  Bard,  MD,  Tullahoma 
Frank  J.  Beuerlein,  MD,  Johnson  City 
Clifton  R.  Cleaveland,  MD,  Chattanooga 
David  L.  Cross,  MD,  Nashville 
Brian  J.  Daley,  MD,  Knoxville 
Jeffrey  L.  Douglas,  MD,  Kingsport 
James  R.  Feild,  MD,  Cordova 
John  C.  Flynn,  MD,  Nashville 
Steven  W.  Garst,  MD,  Lawrenceburg 
Robert  B.  Gaston,  MD,  Hermitage 
Stephen  C.  Goodwin,  MD,  Jackson 
Denis  A.  Harlock,  MD,  New  Johnsonville 
James  C.  Hudgins,  MD,  Lawrenceburg 
Wesley  E.  Jones,  MD,  Memphis 
Richard  R.  Jost,  MD,  Spring  City 
Harold  N.  Lovvom,  MD,  Nashville 
Rolland  E.  Luplow,  MD,  Dickson 
Ronald  L.  McGowan,  MD,  Johnson  City 
Richard  E.  McLendon,  MD,  Memphis 
Albert  L.  Meric,  MD,  Knoxville 
Mohammed  Moinuddin,  MD,  Memphis 
Warren  C.  Ramer,  MD,  Lexington 
Carl  W.  Rogers,  MD,  Lebanon 
Jones  F.  Rutledge,  MD,  Lewisburg 
Avron  A.  Slutsky,  MD,  Memphis 
Clyde  G.  Smith,  MD,  Memphis 
Jeffrey  T.  Triplett,  MD,  Union  City 
Melanie  L.  Woodall,  MD,  Memphis 


Personal  News 


Fred  L.  Haley,  MD,  Franklin,  has  been  certified  in  Nuclear 
Cardiology  by  the  American  Board  of  Cardiology. 

Newton  Lovvorn,  MD,  Nashville,  has  been  accredited  in  ad- 
vanced operative  laparoscopy  and  hysteroscopy  by  the  Accredi- 
tation Council  for  Gynecologic  Endoscopy. 


E.  Raymond  Kidwell,  MD,  Eric  D.  Moffet,  MD,  and  Ronald 
S.  Smith,  MD,  all  of  Kingsport,  have  received  certification  of 
Added  Qualifications  in  Geriatric  Psychiatry  by  the  American 
Board  of  Psychiatry  and  Neurology. 

Harry  A.  Zain,  MD,  Newport,  has  been  certified  as  a Diplo- 
mate  of  the  American  Board  of  Obstetrics  and  Gynecology. 


CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization 
conducting  such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME.  Inquiries  regarding  application  for  accreditation  as  a sponsor  of 
CME  should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 

Vanderbilt  University  Medical  Center 
Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

Aug  7-8  Endoscopic  Sinus  Surgery  Workshop 

Oct  9- 1 2 3rd  Annual  Neonatology  Symposium — Asheville,  NC 

Dec  5-6  23rd  Annual  High-Risk  Obstetrics  Seminar 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-8211  MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 

Memphis 

Aug  4-9  Contemporary  Issues  in  Ob/Gyn — Destin,  Fla. 

Sept  25-26  28th  Memphis  Conference  on  the  Newborn 
Oct  25-28  International  Conference  on  Fetal  and  Neonatal 
Measurements 

Knoxville 

Sept  24-26  19th  Annual  Obstetric  Office  Ultrasound  Workshop 
Sept  29-Oct  1 2nd  Annual  Internal  Medicine  Symposium — Fall 
Creek  Falls,  Pikeville 

Oct  21-22  2nd  Annual  Pediatric  Emergency  Medicine  & Trauma 
Symposium 

Nov  7-8  Cardiology  Update 

Chattanooga 

Oct  16-17  Aging  Patient 

Dec  4-5  Internal  Medicine  Update 

For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)  448-5547. 
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Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physicians  to 
participate  in  the  service’s  activities  for  a period  of  one  day  to  one 
week.  This  program  provides  an  opportunity  for  physicians  to  study 
in  depth  for  a specified  period.  The  schedule  of  activities  is 
individualized  in  response  to  the  physician’s  request  by  the 
participating  department.  The  experience  includes  conferences,  ward 
rounds,  audiovisual  materials  and  contact  with  patients,  residents 
and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical  College. 
Credit:  AMA  Category  1 of  the  Physician’s  Recognition  Award, 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medical 


College.  Application:  For  information  contact  Henry  A.  Moses, 
Ph.D.,  Director  of  Continuing  Education,  Meharry  Medical  College, 
1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 


East  Tennessee  State  University 

Continuing  Education  Schedule 

Aug  2-3  Southwest  Virginia  Pediatric  Conference 

Nov  I -2  Pumpkin  Patch  Pediatric  Conference 
Nov  2 Women’s  Health  Conference 

For  information  contact  Office  of  Continuing  Medical  Educa- 
tion, James  H.  Quillen  College  of  Medicine,  East  Tennessee  State 
University,  PO  Box  70559,  Johnson  City,  TN  37614,  Tel.  (423) 
929-4341’. 


Need  a New  Vehicle?  I’ll  Save  You  Time  and  Money! 


THINKING  ABOUT  A NEW*  CAR,  TRUCK,  VAN,  OR  SPORT  UTILITY  VEHICLE? 
THEN  BUY  OR  LEASE  FROM  MILLER  ROBINSON... 


FOR  5 GOOD  REASONS 


1 ALL  MAKES  AND  MODELS  OF  VEHICLES  A VAILABLE 

2 PERSONALIZED  SERVICE  - that  you  won’t  get  anywhere  else. 

3 THE  BESTNEGOTIA  TED  LEASE  OR  PURCHASE  PRICE  A VAILABLE 
- probably  better  than  what  you  would  get  if  you  shopped  3 or  4 dealers. 

4 TOP  DOLLAR  FOR  YOUR  TRADE-IN  - no  classified  ads  or  haggling 
with  tire  kickers. 

5 YOU  CHOOSE  WHERE  WE  CLOSE  THE  SALE  OR  LEASE  TRANSAC- 
TION - your  home  or  office,  our  office,  wherever  it's  convenient  for  you. 

*or  quality  pre-owned 


“If  you  want  a nice  change  from  the  usual  vehicle  shopping 
experience,  give  me  a call.;  I’ll  show  you  how  simple  and 
affordable  it  can  be.”  . . 


MILLER  ROBINSON 

391-3000 


Hoover  & Associates 

Auto  Leasing/Sales 

217  Donelson  Pike 
Nashville,  TN  37214 
615-391-3000 
Fax  615-391-0158 
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STERLING 

HEALTHCARE  GROUP 


EMERGENCY  MEDICINE 
OPPORTUNITIES— TENNESSEE 


Directorship,  Full-time  and  Part-time 

‘Very  Competitive  Remuneration 
‘Flexible  Scheduling 
‘Independent  Contractor  Status 
‘Paid  Malpractice  with  Extended  Coverage 
‘Group  Philosophy  with  Support  of  National  Company 
‘NO  RESTRICTIVE  COVENANTS 
Please  contact  Tim  Molyneux 
405  Madison  Ave.,  Toledo,  OH  43604 
or  fax  CV  to  (419)  249-6520 


RURAL  AREAS  SEEKING 
PRIMARY  CARE  PHYSICIANS 

Rural  Health  Services  Consortium,  Inc.,  which  operates  nine 
medical  centers  located  in  the  scenic  mountains  of  Northeast 
Tennessee,  is  accepting  CVs  from  physicians.  These  health 
care  centers  offer  competitive  wages  and  superior  benefits. 
This  consists  of  401 K,  mileage  reimbursement,  paid  malprac- 
tice insurance,  continuing  medical  education,  ten  official  holi- 
days off  with  pay,  and  relocation  is  available. 

If  interested  in  becoming  a part  of  our  work  team,  mail  CVs  to 
Ms.  Misty  Trent,  Rural  Health  Services  Consortium,  Inc.,  3825 
Hwy.  66  South,  Rogersville,  TN  37857.  Phone  (423)  272-9163, 
fax  (423)  272-4980,  e-mail  address  rhscmis@planetc.com. 
EOE 


Team  Health  has  Immediate  Opportunities 


Directorships  & Regular  Staffing  Opportunities 

Greater  Chattanooga  Area  — Annual  ED  patient  volumes  for 
these  facilities  in  the  Chattanooga  area  range  from  12,000  to  18,000. 
Chattanooga  is  home  to  the  Tennessee  Aquarium  and  the  Chatta- 
nooga Choo  Choo. 

Greater  Knoxville  Area  — These  facilities  in  the  Knoxville 
area  have  annual  ED  patient  volumes  ranging  from  12,000  to 
40,000.  Knoxville  is  located  in  the  foothills  of  the  Smoky  Mountains 
in  beautiful  East  Tennessee. 

Greater  Nashville  Area  — This  area  has  several  facilities  with 
ED  volumes  ranging  from  18,000  to  30,000.  There’s  never  a dull 
moment  with  all  of  the  recreational  and  cultural  opportunities 
provided  by  Tennessee’s  state  capital. 

Tri-cities  Area  — Approximate  annual  ED  patient  volume 
for  these  facilities  is  18,000  to  23,000.  The  Tri-cities  area  is 
nestled  in  the  foothills  of  the  Appalachian  and  Great  Smoky 
Mountains  of  northeast  Tennessee. 

Team  Health  is  seeking  EM,  IM  or  FP  physicians  for  these 
emergency  medicine  opportunities.  We  offer  competitive 
compensation,  flexible  scheduling  with  no  on-call  and  paid 
malpractice  insurance. 

For  more  information  about  these 
opportunities,  call  Lee  Ann  Long  at 

1-800-909-8366 

Visit  us  on  the  Internet  ot  http://www.team-health.com 


TEAM 

HEALTH 


INTERNIST 

NORTHEASTERN  ARKANSAS 

Join  highly  respected  growing  practice  with  beautiful  offices 
adjacent  to  state-of-the-art  hospital.  This  practice  offers  au- 
tonomy and  flexibility  and  a strong  and  loyal  patient  base. 
Excellent  income  and  partnership  potential  after  two  years. 
Highly  competitive  compensation  and  benefit  package. 
Charming  university  community  located  45  minutes  from 
Memphis,  TN. 

Call  Sherry  Andrew,  1-800/546-0954,  ID#4965JT,  FAX:  314/ 
726-3009,  e-mail:  careers@cejka.com 


Are  You  Reading 
This  Ad? 

So  are  THOUSANDS  of  others. 
Reach  over  6,500  physicians  with  a 
display  ad  in  the  TENNESSEE  MEDICINE 

For  further  information  contact 
Tennessee  Medical  Association 
PO  Box  120909,  Nashville,  TN  37212-0909 

(615)  385-2100 


* nation's  fastest  growing 
locum  tenens  firm  " 


YOUR  BEST  MOVE  FOR 

LOCUM  TENENS 

• Nationwide  opportunities 

• Government  settings  available 

• Occurrence  malpractice 

• Paid  travel,  licensure,  lodging 

Ask  for : 

John  Moberly,  ext.  2381  or 
Melanie  McReynolds,  ext.  2387 

(800)  685-2272 

http:llivww.lociimsnet.com 


Staff  Care  is  proud  to  sponsor 
the  Country  Doctor  of  the  Year  Award 


Unable  to  place  J-1  or  H-1  physicians 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows: 
$35  for  the  first  50  words  ($25  for  TMA  members),  25 
cents  for  each  additional  word.  Count  as  one  word  all 
single  words,  two  initials  of  a name,  single  numbers, 
groups  of  numbers,  hyphenated  words,  and  abbrevia- 
tions. Advertisers  may  utilize  a box  number  for  confi- 
dentiality, if  desired,  in  care  of  Tennessee  Medicine, 
PO  Box  120909,  Nashville,  TN  37212-0909.  Use  of  this 
box  in  an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of 
the  2nd  month  preceding  the  desired  month  of  publica- 
tion, and  will  be  subject  to  approval.  No  phone  orders 
will  be  accepted.  Payment  must  accompany  order. 
Each  listing  will  be  removed  after  its  first  publication 
unless  otherwise  instructed.  Fee-for-service  agency  ad- 
vertisements are  not  accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO 
Box  120909,  2301  21st  Ave.  South,  Nashville,  TN 
37212-0909.  Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

West  Knoxville  family  practice  position  opening  with 
large  volume  practice  in  excellent  location.  Board  certi- 
fied or  board  eligible.  Very  light  hospital  and  night  call. 
Excellent  salary  and  percentage.  Previous  E.R.,  family 
practice,  internal  medicine,  and  pediatrics  may  apply. 
FAX  confidential  resume  to  1-423-694-6244. 


CAA 

Carolyn  Avery  & 
Associates,  Inc. 

♦ Physician  and/or 
Staff  Consulting 

♦ On-Site  Training  and 
Seminars 

♦ Policies  and 
Procedures  Manuals 

♦ Employee  Handbooks 

POB  1 59012  • Nashville,  TN  3721 5-9012 

(615)383-6321  • Fax  (615)  385-9777 

“Systems  for  Quality  Patient  Management 
In  Today’s  Healthcare  Environment” 


COLUMBIA  OPPORTUNITIES 
NORTHEAST  TENNESSEE 

NORTHEAST  TENNESSEE  POSITIONS  AVAILABLE — All  located  in  the  same  area.  Family-oriented  community,  lo- 
cated in  the  beauty  of  the  mountains  and  lakes.  Population  57,000. 

#1  Need  three  Family  Practice  physicians  to  join  a practice  of  five  already  established  primary  care  physicians.  The 
practice  will  pay  you  an  exceptional  base  salary,  superior  benefits,  plus  incentives.  Plans  are  being  made  to  move 
to  a new  site  by  December  1997.  Excellent  call  schedule! 

#2  Primary  Care  physician  seeking  partner  for  private  practice.  Will  discuss  salary  guarantee  for  your  first  year  and 
other  incentives. 

#3  Family  Practice,  IM/Peds,  or  Peds  physicians  to  join  an  already  established  group,  seeking  to  form  a multispecialty 
group.  Will  discuss  either  salaried  or  guarantee  assistance.  New  office  building  in  process  with  move  expected  in 
summer  of  1998. 

#4  Bone  and  Joint  Specialty  Clinic  needs  Orthopaedic  Surgeon  to  join  two  other,  already  established  Orthopaedic 
Surgeons  in  private  practice.  Will  discuss  incentives. 

#5  Need  OB/GYN  physician  to  join  ten  physicians  in  private  practice.  Beautiful  office  space  available  with  excellent 
access  to  hospital  patients.  Fantastic  opportunity!  Position  available  in  July  1998. 

#6  Need  BC/BE  Urologist.  Will  discuss  salary  expectations  or  salary  guarantee  for  your  first  year. 

#7  Need  BC/BE  Vascular  Surgeon.  Will  discuss  salary  expectations  or  salary  guarantee  for  your  first  year  of  practice. 

For  more  information  and  confidential  consideration  on  any  of  the  positions  listed  above,  please  contact: 

Anne  Helvey,  Director  of  Physician  Services 
Columbia  North  Side  Hospital,  Columbia  Sycamore  Shoals  Hospital 
Columbia  Johnson  City  Specialty  Hospitals 
401  Princeton  Road 
Johnson  City,  TN  37601 
Phone  (423)  854-5805  or  Fax  (423)  854-5748 
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Our  Inpatient  Physician 
Services  represent 
a win-win-win  situation  for 
patients,  physicians 
and  hospitals. 
Patient  satisfaction  is  high, 
physicians  maximize 
their  outpatient 
practice  potential, 
and  hospital  stays  may 
be  shortened. 

Craig  A.  Rosenberg,  MD,  FACEP 
Vice  President 
Inpatient  Physician  Service 


ECl’s  Inpatient  Physician  Service 
Is  Resource  Utilization  At  Its  Best 

Inpatient  physician  specialists  (or  hospitalists)  manage  the  care  of  hospitalized 
patients  much  the  same  way  that  primary  care  physicians  manage  outpatient  care. 
This  innovative  approach  can  offer  significant  advantages  including  reduced  lengths 
of  stay  and  better  utilization  of  hospital  resources.  ECI  and  its  affiliates  now  offer 
Inpatient  Physician  Services  as  part  of  our  comprehensive  professional  staffing  and 
management  services. 

• Inpatient  Physician  Services 

• Emergency  Department  Staffing  & Management 

• Occupational  Medicine  Clinic  Development,  Staffing  & Management 

• Urgent  Care  Clinic  Development,  Staffing  & Management 

• Reimbursement,  Data  Capture  & Coding  Services 

• Interim  Medical  Staffing 

(800)  253-1345 

Emergency  Consultants,  Inc. 

2240  S.  Airport  Rd. .Traverse  City,  Michigan  49684 
http:! I www.  ecitc.  com 
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INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
tor, John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover 
letter  should  identify  one  author  as  correspondent  and  should  include  his  complete 
address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must 
be  typewritten,  double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow 
wide  margins  on  each  page  to  facilitate  editing.  Pages  should  be  numbered  and 
clipped  together  but  not  bound.  Along  with  the  typed  manuscripts,  we  encourage 
you  to  submit  an  IBM-compatible  3-1/2"  high-density  diskette  containing  the 
manuscript  in  WordPerfect  or  ASCII  format;  the  transmittal  letter  should  identify 
the  format  used. 

Responsibility— The  author  is  responsible  for  all  statements  made  in  his  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medi- 
cine is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  prop- 
erty of  Tennessee  Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a 
condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright  owner- 
ship of  such  material  to  Tennessee  Medicine.  No  contribution  will  be  published 
unless  such  a conveyance  is  made. 

References — References  should  be  limited  to  20  for  major  communications  and  10 
for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive 
order,  not  alphabetically.  Personal  communications  and  unpublished  data  should  be 
included  only  within  the  text.  The  following  data  should  be  typed  on  a separate  sheet 
at  the  end  of  the  paper:  names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last 
pages,  and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  ah 
Cancer  in  parents  of  children  with  cancer  N Engl  J Med  333:1594-1599,  1995. 
Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be 
identified  on  the  back  with  the  author’s  name,  the  figure  number,  and  the  word 
“top,”  and  must  be  accompanied  by  descriptive  legends  typed  on  a separate  sheet. 
Tables  should  be  typed  on  separate  sheets,  be  numbered,  and  have  adequately 
descriptive  titles.  Each  illustration  and  table  must  be  cited  in  numerically  con- 
secutive order  in  the  text.  The  Editor  will  determine  the  number  of  illustrations  and 
tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement 
from  both  the  author  and  publisher  giving  Tennessee  Medicine  permission  to  repro- 
duce them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspon- 
dent author  before  publication. 


294 


Tennessee  Medicine  ~ July,  1997 


Your  Career  Is  Our . . . 


Highest  Priority! 


For  your  next  career  move,  let  the  staff  at  HealthLine 
Management,  Inc.  assist  you! 

HMI  successfully  places  physicians  in  the  types  of  practices 
they  seek  - after  carefully  considering  personal  and  profes- 
sional preferences,  including  specialty,  type  of  practice, 
location,  and  spousal  considerations. 


For  more  information,  call  toll-free 

1.800.443.3901 


or  visit  our  Home  Page  at 

http://www.hmistl.com 


HealthLine  B Management,  Inc. 

Corporate  Headquarters: 

1509  Washington  Avenue,  Suite  800 
St.  Louis,  MO  63103-1803 
314.241.2345 


Regional  Office: 

357  Riverside  Drive 
Franklin, TN  37064 
615.791.4073 


Physician  and  APN/PA  placement  • Permanent  and  interim  physician  staffing  • Emergency  department  staffing 
Credential  verification  services  • Practice  assessments  • Practice  management  ■ Network  development  • Strategic  planning 
Business  planning  • Research  and  marketing  services  • Billing  management  • Information  systems  consulting 


The  nation’s  premier  comprehensive  management  services  organization 
Serving  the  health  care  community  since  1985 


Won,  J\±  Leccst  You. 
Know  What's  Causing 
Your  Palpitations. 


P 

JLracticing  medicine  is  exciting  enough  without  having  to  face  the 
prospect  of  catastrophic  litigation.  Let  the  insurance  professionals 
at  physician  owned  and  operated  State  Volunteer  Mutual  Insurance 
Company  help  keep  your  stress  level  in  check.  For  over  20  years, 
our  financial  strength  and  security,  powerfully  demonstrated  by  an 
outstanding  rating,  has  helped  physicians  endure  an  increasingly 
hostile  legal  environment.  Join  the  more  than  9,500  practicing 
physicians  who  have  chosen  SVMIC  as  their  malpractice  insurer. 
It’ll  do  your  heart  good. 


STATE  VOLUNTEER  MUTUAL  INSURANCE  COMPANY 

For  more  information,  contact  Randy  Meador  or  Susan  Decareaux 
P.O.  Box  1065 
Brentwood,  TN  37024-1065 

1 -800-342-2239  or  (61 5)  377-1 999  • FAX  (61 5)  377-91 92 
e-mail  address:  svmic@svmic.com 


»**»-*** ftJ/l 
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James  R.  Lyle  Jonathan  I.  Katz 

President  Regional  Sales  Manager 

Healthcare  Consultants  MAG  Mutual  Insurance 

of  America,  Inc.  Company 


Tom  Harkins 
Senior  Account  Exe 
MAG  Mutual  Insm«.,w^ 
Company 


Carol  A.  Quaif 
Vice  President 
MAG  Mutual  Insurance 
Agency,  Ltd. 


MICHAEL  L..  McGEEHAN 
Senior  Advanced  Underwriter 
MAG  Mutual  Financial 
Services,  Inc. 


We're  Not  Actually  Physicians, 
But  We  Do  Know  How  To  Operate. 


MAG  Mutual  Insurance 
Company  is  as  close  to  the  health- 
care community  as  any  group  of 
people  can  be  without  actually 
practicing  medicine. 

We  were  formed  by  physicians. 
We  are  directed  by  physicians  and 
healthcare  executives.  We  are  owned 
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President’s  Comments 


R.  Benton  Adkins,  MD 


Patriotism 


I get  teary  eyed  when  I see  the  winning  U.S.  Olympic  participants  standing  on  the  platform 
and  The  Flag  is  raised  and  The  Star  Spangled  Banner  is  played.  At  that  moment  one  person  or 
one  team  is  standing  alone  representing  the  whole  country.  At  that  moment  the  whole  country  is 
a winner.  Patriotism  is  a wonderful  thing. 

I have  a similar  reaction  at  the  sight  of  the  wall  at  the  Vietnam  War  Memorial  in  Washington, 
D.C.  I can  always  find  a familiar  name  there — someone  I knew.  Someone  who  died  for  us. 
Always  there  are  flowers,  and  friends,  and  family.  Sometimes  there  are  buddies  who  saw  them 
die.  The  wall  is  their  place.  Patriotism  can  be  a painful  thing. 

I get  a lot  of  the  same  feelings  when  I see  the  Flight  Surgeon’s  uniform  of  the  U.S.  Air  Force. 
I wore  it  as  often  as  possible  for  34  years.  It  means  a lot  to  me.  It  reminds  me  of  three  months  in 
the  Persian  Gulf  War  at  Andrews  A.F.B.  where  several  nights  a week  I waited  in  the  hangers  for 
the  C5-A’s  to  unload  the  troops  from  the  Medical  Evacuation  flights.  I waited  with  General  Bob 
Pool  and  General  Colin  Powell.  Some  or  all  of  us  tried  to  meet  them  all,  to  thank  them,  to  treat 
them  and  somehow  to  heal  them.  Patriotism  can  be  a personal  thing. 

I recently  had  all  of  those  same  teary-eyed,  choked-up  feelings  of  pride  of  country  when  I 
went  as  a member  of  your  TM  A congressional  visit  team  to  our  nation’s  capitol.  The  sight  of  the 
capitol  building  always  hits  me  hard.  It  means  the  whole  country  to  me.  Our  visit  there  with 
Congressman  Van  Hillary  conducting  one  of  his  now  famous  tours  of  the  House  and  Senate 
chambers  and  old  Supreme  Court  room  was  the  high  point  for  me.  His  accounts  of  some  of  the 
people  and  events  that  have  occurred  there  over  the  years  is  worth  any  effort  to  hear.  Even  the 
long-time  security  guards  tag  along  to  listen.  Patriotism  is  best  when  it  is  shared. 

The  entire  trip  to  D.C.  was  a great  success.  We  told  the  next  HCFA  leader,  Tennessee’s  own 
Nancy-Ann  Min,  how  we  feel  about  Medicare.  We  told  the  Clinton  Administration  how  TennCare 
is  not  wonderful.  We  met  with  all  our  congressmen  and  senators.  I had  my  picture  taken  with 
my  former  practice  partner,  Senator  Bill  Frist,  MD.  We  had  a great  country  ham  breakfast  with 
all  our  Washington  officials.  We  laughed  a lot.  Patriotism  is  not  all  about  crying.  It  can  be  fun. 

M-'O  . 
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Editorials 


John  B.  Thomison,  MD 


Surfing  the  Pages 

I spend  a good  deal  of  my  time  these  days  sitting  in  a comfy  padded  leather  chair  with  a 
lumbar  support  pillow  in  place  and  my  feet  up  on  a footstool,  closely  approximating  the  way  I 
have  sat  while  engaged  in  my  local  sedentary  diversions  and  R&R  for  about  60  or  so  of  my  76 
years,  or  I did  when  such  equipment  was  available.  As  a boy,  in  the  summertime  I liked  to  sit 
tilted  back  in  a rocking  chair  with  my  feet  on  the  veranda  railing,  gazing  out  over  the  east  brow 
of  Lookout  Mountain  into  the  valley  below,  or  at  least  I did  when  I wasn’t  gazing  into  the  book 
in  my  lap.  Other  times  I simply  gazed  into  the  book  while  lying  in  a hammock  that  was  strung 
between  two  of  the  columns  on  the  porch,  unless  I was  concentrating  on  the  back  of  my  eyelids, 
which  sometimes  happened  on  a lazy  summer  afternoon.  Though  the  easy  chair  has  changed  its 
style  and  configuration  several  times  through  the  fleeting  years,  its  function  has  remained  fairly 
constant,  except  that  in  the  past  few  years  its  coziness  has  taken  to  making  the  back  of  my 
eyelids  more  and  more  attractive.  Since  I seldom  operate  on  any  schedule  anymore,  that  matters 
not  at  all.  All  those  are  the  things  that  I have  done  as  much  as  I could,  being  basically  lazy,  and 
at  my  best  while  semi-recumbent. 

Lots  of  people  like  to  think  of  themselves  as  prognosticators,  and  some  even  go  so  far  as  to 
become  self-styled  soothsayers,  seers,  and  psychics.  Some  are  amateurs,  and  some  turn  profes- 
sional, especially  psychics.  Having  said  that,  I shall  dismiss  those  from  further  consideration, 
since  for  my  money  they  are  charlatans.  Some  of  the  amateurs  otherwise  get  pretty  good  at  it. 
George  Orwell,  for  instance,  hit  it  pretty  close.  His  major  blemish  was  that  his  timing  was  off, 
1984  and  Animal  Farm  being  only  just  now  in  the  process  of  arriving.  In  the  early  days  of 
television  the  prediction  was  that  it  would  replace  both  radio  and  the  printed  word.  It  didn’t. 
Then  along  came  the  personal  computers,  and  predictions  were  that  it  would  replace  the  printed 
word,  and  eventually  television  and  radio,  too.  That  hasn't  happened,  either,  but  not  being  a seer 
myself,  I wouldn’t  say  it  won’t.  I will  say,  though,  that  for  me  it  won’t.  I spend  a lot  of  time  with 
them  all,  and  they  all  waste  a good  deal  of  my  time,  but  each  also  has  its  place. 

For  example.  The  other  day  I was  working  at  my  computer,  the  proper  abode  of  which  is 
incidentally  my  lap,  with  one  ear  attuned  semi-subconsciously  to  WPLN,  our  public  and  my 
default  radio  station,  a habit  I got  into  when  I got  my  very  own  first  radio,  a small  crystal  set,  in 
about  1 930.  You  had  to  have  earphones,  and  hope.  Out  of  the  fog — not  then  but  the  other  day — 
came  the  voice  of  Rebecca  Bain,  a talented  local  feature  writer  and  announcer,  with  one  of  her 
book  programs  “Fine  Print.”  This  particular  episode  was  about  the  writer  Helene  Hanff’s  corre- 
spondence from  1949  to  1968  with  a small  book  shop  at  84,  Charing  Cross  Road,  the  title  of  the 
book  and  later  a Broadway  play  and  movie  featuring  Anne  Bancroft.  If  that  sounds  dull,  think 
again.  It  is  anything  but.  It  sounded  like  a book  I’d  like  to  have,  and  so  I turned  to  the  Web  page 
of  Amazon  Books,  a huge  warehouse  in  Seattle  that  has  several  million  books  on  the  premises 
and  boasts  that  it  can  get  for  you  any  book  in  or  out  of  print.  That  was  Saturday.  On  Tuesday 
afternoon  it  and  another  small  volume  arrived  on  my  doorstep  via  UPS.  I was  not  disappointed. 
I finished  reading  the  book  at  about  midnight,  having  been  taken  on  a guided  tour  through  the 
best  of  English  literature. 

That’s  all  I’m  going  to  say  about  that  except  tangentially,  since  this  is  about  neither  Helene 
Hanff,  Rebecca  Bain,  Amazon  Books,  nor  the  book  84,  Charing  Cross  Road.  It  can,  and  I hope 
will,  serve  as  an  introduction  to  whichever  one  or  more  of  those  is  appropriate  to  your  needs  or 
wants.  What  this  is  about  is  books,  which  no  matter  any  possible  on-line  availability  of  informa- 
tion will  never  be  replaced  by  it.  Can  you  imagine  Captain  Jean-Luc  Picard  (for  those  poor 
benighted,  deprived  individuals  who  never  heard  of  Jean-Luc,  he  is,  was,  or  will  be,  depending, 
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captain  of  the  starship  Enterprise ) saying,  “I  fall  asleep  each  night  with  an  old  laptop  in  my 
hands?”  Unlike  Jean-Luc  and  a lot  of  my  friends  and  acquaintances,  I never  got  into  the  habit  of 
reading  in  bed,  because  I always  was  asleep  within  five  minutes  of  hitting  the  sack.  I’d  rather 
read  in  a chair  and  sleep  in  bed  (well,  not  necessarily  sleep;  perhaps  more  accurately,  just  “not 
read.”  Sometimes  I might  want  to  eat  crackers  in  bed.  But  I digress).  I can  flip  through  a book 
and  find  what  I want,  and  come  back  to  it  without  getting  a message  that,  “This  program  has 
performed  an  illegal  procedure  and  will  be  shut  down,”  or  worse,  “a  fatal  flaw,”  which  requires 
rebooting,  with  accompanying  profanity,  even  if  not  verbalized,  causing  sleep  and  aplomb  to 
flee.  Books  feel  good  and  smell  good,  whereas  computers  do  neither. 

In  that  short  period  I came  to  be  a great  admirer  of  Helene  Hanff,  who  in  addition  to  being  a 
fellow  lover  of  books,  was  a productive  script  writer  for  several  TV  series,  and  the  writer  of  a 
number  of  popular  children’s  books.  But  there  is  one  significant  place  where  we  part  company, 
and  it  is  a difference  critical  to  our  individualistic  enjoyment  of  books.  She  writes  in  an  early 
letter  to  Marks  & Co.,  Booksellers,  that  she  had  been  told  by  British  friends  that  used  books 
were  easier  to  find  and  much  less  expensive  in  London  than  in  New  York,  as  well  as  usually 
being  cleaner  copies.  And  besides,  she  said,  she  could  get  them  delivered  to  her  door  without 
having  to  climb  around  the  dirty,  dusty  stacks  of  Barnes  & Noble  (which,  incidentally,  I have 
done  a lot  of,  and  enjoyed  every  minute  of  it). 

She  had,  of  course,  a point  there,  and  she  was  also  spared  the  cost  of  travel,  which  would 
have  been  not  inconsiderable,  even  locally,  and  for  greater  distances  unaffordable  for  her  in  her 
impecunious  state  during  those  years.  But  I think  she  was  at  the  same  time  deprived.  My  wife 
once  complained  to  a friend  of  ours  who  happened  also  to  be  my  chief  that  whenever  I went  to 
meetings  I spent  all  my  spare  time  in  old  book  shops,  to  which  he  responded  that  there  were  lots 
of  worse  things  I could  be  doing.  But  so  far  as  I was  concerned  none  more  enjoyable.  Helene 
learned  from  her  books  about  other  books  she  wanted,  which  of  course  is  not  a bad  way  to  do  it. 
I on  the  other  hand  learned  about  books  I wanted  from  seeing  and  handling  the  books  them- 
selves, and  reading  in  them.  Equally  important,  I also  learned  which  books  I didn’t  want,  and 
was  delivered  from  buying  them.  Helene  had  to  depend  on  others.  At  the  same  time,  had  she  not 
developed  the  longtime  friendship  with  Frank  Doel,  her  correspondent  for  some  20  years  at  84, 
Charing  Cross,  this  delightful  book,  with  its  subsequent  dramatization,  would  never  have  come 
into  being.  Despite  the  close  relationship  that  developed  between  Helene  and  Frank  and  his 
family,  Frank  died  without  their  ever  having  met,  and  the  shop  closed  before  her  first  visit  to 
London. 

As  I was  contemplating  writing  this  piece  I began  retracing  my  so  many  steps  in  so  many 
cities,  domestic  and  foreign,  including  London’s  Charing  Cross  Road,  though  I had  never  heard 
of  Marks  & Co.  at  No.  84.  In  any  case,  it  was  no  longer  there  by  the  time  I was.  And  anyway, 
what  I knew  of  Charing  Cross  was  from  Sherlock  Holmes  having  often  caught  the  train  at  the 
station  there.  I did  find  its  book  shops,  and  visited  a couple,  but  when  in  London  I’ve  always  had 
other  more  pressing  things  to  do.  I had  thought  to  regale  you  with  some  of  my  experiences,  but 
this  is  long  already,  the  space  having  been  used  up  by  the  introduction,  so  I’ll  spare  you. 

Life  is  filled  with  choices.  Twice  after  she  got  well-paying  work  writing  TV  scripts,  Helene 
saved  up  enough  money  to  travel  to  London.  The  first  time  she  spent  her  funds  having  her  teeth 
capped  to  avoid  losing  them,  explaining  to  Frank  that  she  had  gotten  used  to  having  the  teeth. 
The  second  time  she  had  to  move  from  her  old  sparsely  furnished  brownstone  apartment  to  a 
new  unfurnished  apartment,  requiring  that  she  buy  furniture.  By  the  time  Helene  got  to  London, 
Frank  was  dead  and  the  shop  gone.  When  I was  stationed  in  France  in  1946  my  RAF  friends 
advised  against  going  to  London,  and  it  was  30  more  years  before  I got  there.  My  book  collect- 
ing had  slowed  by  then,  and  anyway  most  of  the  better  old  books  were  going  to  New  York, 
where  I bought  a lot  of  them  at  inflated  (but  actually  more  realistic)  prices.  My  wants  ran  to 
illustrated  works — Arthur  Rackham,  Edmund  Dulac,  Russell  Flint,  and  so  on,  though  many  of 
those  were  unillustrated  choices  of  hers. 

At  the  outset  I said  this  piece  is  not  about  Helene,  and  yet  it  has  been.  It  is  impossible  to  think 
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about  London  and  books  anymore  without  considering  Helene.  I had  some  dealings  with  a 
London  bookseller  40  years  ago,  but  I’ve  even  forgotten  the  name.  Nothing  of  a relationship 
like  hers  ever  developed,  but  few  things  do.  When  they  do,  it  is  a gift.  84,  Charing  Cross  Road  is 
a small  glimpse  into  a life  that  must  have  been  a full  one,  and  yet  Frank  Doel’s  family  was  in  a 
sense  her  family,  cemented  by  books.  Take  it  from  a book  lover,  it  is  a strong  bond.  And  yet . . . 

I have  a 15-year-old  granddaughter  in  Indianapolis  and  a 15-year-old  grandniece  in  Atlanta, 
who  if  they  have  ever  met  at  all  haven’t  spent  more  than  a few  hours  together.  I forget.  It  doesn’t 
matter.  What  does  matter  is  that  they  have  going  a very  active  dialog  (I  was  about  to  say  corre- 
spondence, but  it  is  more  than  that)  over  the  Internet.  Their  parents  have  no  idea  of  the  content 
of  their  dialog,  nor  should  they.  They  are  two  very  bright,  accomplished  girls — perhaps  I should 
say  not  girls  but  young  women — who  need  to  develop,  and  are,  and  their  parents  and  grandpar- 
ents are  grateful  for  the  communication  between  them.  It  is  something  that  would  have  been 
unlikely,  if  not  impossible,  in  an  earlier  time.  So  while  I think  the  printed  word  is  here  to  stay, 
and  will  never  be  supplanted  by  any  of  the  electronic  devices,  there  is  room  for  every  new 
device.  The  watchword  is:  Everything  in  its  place.  But  like  Captain  Picard  I still  want  to  doze 
off  on  occasion  in  my  easy  chair  surfing  the  pages  of  an  old  book,  preferably  but  not  necessarily 
illustrated,  instead  of  my  sometimes  but  not  necessarily  illustrated  laptop,  in  my  lap. 


HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 

HELP  USTO  HELP 

Call  the  TMF  Physicians  Health  Program  at  (615)  893-7755  in  Murfreesboro.  Telephone 
message  service  available  around  the  clock. 


Tennessee  Medicine  ~ August , 1997 


305 


Oceanfront, 
Creekside,  & 
Marshview 
Homesites 


World 


Come  see  for  you  rself 
why  Jeremy  Cay  and 
The  Hammocks  are 
two  of  coastal  South 
Carolina 's  fastest 
selling  properties. 


Like 


Historic  Jeremy  Cay  at  Edingsville  Beach 
offers  South  Carolina’s  most  beautiful  ocean- 
front  and  oceanview  homesites.  Dirt  roads 
wind  lazily  among  oaks,  palmettos,  and  tidal 
lagoons,  and  offer  residents  some  of  the 
most  majestic  scenery  ever. 

It  is  a place  of  seclusion 
and  natural  beauty,  where 
families  can  enjoy  the  creeks, 
marshes,  and  two  miles  of 
private  beach  that  surround 
this  pristine  island. 


The  Hammocks  at  Jeremy  Inlet  draws  its 
name  from  the  geographic  term  “hammock,” 
which  is  used  to  describe  an  area  higher  than 
its  surroundings,  characterized  by  rich  soil  and 
hardwood  vegetation.  Here,  gigantic  oaks  rise 
proudly  above  these  magnifi- 
cent homesites  and  tropical 
vegetation  enhances  the  spec- 
tacular views  of  the  marsh, 
creek,  and  ocean.  Individual 
dock  sites  and  controlled 
access  provide  added  value. 


The  Savage  Company  • One  Hammocks  Way,  Edisto  Island,  SC  29438 
(803)  869-1556  • 1-800-475-1556  • FAX:  (803)  869-1557 


Practicing  Medicine 


Sleep  Disorders  Easy  to  Miss  . . . 
Or  Misdiagnose 

The  costs  of  a sleepy  society  include  lost  lives,  lost  income, 
disability,  lost  educational  opportunities,  accidents,  and 
family  dysfunction.  Other  costs  raise  the  toll  much  higher. 
Yet  sleep  disorders  are  often  unreported,  undiagnosed,  and 
untreated. 


Irish  Bahan 


Sleep  disorders  affect  all 
ages,  all  socioeconomic 
groups. 

• the  driver  who  falls 
asleep  whde  driving.  Nearly 
one-third  of  all  fatal  truck 
accidents  are  caused  by 
driver  fatigue.  According  to 
the  National  Highway  Traf- 
fic Safety  Administration, 
100,000  crashes  each  year 
are  caused  by  drivers  who 
fall  asleep,  killing  1,500 
people  and  injuring  7 1 ,000 
others. 

• the  shiftworker  who 
causes  an  accident  due  to  lack 
of  adjustment  to  changing 
shifts. 

• the  teenager  with  psy- 
chosocial problems,  perhaps 
mixed  with  substance  abuse, 
and  accused  of  being  lazy  and 
“no  good,”  whose  underlying 
sleep  problem  causes  or  exac- 
erbates the  other  conditions. 

• the  middle-aged  woman 
whose  insomnia,  compounded 
by  depression  and  hormonal 
changes,  loses  self-esteem, 
jobs,  and  family  contact. 


Irish  Bahan  is  a communications  consultant  who  specializes  in 
writing  and  marketing  for  health  care. 


A Hidden  Disorder 

A sleep  disorder,  camouflaged  by  other  presenting  symp- 
toms, can  sometimes  elude  even  the  most  careful  diagnosis. 
As  an  example,  the  National  Commission  on  Sleep  Disorders 
Research,  looking  at  the  1989- 1990  records  of  over  10  million 
patients  in  large  primary  care  practice  databases  around  the 
country,  found  only  73  cases  of  obstructive  sleep  apnea.  How- 
ever, national  surveys  such  as  Gallup  polls  and  other  careful 
analyses  of  the  public’s  sleep  concerns  would  have  led  the  com- 
mission to  expect  an  estimated  100,000  mentions. 

“Although  both  physicians’  and  patients’  awareness  of  sleep 
disorders  has  improved,”  comments  Helio  Lemmi,  MD,  Bap- 
tist Memorial  Sleep  Disorders  Center  in  Memphis,  “patients 
often  don’t  volunteer  information  about  sleeplessness  because 
they  typically  get  little  sympathy  or  attention.”  He  believes  it 
is  incumbent  on  physicians  to  initiate  questions  about  sleep. 

The  topic  itself  has  slumbered  in  near-oblivion  until  more 
recently.  “Medical  schools  typically  fail  to  place  appropriate 
emphasis  on  sleep  disorders  medicine,  says  Brevard  Haynes, 
MD,  medical  director  of  the  Sleep  Disorders  Center  of  Saint 
Thomas  Health  Services.  “Also,  only  recently  has  the  litera- 
ture reflected  an  interest.  The  process  of  raising  awareness  is 
slow.” 

Complexities  of  Diagnosis  and  Treatment 

While  symptoms  may  be  enough  for  a physician  to  suspect 
sleep  disorders,  nocturnal  polysomnography  (NPSG)  is  often 
used  for  specific  diagnosis.  Measuring  electroencephalography, 
electrooculography,  and  chin  electromyography,  the  tests  also 
monitor  the  various  stages  of  a patient’s  sleep.  Further,  testing 
includes  nasal/oral  inflow,  thoraco-abdominal  efforts  to 
breathe,  blood  oxygen  levels,  EKG,  and  anterior  tibialis  muscle 
EMG.  Videos  of  the  sleeping  patient  are  used  for  further  phy- 
sician analysis  as  well  as  patient  education. 

The  sleep  disorder  treatment  centers  in  Tennessee  accred- 


“I  was  experiencing 
constant  daytime 
drowsiness.  I would 
fall  into  a deep  sleep 
for  short  periods  dur- 
ing meetings,  conver- 
sations, and  public 
functions.  At  times,  I 
would  awaken  and 
make  a very  inappro- 
priate comment,  only 
to  realize  that  I was 
commenting  on  a 
dream  I had  just  ex- 
perienced. My  associ- 
ates began  to  question 
my  mental  stability.  It 
was  my  practice  in 
those  days  to  carry  a 
large  pin  or  pen  knife 
to  stab  myself  in  the 
arm,  leg  or  hand  to 
stay  awake  in  meet- 
ings and  while  driving. 
I was  removed  from 
three  successive  jobs 
within  a year  and  a 
half.  My  income  was 
reduced  by  85%  and 
my  savings  were  all 
used  up.  ” 
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ited  by  the  American  Sleep 
Disorders  Association  employ 
NPSG  as  well  as  a multi- 
disciplinary approach  to  treat- 
ment. As  an  example,  the  cen- 
ter at  Saint  Thomas  Health 
Services  includes  two  pulmo- 
nologists and  a psychologist 
who  are  Board-certified  sleep 
specialists.  Other  disciplines 
often  involved  are  otolaryn- 
gology, neurology,  psychiatry,  oral  surgery,  and  dentistry. 
Treatment  is  specific  to  the  disorder. 

Common  Sleep  Disorders 

Insomnia.  National  health  surveys  have  shown  that  one-third 
of  the  U.S.  population  has  experienced  insomnia.  Although 
half  of  those  reported  it  to  be  a chronic,  serious  problem,  only 
10%  sought  medical  attention.  Treatment  is  based  on  the  un- 
derlying causes,  which  could  include  stress,  depression,  anxi- 
ety, substance  abuse,  and  other  medical  problems.  Bright  light 
therapy  has  been  shown  successful  in  some  cases  related  to 
non-traditional  work  hours. 

Despite  the  frequency  of  sleep  complaints  related  to  the 
menstrual  cycle,  pregnancy,  postpartum  period,  and  menopause, 
most  research  has  been  performed  in  men.  For  women  over 
age  40,  the  prevalence  of  insomnia  may  be  40%  or  higher.  Given 
the  data  that  insomnia  may  be  prodromal  for  depression,  sleep 
disturbances  could  play  an  important  role. 

Sleep  Apnea.  Among  adults,  sleep  apnea  is  as  common  as 
asthma.  Potential  consequences  can  include  hypertension,  a 
wide  range  of  cardiac  problems,  pulmonary  hypertension  and 
stroke,  neuropsychiatric  problems,  cognitive  impairment, 


sexual  dysfunction,  and  injury 
due  to  accidents.  A recent 
study  of  truck  drivers  revealed 
that  nearly  50%  suffered  from 
apnea  to  a moderate  or  severe 
degree. 

Apnea  is  more  common 
among  the  elderly  and  among 
men  aged  30  to  60,  and  per- 
haps more  common  among 
blacks.  They  are  less  common 
among  women  prior  to  menopause. 

Among  children,  apnea  can  be  caused  by  enlarged  tonsils  or 
adenoids.  The  resulting  lack  of  sleep  can  cause  either  daytime 
sleepiness  or  hyperactivity. 

Narcolepsy.  Often  misdiagnosed,  narcolepsy  is  thought  to 
be  as  prevalent  as  multiple  sclerosis  or  Parkinson’s  disease. 
Characterized  by  uncontrollable  sleepiness,  brief  episodes  of 
muscle  weakness  or  paralysis,  and  vivid  hallucinations  that 
occur  at  the  beginning  of  sleep,  the  symptoms  of  this  neuro- 
logic disorder  can  sometimes  be  managed  through  medication 
and  a schedule  of  naps.  Because  onset  of  symptoms  usually 
occurs  before  age  30,  often  during  puberty,  it  often  affects  the 
patient’s  education.  Relatives  of  narcoleptics  are  60  times  more 
likely  to  suffer  from  the  disorder. 

SIDS.  Sudden  infant  death  syndrome  claims  more  lives  of 
infants  aged  one  month  to  one  year  than  all  other  causes  of 
death  combined. 

Restless  Leg  Syndrome.  Recurrent  uncomfortable  sensations 
in  the  legs  occur  immediately  before  sleep.  Treatment  with 
medication  is  usually  satisfactory. 

Periodic  Limb  Movement.  Jerking  of  the  legs  during  sleep 
is  more  often  experienced  by  the  elderly.  □ 


Surveys  have  shown  that  one-third  of  the 
U.S.  population  has  experienced  insom- 
nia. Although  half  of  those  reported  it  to 
be  a chronic,  serious  problem,  only  10% 
sought  medical  attention. 


Tennessee  Sleep  Disorders  Centers 

Accredited  by  the 

American  Sleep  Disorders  Association 

Methodist  Hospital  of  Memphis — 901-726-7378 
Baptist  Memorial  Hospital — 901-227-5337 
Regional  Hospital  of  Jackson — 901-661-2148 
Saint  Thomas  Health  Services — 61 5-222-2068 
Baptist  Hospital — 615-329-6306 
Centennial  Medical  Center — 615-342-1670 
Middle  Tennessee  Medical  Center — 615-849-481 1 
Ft.  Sanders  Regional  Medical  Center — 423-541  -1 376 
St.  Mary’s  Medical  Center — 423-545-6746 
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Practicing  Medicine 


AM  A T o Accredit  Doctors 


AMAP  Charts  Future 
Course  for  Physicians 


With  the  increased  emphasis  on  accountability  in  today’s 
health  care  delivery  system,  the  burden  for  desirable  patient 
care  outcomes  is  on  physicians.  That’s  not  a bad  thing  ...  as 
long  as  physicians  are  able  to  set  the  standards  by  which  fa- 
vorable patient  care  outcomes  are  determined.  It  was  this  that 
led  the  AMA  and  its  partners  in  the  Federation  to  realize  they 
had  a unique  opportunity  to  create  and  implement  the  first 
widely  accepted  accreditation  process  for  the  more  than 
600,000  physicians  practicing  medicine  in  the  United  States. 
Last  October,  after  nearly  two  years  of  intense  investigation 
into  the  matter,  the  AMA  Board  of  Trustees  approved  imple- 
mentation of  the  American  Medical  Accreditation  Program 
(AMAP)  to  become  the  nation’s  physician  quality  standard 
for  public  and  private  health  plans,  hospitals,  and  consumers. 

Health  care  purchasers  and  patients  have  demanded  the 
development  of  reliable  methods  to  measure  the  performance 
of  health  plans  and  providers.  Organizations  such  as  JCAHO 
and  NCQA  have  responded  by  establishing  accreditation  pro- 
grams with  stringent  criteria  that  health  plans  and  hospitals 
must  meet  to  receive  a favorable  rating.  Consequently,  man- 
aged care  organizations  have  responded  to  market  demands 
for  information  by  offering  more  specific  information  on  of- 
fice and  medical  record  review,  as  well  as  profiling  physi- 
cian practice  patterns.  However,  this  “domino  effect”  in  the 
quest  for  standardized  information  has  led  to  processes  that 
are  often  fragmented  and  duplicative  when  it  comes  to  phy- 
sician accountability. 

AMAP’s  goal  is  to  give  medicine  a comprehensive  tool 
for  physician  assessment  by  establishing  uniform  standards 
to  review  and  evaluate  physicians  who  seek  accreditation. 
Physician  evaluation  will  be  based  upon  the  following  basic 
components: 

• Credentials:  education  and  training,  license  and  regis- 
tration, work  experience. 

• Personal  Qualifications:  ethical  behavior,  CME  partici- 
pation, involvement  in  peer  review,  participation  in  self- 
assessment. 

• Environment  of  Care:  office  facilities,  office  procedures 
and  policies,  staffing  and  staff  performance,  medical  records. 

• Clinical  Performance:  processes  of  care  and  guidelines 
compliance  for  preventive  care,  early  disease  detection,  and 
appropriateness  of  services  performed. 

• Patient  Care  Results:  clinical  outcomes,  cost,  health  sta- 


tus, and  patient  satisfaction. 

To  establish  the  AMAP  Governing  Body,  the  AMA  Board 
of  Trustees  solicited  nominations  from  all  state,  county,  and 
specialty  societies  to  get  a wide  assortment  of  viewpoints 
and  experience.  There  are  17  voting  members  of  the  AMAP 
Governing  Body — at  least  eight  of  which  must  be  practicing 
physicians,  and  five  non-voting  members.  In  addition  to  phy- 
sicians, the  seats  arc  filled  with  representatives  from  hospi- 
tals, managed  care  organizations,  accrediting  organizations, 
voluntary  health  care  organizations,  employers, and  consum- 
ers, as  well  as  state,  county,  and  specialty  societies. 

An  evolutionary  process,  AMAP  will  become  operational 
in  a few  select  areas  during  1997,  with  program  expansion 
and  phase-in  activities  taking  place  over  the  next  four  years. 
Both  the  start-up  phase  and  the  operational  phase  will  have 
characteristics  that  reflect  the  program’s  acceptance  in  the 
marketplace. 

The  initial  review  process  to  cover  the  standards  for  cre- 
dentials, personal  qualifications,  and  environment  of  care  is 
in  place.  Pilot  testing  is  being  conducted  to  determine  spe- 
cific recommendations  for  the  patient  satisfaction  component 
of  the  program  scheduled  for  implementation  by  1998.  The 
same  is  true  for  the  patient  care  results  and  clinical  perfor- 
mance components  that  will  be  operational  by  1999. 

Implementation  will  take  place  state-by-state,  with  Mas- 
sachusetts selected  as  the  initial  site  due  to  the  structural 
framework  its  medical  society  already  has  in  place.  New 
York,  Minnesota,  Texas,  Alabama,  Utah,  and  Oregon  have 
also  been  indicated  as  possible  choices  for  the  early  stages  of 
implementation. 

During  the  start-up  phase,  physicians  will  most  likely  seek 
accreditation  due  to  recruitment  and  retention  decisions  by 
major  health  care  plans  and  hospitals  to  use  AMAP  accredi- 
tation as  a measure  of  quality.  Those  organizations  will  no- 
tify all  physicians  in  their  network  of  their  option  to  seek 
AMAP  accreditation.  In  AMAP’s  mature  operational  phase, 
invitations  to  apply  for  accreditation  will  automatically  be 
sent  to  physicians  for  renewal  of  accreditation  on  starting 
practice  in  a new  geographic  region,  or  in  the  last  few  months 
of  residency  or  fellowship  programs. 

Each  physician  seeking  AMAP  accreditation  will  com- 
plete an  application  and  pay  an  application  fee,  and  be  asked 
to  indicate  the  plans  and  hospitals  to  which  AMAP  may  re- 
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lease  review  results  and  accreditation  decisions.  Each  health 
care  plan  and  hospital  authorized  by  the  physician  to  receive 
his  AMAP  results  will  pay  a fee  to  cover  the  cost  of  conduct- 
ing the  accreditation  process.  Both  the  physician-paid  appli- 
cation fee  and  the  fee  paid  by  plans  and  hospitals  will  be 
based  on  a Federation  member/non-member  differential.  At 
the  request  of  the  physician,  additional  plans  or  hospitals  may 
purchase  a report  for  a fee  comparable  to  that  paid  by  the 
initial  plans/hospitals.  (Incidentally,  accreditation  will  be 
available  to  physicians  who  are  either  not  involved  with  a 
participating  health  plan  or  hospital,  or  who  want  to  go  through 
the  process  without  sharing  the  results  with  a third  party,  but 
they  will  have  to  pay  the  full  accreditation  fee  themselves.) 

A major  component  of  the  accreditation  process  requires 
that  physicians  complete  one  or  more  AMAP-approved  self- 
assessment  programs  that  address  both  clinical  performance 
and  office  operations.  In  May,  the  AMAP  Governing  Body 
announced  the  approval  of  six  self-assessment  programs  that 
meet  AMAP  approval. 

* American  Academy  of  Family  Physicians 
AAFP  Home  Study  Self  Assessment 

* American  College  of  Radiation  Oncology 
Radiation  Oncology  Self-Assessment 

* American  College  of  Radiology 
Continuous  Personal  Improvement 

* American  Institute  of  Ultrasound  in  Medicines 
Ultrasound  Practice  Accreditation  Commission 

* American  Society  of  Internal  Medicine 

Effective  Medical  Management  Self-Assessment  Program 

* American  Medical  Association  and  American  Practice  Risk 
Assessment  Corp. 

PAJQl  PractiQual  System 

The  AMAP  Governing  Body  says  they  are  reviewing  five 
more  programs  that  have  been  submitted  and  they  will  con- 
tinue to  encourage  other  specialty  societies  and  educational 
organizations  to  submit  their  self-assessment  programs  for 
AMAP  approval.  (It  should  be  noted  that  AMAP  is  a physi- 
cian accreditation  program,  not  a specialty  board  certifica- 
tion program.  However,  the  AMAP  Governing  Body  is  work- 
ing with  the  American  Board  of  Medical  Specialties  and  other 
certifying  agencies  to  appropriately  weigh  board  certifica- 
tion in  the  AMAP  accreditation  decision.) 

In  a recent  interview,  AMA  Trustee  Dr.  Timothy  Flaherty 
said  he  believed  medicine  would  unite  behind  the  program 
“as  much  as  the  profession  can  unite  behind  any  program  of 
this  scope  and  complexity.”  Of  course,  the  program’s  ulti- 
mate success  will  depend  on  its  ability  to  gain  universal  rec- 
ognition and  acceptance,  not  just  by  physicians,  but  by  health 
care  plans,  hospitals,  payers,  regulators,  and  consumers  as 
well.  The  AMA  and  its  partners  in  the  Federation  recognize 
that  to  accomplish  such  a feat,  AMAP  must  promote  con- 
tinuous clinical  enhancement,  save  costs  to  the  system  by 


reducing  duplication,  and  be  based  on  open  standards  and 
evaluation  processes  (no  “black  boxes”). 

It  is  a tremendous  undertaking,  but  one  whose  time  has 
undoubtedly  come.  Because  in  today’s  rapidly  changing 
health  care  delivery  system  there  is  only  one  con- 
stant . . . those  who  don’t  step  up  to  the  plate  when  the  time 
is  ripe  are  relegated  to  playing  by  someone  else’s  rules. □ 


AMERICAN  MEDICAL  ASSOCIATION 
AMERICAN  MEDICAL  ACCREDITATION 
PROGRAM  GOVERNING  BODY 

AMA  Board  of  Trustees  Representatives 

Randolph  D.  Smoak,  MD,  Chair,  South  Carolina 

Yank  D.  Coble,  MD,  Florida 

Timothy  T.  Flaherty,  MD,  Wisconsin 

State  Society  Representative 

Joseph  M.  Heyman,  MD,  Massachusetts 

County  Society  Representative 

William  H.  Beeson,  MD,  Indiana 

Specialty  Society  Representative 

Bernard  M.  Rosof,  New  York 

Hospital  Representative 

Ann  H.  Price,  MD,  Nashville 

Managed  Care  Representative 

Donald  M.  Nielsen,  MD,  California 

Accrediting  Organizations 

Joint  Commission  on  Accreditation  of  Healthcare 

Organizations 

Alfred  S.  Buck,  MD,  Illinois 

National  Committee  on  Quality  Assurance 

Cary  S.  Sennett,  MD,  PhD,  Washington,  DC 

Voluntary  Health  Care  Organization  Representative 

Alzheimer’s  Association,  Inc. 

Edward  F.  Truschke,  Illinois 
Consumer  Representative 
Daniel  Perry,  Washington,  DC 
Employer  Representative 
Dee  H.  Kemnitz,  Minnesota 
At-Large  Member  Representatives 
Jack  W.  McAninch,  MD,  California 
Gary  F.  Krieger,  MD,  California 
Richard  Roberts,  MD,  JD,  Wisconsin 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Failure  to  Monitor 


Case  Report 

A 6-year-old  girl  who  be- 
gan seeing  her  pediatrician 
with  a diagnosis  of  attention 
deficit  hyperactive  disorder 
(ADHD)  was  already  taking 
Ritalin,  and  her  mother 
brought  with  her  an  evalua- 
tion by  the  school  psycholo- 
gist. The  testing  showed  per- 
formance abilities  to  be 
average  to  high.  Attention 
and  impulse  control  prob- 
lems were  confirmed  by  test- 
ing and  the  child  was  referred 
to  this  pediatrician  for  evalu- 
ation and  perhaps  further 
medication.  On  further  test- 
ing, the  child  scored  within 
the  clinical  range  of  being 
socially  withdrawn  with  anx- 
ious obsessive  behaviors.  She 
also  scored  in  the  clinical 
range  for  hyperactive  and  ag- 
gressive behavior.  Nortrip- 
tyline was  added  to  the  treat- 
ment regimen  at  this  time  at 
a dose  of  25  mg  at  bedtime 
for  one  week  then  50  mg  at 
bedtime. 

The  child’s  teacher  per- 
formed an  evaluation  monthly  for  the  next  two  months.  She 
was  said  to  be  loud,  making  noise  constantly;  she  was  unable 
to  be  still,  and  had  a very  short  attention  span.  The  second 
month’s  evaluation  showed  minimal  improvement,  but  the 
child  continued  to  be  loud,  easily  upset,  and  occasionally 
showing  aggressive  actions  toward  other  children,  such  as 
throwing  rocks  at  them. 

Two  months  after  the  nortriptyline  was  started  a blood 
level  showed  the  medication  to  be  low,  though  within  the 
acceptable  range.  The  patient  seemed  to  be  a little  better,  and 
the  nortriptyline  was  increased  to  50  mg  in  the  morning  and 
25  mg  at  night.  A note  was  added  to  the  record,  “If  cannot 
perform  at  school  will  add  pemoline  (Cylert).  Recheck  in  a 
month.” 


A month  later  the  mother  complained  that  the  child’s  stools 
were  very  hard  and  that  she  had  difficulty  in  defecating, 
pemoline  37.5  mg  was  added  to  the  regimen,  with  instruc- 
tions to  check  drug  levels  in  one  month  and  to  return  for  a 
visit  in  two  months.  When  the  drug  levels  were  checked  a 
month  later  the  nortriptyline  level  was  at  154,  which  was  in 
the  high  acceptable  range.  The  liver  enzymes  were  normal. 
About  a month  later,  with  the  ADHD  showing  some  improve- 
ment, the  medications  were  continued  with  the  same  dosage, 
pemoline  a 37.5  mg  tablet  in  morning  and  one-half  tablet  at 
night.  Nortriptyline  was  continued  at  the  same  dosage,  50 
mg  in  the  morning  and  25  mg  in  the  evening. 

In  April,  three  months  later,  she  appeared  to  be  better  at 
home,  but  the  school  performance  was  still  poor,  though  she 
was  more  manageable.  She  continued  to  be  very  constipated. 

In  July  the  patient’s  complaints  were  essentially  unchanged. 
The  medical  record  showed  that  instructions  were  given  to 
have  the  nortriptyline  level  checked  in  one  month  and  to  return 
for  a visit  in  four  months.  There  was  no  mention  in  the  record 
that  the  liver  enzymes  were  to  be  rechecked  at  that  time. 

Three  months  later  the  child  was  brought  in  jaundiced 
and  complaining  of  weakness  and  loss  of  energy,  pemoline 
was  stopped.  The  blood  work  showed  the  nortriptyline  level 
still  in  the  high  acceptable  range,  but  the  liver  enzymes  were 
very  high,  with  the  SGOT  at  2,688  U/Land  the  SGPT  2,616 
U/L.  The  serum  bilirubin  was  13.4  mg  dl.  She  was  admitted 
to  the  hospital,  where  further  liver  evaluations  all  showed 
marked  deterioration.  Consultants  confirmed  the  liver  prob- 
lems and  the  consensus  was  that  the  child  had  severe  liver 
necrosis,  probably  due  to  the  pemoline.  She  was  transferred 
to  a transplant  center  for  evaluation  for  a liver  transplant, 
but  she  continued  to  deteriorate,  and  died  before  a liver  be- 
came available. 

A lawsuit  was  filed  charging  the  pediatrician  with  failure 
to  allow  the  parents  to  give  a truly  informed  consent  and  the 
failure  to  properly  monitor  the  child  for  evidence  of  drug 
toxicity.  There  were  no  experts  willing  to  testify  on  behalf  of 
this  physician  in  the  management  of  this  patient,  and  a very 
large  settlement  was  required  to  end  this  litigation. 

Loss  Prevention  Comments 

Careful  study  of  this  record  indicated  that  the  physician 
did  not  clearly  indicate  whether  both  of  the  drugs  this  child 
was  taking  were  to  be  checked  each  time  he  ordered  blood 
levels  on  nortriptyline.  I am  led  to  believe  that  the  doctor 


Dr.  Avery  is  a member  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
order  to  make  it  less  easy  to 
identify.  If  you  recognize  your 
own  case,  please  be  assured 
that  it  is  presented  solely  for 
the  purpose  of  emphasizing  the 
issues  presented. 
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intended  that  both  the  level  of  the  nortriptyline  and  the  liver 
enzymes  for  pemoline  were  to  be  done  each  time  she  was 
sent  to  the  laboratory,  but  this  was  not  done,  and  the  fact  that 
it  was  not  done  was  overlooked. 

Nortriptyline  is  not  recommended  by  the  FDA  for  pediat- 
ric use  and  that  is  so  stated  in  the  Physician 's  Desk  Refer- 
ence. Drugs  not  recommended  for  a specific  use  are  frequently 
used  with  good  results,  but  when  that  appears  necessary  the 
patient  should  be  made  aware  that  it  is  clinical  experience 
that  dictates  that  the  drug  is  beneficial  even  though  it  is  not 
yet  recommended  for  that  purpose  by  the  FDA.  Adequate 
precautions  were  taken  with  this  drug,  and  blood  levels  were 
correctly  obtained  to  monitor  it. 

Pemoline  has  been  known  to  be  hepatotoxic  from  the  be- 
ginning of  its  use  in  clinical  medicine  and  liver  function  stud- 
ies have  been  strongly  recommended  before  it  is  begun  and 
periodically  during  its  use.  How  often  is  “periodically”?  The 
literature  leaves  that  to  the  judgement  of  the  clinician,  but 
certainly  the  frequency  of  monitoring  in  this  case  was  inad- 
equate. Over  the  period  of  1 1 months  during  which  this  drug 


was  used,  the  clinician  had  only  one  report  of  liver  enzymes 
in  the  record  before  the  child  came  to  the  office  jaundiced. 
The  literature  seems  to  indicate  that  if  enzyme  levels  are  evalu- 
ated this  effect  is  reversed  on  discontinuing  the  drug. 

Caution  is  also  recommended  in  the  combined  use  of 
pemoline  and  other  drugs  with  CNS  activity. 

What  should  we  do  in  a case  like  this?  Clearly  we  must 
make  the  patient,  or  the  patient’s  parents  in  this  case,  aware 
that  pemoline  could  cause  liver  problems  and  that  monitor- 
ing is  of  utmost  importance,  because  these  signs  usually  clear 
if  the  drug  is  stopped.  We  should  adopt  a reasonable  sched- 
ule for  checking  the  blood  for  levels,  as  in  the  case  of  nor- 
triptyline, or  the  liver  function  for  any  signs  of  toxicity  due 
to  pemoline.  I believe  this  clinician  intended  to  monitor  this 
patient  more  closely  for  signs  of  liver  toxicity  but  failed  to 
recognize  that  the  appropriate  tests  were  not  being  done.  This 
kind  of  “system”  can  be  handled  by  office  employees  if  they 
are  properly  trained  and  motivated.  Without  informed  con- 
sent and  proper  monitoring  of  potentially  dangerous  drugs, 
this  outcome  is  unacceptable. □ 
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If  you’ve  ever  said  this,  you  may  want  to  ask 
your  lab  to  use  Triage"  Plus  TCA. 
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The  Journal 


Original  Contribution 

Water  Hardness  and  Cardiovascular 
Death  Rates  in  Tennessee 


Blair  Dillard  Erb  Sr.,  MD 


An  inverse  relationship  between  cardiovascular  death  rates 
and  water  hardness  in  Wales  was  reported  in  1961  by  Morris 
et  al.1  The  30  year  debate  that  followed  confirmed  the  find- 
ings in  Scandinavia,2  Japan,4  Ontario4  and  other  areas. 
Schroeder5  earlier  had  found  increased  all-cause  mortality 
and  increased  cardiovascular  mortality  rates  among  U.S.  states 
with  softer  water. 

Water  hardness  is  defined  as  the  concentration  of  Caco, 
equivalent  to  the  dissolved  calcium  and  magnesium  present 
in  solution.  Water  is  considered  hard  at  200  mg/L  as  Caco3 
equivalent  and  soft  at  0 mg/L  with  gradations  of  hardness 
between.  Measurement  of  Caco3  equivalent  may  be  affected 
slightly  by  the  presence  of  other  alkaline  earth  elements,  but 
trace  elements  are  generally  not  included  in  the  definition  or 
in  the  measurement  of  hardness. 

Relative  Risk  serves  as  an  index  of  the  magnitude  of  ef- 
fect. In  a study  where  the  cardiovascular  death  rate  was  20% 
higher  in  an  area  with  a hardness  of  only  0 mg/L  (as  Caco, 
equivalent)  when  compared  with  an  area  with  a Caco^  con- 
centration of  200  mg/L,  the  Relative  Risk  was  1.2. 6 In 
Schroeder’s  review  of  states,  the  Relative  Risk  was  1 .24.  This 
weak,  but  nonetheless  recurring  observation  consistently  re- 
flects a mortality  rate  approximately  20%  greater  in  areas 
with  soft  water.  Graded  variations  are  noted  according  to  the 
degree  of  hardness. 

An  American  Heart  Association  task  force  that  was  con- 
vened in  1978  to  review  data  regarding  the  impact  of  the 
environment  on  cardiovascular  disease  acknowledged  the 
reported  observations  related  to  water  hardness,  and  recom- 
mended continuing  review  of  the  subject,  with  emphasis  on 
geographic  subregions  and  the  biologic  effects  of  constitu- 
ents of  water.6 

Because  of  the  unique  geologic  characteristics  of  Ten- 
nessee and  uniform  methods  of  recording  mortality  statis- 
tics by  county,  we  evaluated  prospects  for  a detailed  study 

From  The  Study  Center,  Jackson. 

Reprint  requests  to  1729  North  Highland  Ave.,  Jackson,  TN 
38301  (Dr.  Erb). 


of  the  relationship  between  water  hardness  and  cardiovas- 
cular death  rates  in  Tennessee.  This  report  presents  results 
of  this  pilot  study. 

Methods 

Existing  data  for  cardiovascular  death  rates  and  water  hard- 
ness in  Tennessee  were  analyzed. 

Because  of  the  geographic  nature  of  this  study,  cardiovas- 
cular death  rates  by  county,  reported  as  deaths/ 100,000  popu- 
lation, were  used.  Death  rates  were  averaged  by  geographic 
and  geologic  region  and  by  grand  division  of  the  state.  Car- 
diovascular death  rates  in  Tennessee  are  published  annually 
by  the  Tennessee  Department  of  Health.7  The  1992  figures 
are  the  most  recent  available. 

Water  source  data  provided  by  the  U.S.  Geological  Sur- 
vey reflecting  water  hardness,  constituents,  and  distribution 
of  the  nine  Tennessee  aquifers  were  used  for  comparison  with 
death  rates  by  county,  by  aquifer,  and  by  grand  division  of 
the  state.14  State  data  related  to  water  hardness  by  county  are 
not  uniform  because  of  the  reporting  mechanisms  and  vari- 
able structure  and  nature  of  the  existing  wells.  The  nine  aqui- 
fers and  their  geographic  distribution  are  shown  in  Fig.  1. 

Results 

Average  cardiovascular  death  rates  of  counties  whose 
water  sources  are  within  one  of  the  nine  Tennessee  aquifers 
are  presented  in  Table  1 . The  lowest  average  county  cardio- 
vascular death  rate  (320.09)  is  found  in  the  counties  supplied 
by  aquifer  #8,  the  Cambrian  Ordovician  Carbonate  aquifer. 
This  aquifer  is  the  water  source  in  22  counties  along  the  East 
Tennessee  Mountains.  Average  water  hardness  in  Aquifer  #8 
is  190  mg/L,  relatively  quite  hard. 

Using  the  average  cardiovascular  death  rate  of  counties 
supplied  by  Aquifer  #8,  the  lowest  in  the  state,  as  a Relative 
Risk  of  1,  the  highest  average  cardiovascular  death  rate  re- 
veals a Relative  Risk  of  1 .19  in  counties  supplied  by  Aquifer 
#2,  Tertiary  Sand,  found  in  West  Tennessee.  The  Tertiary  Sand 
Aquifer,  #2,  has  the  lowest  Caco?  (39  mg/L)  content  among 
the  states  nine  aquifers,  and  is  soft.  Gradations  of  hardness 
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found  in  other  aquifers  reflect  similar  but  inverse  gradations 
in  Relative  Risk. 

Data  related  to  two  aquifers,  #7  (Knox)  and  #9  (Crystal- 
line Rock)  are  not  available.  Aquifer  #3,  Cretaceous  Sand,  is 
variable  in  content  between  its  northern  pole  where  Caco,  is 
predominant  to  the  southern  pole  containing  significant 
NaHco3.  Aquifer  #1,  Alluvial,  provides  the  water  source  for 
only  one  sparsely  populated  county  and  small  areas  of  sev- 
eral others.  Data  from  Aquifer  # 1 are  not  considered  adequate 
for  interpretation. 

Dividing  the  state  into  the  counties  and  aquifers  which 
make  up  the  constitutionally  defined  three  grand  divisions  of 
the  state,  the  relationship  between  water  hardness  and  car- 
diovascular death  rates  follows  a similar  pattern  (Table  2). 
East  Tennessee  with  the  hardest  water  (161  mg/L)  has  the 
lowest  cardiovascular  death  rate  (327.77)  and  West  Tennes- 
see with  the  softest  water  (39  mg/L)  has  the  highest  death 
rate  (389.68).  The  Relative  Risk  again  is  1.19. 

The  Relative  Risk  of  Middle  Tennessee  ( 1 .045)  is  consis- 


tent with  the  gradations  of  hardness  (144  mg/L)  and  cardio- 
vascular death  rates  (342.47). 

Discussion 

Findings  in  this  study  are  consistent  with  observations  in 
other  parts  of  the  world  relating  cardiovascular  death  rates 
with  water  hardness.  The  Relative  Risk  of  1.19  associated 
with  the  Tennessee  soft  water  aquifer  (#2,  Tertiary  Sand) 
compares  with  the  previously  observed  20%  increase  ( Rela- 
tive Risk  1 .20)  in  cardiovascular  death  rates  in  other  soft  water 
areas.  This  is  a weak  but  nonetheless  persistent  figure  in  such 
studies. 

This  Relative  Risk  is  not  at  a level  to  be  considered  “causal,” 
but  is  considered  to  be  “associated  with”  or  “related  to”  the 
reviewed  factors. 

Speculation  as  to  the  reason  for  this  observation  contin- 
ues. Is  there  a positive  effect  from  something  in  hard  water? 
Or  is  it  the  result  of  something  missing  in  soft  water?  Studies 
have  reviewed  such  things  as  contamination,  municipal  wa- 


FIGURE  1 

PRINCIPAL  AQUIFERS  IN  TENNESSEE 


Aquifer  Number  of  Counties  Aquifer  Number  of  Counties 


1.  Alluvial 

1 

6.  Ordovician  Carbonate 

12 

2.  Tertiary  Sand 

14 

7.  Knox 

1 

3.  Cretaceous  Sand 

6 

8.  Cambrian  Ordovician 

4.  Pennsylvanian  Sandstone 

11 

Carbonate 

22 

5.  Mississippian  Carbonate 

25 

9.  Crystalline  Rock 

3 

National  Water  Summary  1996  - Ground-Water  Quality:  STATE  SUMMARIES8 
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TABLE  1 


TABLE  2 


CARDIOVASCULAR  DEATH  RATES  IN  TENNESSEE  COUNTIES 
BY  AQUIFER 


Aquifer 

Number  of 
Counties 

Water 

Hardness, 

CaC03 

mgm/L 

Average 
County  CV 
Death  Rates 

Relative 

Risk 

1 Alluvial 

1 

200  mgm/L 

338  4 

+ 1.06 

2 Tertiary 
Sand 

14 

39 

381  96 

+ 1 193 

3 Cretaceous 
Sand 

6 

CaC03  varies 
with  NaHC03 

416  25 

.... 

4 

Pennsylvanian 

Sandstone 

11 

51 

327  99 

+ 1.02 

5 

Mississippi 

Carbonate 

25 

150 

338  99 

+ 1 06 

6 Ordovician 
Carbonate 

12 

130 

336.83 

+ 1 05 

7 Knox 

1 

... 

... 

... 

8 Cambrian 
Ordovician 
Carbonate 

22 

190 

320  09 

1 00 

9 Crystalline 
Rock 

3 

... 

378  47 

... 

ter  treatment,  climate,  and  even  rainfall,910  but  the  consensus 
seems  to  be  that  the  explanation  lies  in  the  calcium  and  mag- 
nesium content,  and  perhaps  the  ratio  between  them. 

Development  of  techniques  for  determining  genetic  pre- 
disposition and  techniques  for  assessing  factors  related  to 
aging  open  new  prospects  for  in-vivo  and  in-vitro  studies  if 
suitable  populations  can  be  identified. 

Meanwhile,  further  epidemiologic  studies  reviewing  sur- 
face water  as  well  as  ground  water,  demographic  data  for 
population  groups,  and  water  sample  testing  for  electrolytes 
and  toxins  are  recommended  and  in  process. □ 


WATER  HARDNESS  AND  CARDIOVASCULAR  DEATH  RATES  IN 
COUNTIES  IN  THREE  GRAND  DIVISIONS  OF  TENNESSEE 


Grand 

Division 

Number  of 
Counties 

Dominant 

Aquifer 

Water 
Hardness  - 
mgm/r 

Average 
County  CV 
Death  Rate 

Relative 

Risk" 

East 

33 

8 (+4) 

161 

327.77 

1.00 

Middle 

41 

5 + 6 

144 

342.47 

1.045 

West 

21 

2 

39 

389.68 

1.19 

'Derived  and  Weighted  by  Dominant  Aquifer/County 
"Where  the  lowest  rate  = 1 (East  Tennessee) 
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Original  Contribution 

Pediatrics  and  the  Nashville 
General  Hospital — Part  II* * 


Harris  D.  Riley  Jr.,  MD 

1943  - 1959  Chapter.  Let  us  turn  our  attention  to  the  Pe- 
diatrics service  and  program  at  Nashville  General  Hospital 
(NGH).  Dr.  Christie  wrote:  “When  I came  to  Nashville  in 
1944  [1943],  I stepped  into  what  might  be  called  a mess. 
Rotating  interns  were  staffing  the  care  of  children  at  the  City 
Hospital  and  were  almost  completely  unsupervised.  Fre- 
quently there  was  no  house  staff  at  all,  sometimes  no  visiting 
staff,  although  Jimmy  Overall*  attempted  to  give  what  su- 
pervision he  could  on  a part-time  basis. 

“Adjustment  of  a small  service,  i.e.,  ours  at  Vanderbilt,  to 
the  post-war  needs  of  returning  veterans  and  the  post-world 
war  period  program  was  challenging.  This  particularly  con- 
cerned people  like  Tommy  Stone  and  Dan  Sanders  who  had 
returned  from  the  war  and  needed  either  one  more  year  for 
their  board  requirements  or  an  opportunity  to  refresh  them- 
selves in  clinical  pediatrics.  We  are  now  at  1945.  The  Pediat- 
rics service  at  that  time  at  Vanderbilt  was  too  small  to  under- 
take [additional]  staff  supervision,  as  the  house  staff  was 
previously  operating.  It  was  obvious  that  the  City  Hospital 
could  be  used  to  meet  this  post-war  need  in  either  part-time 
or  full-time.  The  visiting  staff  members  attended  in  a spotty 
fashion,  some  of  it  very  good,  but  some  neglected  or  did  not 
carry  out  their  responsibilities.  It  was  difficult  to  give  good 
residents  the  support  they  asked  for  and  needed.  The  top  flight 
administrative  objective  at  Vanderbilt  was  always  said  to  get 
the  City  Hospital  to  move  to  the  Vanderbilt  location  or  the 
patients  to  be  moved  to  our  hospital.”1 

As  for  the  Pediatrics  service  at  NGH,  it  is  not  certain  ex- 
actly when  the  Department  of  Pediatrics  at  Vanderbilt  Uni- 
versity Medical  School  assumed  official  responsibility  for 
staffing  it.  In  a July  1952  letter  to  Dean  John  B.  Youmans, 
Dr.  Christie  indicated  that  his  house  staff  had  been  staffing 
the  Pediatrics  service  at  NGH  for  “six  or  seven  years.”  It  is 
believed  that  the  first  arrangement  whereby  Vanderbilt  Uni- 
versity assumed  responsibility  occurred  in  November  1945, 
when  Dr.  Dan  Sanders  Jr.,  recently  discharged  from  military 
service,  joined  the  Pediatric  house  staff  at  Vanderbilt  and  ro- 

From the  Department  of  Pediatrics  and  the  Vanderbilt  Children 's 
Hospital,  Vanderbilt  University  Medical  Center,  Nashville. 

*Part  III  will  be  published  in  a future  issue  of  the  Journal. 


tated  on  the  Pediatrics  service  at  NGH.  The  rotation  of 
Vanderbilt  University  Hospital  pediatric  house  officers  to 
NGH  was  apparently  continuous  from  that  point  until  June, 
1993.  The  July  1952  letter  contained  a series  of  recommen- 
dations from  Dr.  Christie  to  Dean  Youmans:  “Suggestions  or 
Recommendations  Concerning  the  Nashville  General  Hos- 
pital and  Its  Facilities  for  the  Care  of  Infants  and  Children.” 

1 . Improve  the  record  room. 

2.  Establish  preventive  service  for  the  clientele,  especially 
a well  baby  and  immunization  clinic. 

3.  Consolidate  all  nursery  facilities  with  adequate  facili- 
ties for  isolation  and  care  of  premature  infants. 

4.  If  complete  absorption  of  the  service  cannot  be  attained 
at  this  time,  we  need  administrative  permission  to  transport  pre- 
mature babies  to  our  own  Premature  Nursery  and  the  colored 
infants  to  Meharry.  The  difference  in  survival  rates  between 
this  hospital  and  that  one  is  striking  and  we  must  in  a teaching 
set-up  devote  much  effort  to  eliminating  this  difference. 

5.  Repair  all  incubators  and/or  the  development  of  some 
air-conditioning  in  the  nursery  area. 

6.  We  have  been  in  urgent  need  of  isolation  facilities  for 
children  with  communicable  diseases  or  suspected  of  having 
communicable  diseases.  We  badly  need  a complete  isolation 
diarrhea  room. 

7.  We  need  one  graduate  nurse  on  the  children's  ward  24 
hours  a day. 

8.  We  need  to  bring  the  colored  children  to  one  room  on 
the  present  ward. 

9.  Laboratory  and  x-ray  facilities  must  be  improved. 

10.  We  need  to  stop  the  traffic  through  the  children’s  ward 
by  a simple  partition  or  barrier  between  Pediatrics  and  the 
rest  of  the  hospital  hall. 

1 1 . We  must  improve  our  outpatient  performance  by  try- 
ing to  eliminate  the  chronic  offenders  who  take  advantage  of 
the  emergency  room  and  appear  there  for  treatment  at  any 

* Dr.  James  C.  Overall  was  a highly  regarded  pediatrician  in  private 
practice  in  Nashville.  He  was  closely  involved  with  the  Pediatrics 
programs  at  Vanderbilt.  The  current  chairman  of  the  Department  of 
Pediatrics  at  Vanderbilt  University  School  of  Medicine  occupies 
the  James  C.  Overall  Chair  in  Pediatrics,  which  was  established  by 
Dr.  Overall’s  family  in  his  honor. 
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time  although  there  is  no  real  emergency  (difficult). 

I hope  that  you  agree  that  these  are  not  unreasonable 
recommendations  and  in  the  course  of  the  next  few  years  we 
can  attain  all  of  them.  Very  sincerely  yours,  Amos  Christie,  MD. 1 

Although  hospital  statistics  are  not  available  for  1950- 
1964,  all  who  observed  the  Pediatrics  service  at  NGH  agree 
that  in  the  1950s  it  was  much  larger  and  busier  than  it  is  now. 
The  inpatient  service  for  children  occupied  a ward  that  ex- 
tended from  the  western  end  of  the  hospital  to  the  eastern 
end.  It  contained  32  licensed  beds.  The  ward  was  made  up 
primarily  of  rooms  with  four  to  six  beds,  an  occasional  single 
room,  and  several  two-patient  rooms.  The  newborn  nursery 
was  located  on  the  third  floor  on  the  eastern  side  of  the  hos- 
pital. It  contained  approximately  30  bassinets.  The  Pediat- 
rics outpatient  clinic  was  situated  in  the  northeast  portion  of 
the  hospital  on  the  ground  floor.  It  was  a very  busy  place, 
and  it  was  not  unusual  to  see  more  than  100  patients  per  day. 
The  clinic  operated  five  days  a week  beginning  early  in  the 
morning  and  continuing  until  all  patients  had  been  seen,  af- 
ter which  patients  were  referred  to  the  emergency  room.  The 
pediatrics  intern  or  the  pediatrics  assistant  resident  handled 
the  emergency  room  and  saw  all  children  who  reported  to 
the  emergency  room  irrespective  of  the  nature  of  their  illness. 

The  staffing  pattern  of  the  Pediatrics  service  at  the  house 
staff  level  varied  significantly  because  of  the  variable  size  of 
the  house  staff  appointed  by  NGH.  Beginning  in  the  late 
1940s,  Vanderbilt  assigned  a straight  pediatric  intern  and  an 
assistant  resident  in  Pediatrics  to  NGH  for  a two-month  rota- 
tion. When  one  was  available,  a rotating  NGH  intern  was 
assigned  to  the  Pediatrics  service.  These  three  (or  two)  house 
officers  covered  the  entire  Pediatrics  service — children’s 
ward,  newborn  nursery,  outpatient  clinic,  and  a very  busy 
emergency  room.  About  once  a week  Drs.  Christie  or  J.C. 
Peterson  would  come  to  NGH  for  rounds  with  the  house  staff 
on  the  Pediatrics  service.  Later  an  additional  straight  pediat- 
rics intern  from  Vanderbilt  was  assigned  to  the  NGH  service. 

I remember  vividly  my  rotation  to  the  NGH  as  an  assis- 
tant resident  in  Pediatrics  at  Vanderbilt.  The  Pediatrics  ser- 
vice at  NGH  was  staffed  by  an  assistant  resident  in  pediatrics 
and  a straight  pediatrics  intern  from  Vanderbilt.  From  time  to 
time  we  had  a rotating  intern  from  NGH  assigned  to  the  Pe- 
diatrics service.  The  straight  intern  during  my  rotation  was 
the  late  Dr.  Charles  (Chad)  Warner,  a Vanderbilt  graduate. 
Chad  Warner  was  one  of  the  finest  interns  I have  ever  ob- 
served. 

Early  each  morning  we  would  make  rounds  on  the  inpa- 
tient service.  The  beds  were  always  filled  and  most  of  the 
patients  were  quite  ill.  I remember  many  patients  with  severe 
gastroenteritis  and  unbelievably  severe  dehydration,  children 
with  diphtheria  with  myocarditis,  paralytic  poliomyelitis, 
rubeola  with  pulmonary  and  neurologic  complications,  rheu- 
matic fever  with  cardiac  involvement,  and  many  other  seri- 


ously ill  patients.  Upon  completion  of  ward  rounds  we  moved 
to  the  newborn  nursery  and  took  care  of  any  emergency  prob- 
lems there.  This  was  in  the  days  before  neonatal  intensive 
care  units.  We  then  went  to  the  Pediatrics  outpatient  clinic.  1 
have  clear  memories  of  the  hundreds  of  children  appearing 
for  diagnosis  and  treatment.  It  was  not  unusual  for  us  to  see 
more  than  100  infants  and  children  during  a particular  morn- 
ing in  the  outpatient  clinic.  Actually  the  outpatient  clinic  con- 
tinued to  operate  until  we  had  finished  seeing  all  the  patients, 
and  then  any  patients  were  transferred  to  the  emergency  room. 
The  assistant  resident  and  the  rotating  intern,  if  one  was 
present,  handled  the  emergency  room.  It  was  not  unusual  to 
see  more  patients  in  the  emergency  room  than  we  had  seen  in 
the  clinic  that  day.  We  then  made  more  formal  rounds  in  the 
newborn  nursery  and  made  decisions  about  such  patients. 
Either  the  straight  intern  or  the  assistant  resident  was  on  call 
each  night.  However,  we  often  did  not  finish  up  duties  with 
patients  until  9 or  10  pm  and  therefore  we  spent  very  little 
time  at  home. 

Quite  frequently  as  the  assistant  resident  in  pediatrics  I 
had  to  return  to  the  hospital  on  my  night  off  to  help  the  intern 
with  problems. 

We  looked  forward  to  the  weekly  rounds  held  by  Dr. 
Christie  or  Dr.  Peterson  at  NGH. 

Although  it  was  a hectic  and  busy  service  in  the  1950s,  it 
was  a rewarding  clinical  experience  for  house  officers.* 

When  in  1954  the  contract  between  Vanderbilt  and  the 
NGH  was  canceled,  Chancellor  Branscomb  ordered  a sever- 
ance of  all  Vanderbilt  activity  at  NGH  in  order  to  concentrate 
on  problems  at  Vanderbilt  University  Medical  Center  and 
perhaps  to  induce  more  cooperation  by  NGH.  This  was  fol- 
lowed by  a period  during  which  the  Nashville  Pediatric 
Society  assumed  some  responsibility  for  the  conduct  of  the 
service  at  the  NGH.  Dr.  Jim  Helm,  a local  practicing  pedia- 
trician, became  the  temporary  chief  of  Pediatrics  at  NGH.  In 
any  case,  in  July  of  1954  the  plaster  literally  fell  from  the 
ceiling  of  the  children’s  ward  at  NGH  and  the  Hospital  Board 
of  NGH  asked  Vanderbilt  to  take  a new  look.  “In  a short  time 
all  the  children  were  moved  to  Vanderbilt,  along  with  student 
nurses  and  supervisors,  and  for  some  months  we  had  it  the 
way  Vanderbilt  administration  wanted  it:  that  is,  Vanderbilt 
was  able  to  supply  good  service,  use  the  material  for  teach- 
ing, and  the  taxpayer  met  his  responsibility  for  the  indigent 
sick — as  inevitably  it  must  be  and  the  city  paid  for  it.”1  It 
worked  well  according  to  Christie.1 

By  this  time  John  Patterson  had  been  appointed  Dean  of 


* After  returning  from  active  military  duty.  Dr.  Harris  D.  Riley  Jr., 
was  appointed  to  the  full-time  faculty  at  Vanderbilt.  He  subsequently 
was  appointed  professor  and  chairman  of  the  Department  of  Pediat- 
rics at  the  University  of  Oklahoma  School  of  Medicine  and  Medi- 
cal Director/Chief  of  Staff  of  Children’s  Hospital  of  Oklahoma  in 
Oklahoma  City.  He  returned  to  Vanderbilt  in  1991. 
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the  Vanderbilt  School  of  Medicine.  There  was  another  tran- 
sition during  his  administration  (1959-1962).  When  the  chil- 
dren were  sent  back  to  the  NGH  after  about  nine  months  as 
necessary  renovations  at  NGH  were  accomplished,  Dr. 
Christie  did  not  send  the  house  staff  with  them.  “Chancellor 
Branscomb’s  order  forbade  that;  it  was  no  longer  Vanderbilt’s 
responsibility.  This  action  also  carried  with  it  the  idea  that  I 
[Dr.  Christie]  was  never  going  to  send  interns  or  residents  to 
a place  where  they  could  not  have  supervision.”1  The  situa- 
tion then  became  a matter  of  negotiation  between  officials  of 
Vanderbilt  and  those  representing  NGH.  This  led  to  a series 
of  meetings,  often  acrimonious.  Dr.  Christie  pointed  out  that 
medical  and  surgical  house  officers  were  being  paid  by  the 
Veterans’  Hospital  at  a higher  rate  than  pediatric  house  offic- 
ers, and  demanded  that  this  be  equalized.  Dr.  Christie  also 


demanded  that  if  Vanderbilt  was  to  be  responsible  for  the 
Pediatrics  service  at  NGH,  the  salary  of  a full-time  faculty 
member  in  Pediatrics  selected  by  Vanderbilt  be  paid  by  NGH. 
Vanderbilt  would  then  be  fully  responsible  for  the  entire  ser- 
vice. After  a series  of  bitter  meetings  , the  negotiations  were 
hammered  out  and  a contract  dated  November  20,  1959  was 
executed  along  these  lines  for  the  entire  hospital.  It  existed 
until  19932  □ 
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Epidemiology 

The  annual  incidence  of  spontaneous  intracranial  hem- 
orrhage is  9-15  per  100,000.'  The  incidence  rises  with  age 
such  that  in  the  50-59  and  >80  age  groups  the  rates  are  17.2 
and  350  per  100,000,  respectively.2  Chronic  hypertension  is 
the  most  common  single  factor  contributing  to  intracranial 
hemorrhage,  although  a prior  history  of  cerebral  infarction, 
coronary  artery  disease,  and  diabetes  mellitus  are  also  risk 
factors.2 

Although  the  hemorrhagic  subtype  accounts  for  10%  to 
15%  of  all  strokes,  two-thirds  of  these  are  fatal,  and  account 
for  15%  to  20%  of  all  stroke-related  deaths.1  Since  the  ad- 
vent of  effective  antihypertensive  therapy  in  the  1950s  the 
incidence  of  all  strokes,  both  hemorrhagic  and  ischemic,  has 
decreased  significantly.2 

Pathology 

Hypertension  accelerates  atherosclerotic  disease  in  large 
vessels,  influenced  by  aging  and  diabetes.  Arteriosclerosis, 
lipohyalinosis,  and  fibrinoid  necrosis  are  the  primary 
pathologic  features  affecting  the  arteries  and  arterioles.3 

Arteriosclerosis  involves  the  perforating  vessels  (<500 
(xm)  such  as  the  lentic-ulostriates  of  the  middle  cerebral  ar- 
tery and  the  thalamoperforators  of  the  basilar  artery. 
Subintimal  proliferation  of  fibroblasts  and  lipid  laden  mac- 
rophages are  seen  in  vessel  walls.  Lipohyalinosis  is  atheroma 
formation  and  hyalinization  of  penetrating  vessels  (80-300 
|xm).  Arteriosclerosis  and  lipohyalinosis  occur  most  com- 
monly in  the  distribution  of  hypertensive  intracranial  hemor- 
rhage, namely  the  putamen,  thalamus,  internal  capsule,  pons, 
cerebellum,  and  cortex.  Acute  malignant  hypertension  results 
in  fibrinoid  necrosis  of  vessels  with  bright,  granular  material 
in  the  tunica  media  containing  necrotic  smooth  muscle  and 
plasma  proteins. 


From  the  Department  of  Neurology,  University  of  Tennessee 
College  of  Medicine,  Memphis.  Drs.  Brewington  and  Watridge  are 
members  of  the  Tennessee  Stroke  Task  Force,  which  is  supported 
by  the  American  Heart  Association. 

Reprint  requests  to  Semmes-Murphy  Clinic,  930  Madison  Ave., 
Suite  600,  Memphis,  TN  38103  ( Dr.  Watridge). 


Clinical  Presentation 

The  initial  signs  of  an  intracerebral  hemorrhage  are  usu- 
ally focal  neurologic  deficits  with  a smoothly  progressive 
course  of  deterioration  over  the  course  of  minutes  to  hours. 
This  is  in  contrast  to  the  stepwise  progression  and  fluctua- 
tion characteristic  of  the  more  common  thrombotic  or  embolic 
stroke.  The  exception  to  this  general  rule  arises  in  the  case  of 
those  on  anticoagulants,  who  may  have  a slower  progression 
of  ICH  symptoms.  Reported  symptoms  at  the  onset  of  intrac- 
ranial hemorrhages  include  headache  (33%  to  41%),  coma 
(21%  to  24%) , vomiting  (29%  to  51%)  and  seizures  (6%  to 
9%).2  Of  those  with  seizures  at  the  onset,  68%  were  general- 
ized and  32%  were  focal.4 

The  majority  of  intracranial  hemorrhages  occur  during 
activities  of  daily  living.  Ten  percent  occur  during  periods  of 
physical  or  emotional  stress.  Approximately  10%  of  patients 
noted  a deficit  upon  awakening,  as  opposed  to  3 1 % to  44% 
of  those  with  embolic  or  thrombotic  strokes.2 

Hypertensive  intracranial  hemorrhage  has  a characteris- 
tic pattern  of  distribution.  As  a general  rule  they  occur  in  the 
putamen/caudate  nucleus  (50%  to  60%),  thalamus  (10%  to 
15%),  pons  (10%  to  15%),  cerebellum  (10%),  and  lobar 
(10%).  Each  of  these  have  characteristic  signs  and  symptoms, 
which  will  be  outlined  below.1’2'56 

Hemorrhage  into  the  putamen  or  the  caudate  nucleus,1'2'5 
which  flanks  the  lateral  ventricle,  usually  causes  mental 
changes,  headache,  vomiting,  and  meningismus.  The  hem- 
orrhage may  rupture  into  the  ventricle,  causing  contralateral 
weakness,  minimal  sensory  loss,  and  often  expressive  apha- 
sia. The  prognosis  is  generally  good  for  this  subtype. 

Thalamic  intracerebral  hemorrhage1'2,5  most  commonly 
occurs  in  the  posterolateral  aspect  of  this  structure,  causing  a 
contralateral  hemiplegia  with  variable  sensory  loss.  If  it  is  on 
the  dominant  side,  aphasia  is  present.  Ocular  abnormalities 
are  also  seen,  and  pupils  tend  to  be  small  and  poorly  reactive. 
The  prognosis  is  poor  if  there  is  a decreased  level  of  con- 
sciousness, as  is  usually  the  case. 

Lobar  hemorrhage1-2'5  produces  deficits  corresponding  to 
the  function  of  the  overlying  cortex.  It  begins  below  the  cor- 
tical surface  and  may  dissect  through  white  matter  and  de- 
compress itself  into  the  ventricle.  Patients  with  a temporal 
hemorrhage  may  at  first  be  lethargic  with  minimal  motor  and 
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sensory  deficits,  but  it  takes  only  a slight  enlargement  of  the 
hematoma  to  result  in  rapid  deterioration  and  uncal  herniation. 

Pontine  hemorrhage'  25  usually  occurs  in  the  mid-pons, 
and  may  dissect  rostrally  into  the  midbrain  or  caudally  into 
the  fourth  ventricle.  Findings  include  asymmetric  weakness 
progressing  to  quadriplegia,  decerebrate  posturing,  pinpoint 
pupils,  and  gaze  abnormalities.  Although  usually  in  extremis 
upon  presentation,  a few  such  patients  will  simply  have  diz- 
ziness, dysarthria,  and  facial  numbness. 

Cerebellar  hemorrhage5-6  is  the  most  distinctive  of  the 
group,  with  a classic  clinical  presentation  consisting  of  the 
sudden  onset  of  dizziness,  vomiting,  and  the  inability  to  walk 
or  stand.  The  hemorrhage  most  often  develops  while  the  pa- 
tients are  awake,  and  they  gradually  deteriorate,  becoming 
drowsy  and  confused.  This  may  progress  rapidly  to  coma 
due  to  brainstem  compression  or  hydrocephalus.  Discern- 
ible motor  and  sensory  loss  is  usually  absent.  A conjugate 
gaze  palsy  in  the  absence  of  a hemiparesis  is  indicative  of 
this  type  hemorrhage.  As  with  other  types  of  hypertensive 
intracranial  hemorrhage,  a decreased  level  of  consciousness 
is  a poor  prognostic  sign.6 

Diagnostic  Studies 

In  the  modern  era,  CT  of  the  brain  without  contrast  is  the 
most  sensitive  diagnostic  study  for  patients  with  signs  or 
symptoms  of  hypertensive  intracranial  hemorrhage. '-2-5-6  Im- 
portant aspects  include  size,  location,  presence  of  hydro- 
cephalus, and  intraventricular  extension,  shift,  and  herniation. 
In  patients  with  pontine  or  cerebellar  hemorrhages  it  is  espe- 
cially important  to  note  the  presence  or  absence  of  the  fourth 
ventricle  and  signs  of  hydrocephalus. 

Angiography  or  MRI  may  be  indicated  when  the  CT  ap- 
pearance or  clinical  setting  are  unusual  for  hypertensive  hem- 
orrhage. Standard  laboratory  testing  should  proceed  with  ra- 
diologic evaluation  and  include  serum  chemistries,  blood 
profde,  and  coagulation  studies.  An  electrocardiogram  and 
chest  radiograph  are  also  useful  for  these  often  medically 
complicated  patients. 

Management 

Initial  management  of  these  patients  consists  of  basic 
medical  care.  This  includes  assuring  an  adequate  airway  as 
well  as  close  hemodynamic  monitoring  and  support.  Those 
who  are  obtunded  or  comatose  may  require  intubation  and 
ventilation  to  a Paco,  of  25  to  30  mm  Hg.  Hypertension  is 
only  gently  lowered  as  these  patients  require  supranormal 
pressures  to  maintain  adequate  cerebral  perfusion.  A general 
rule  is  to  lower  the  mean  systemic  pressure  25%  over  the 
first  24  hours.  Bleeding  disorders  should  be  corrected.  The 
reduction  of  intracranial  pressure  via  osmotic  agents  may  be 
necessary.  Recent  evidence  suggests  no  role  for  the  use  of 
corticosteroids  in  the  management  of  hypertensive  intracra- 


nial hemorrhage7  with  the  possible  exception  of  the  cerebel- 
lar subtype. 

After  medical  management  and  stabilization,  consultation 
with  a neurosurgeon  is  often  helpful  to  plan  further  treat- 
ment. The  decision  to  pursue  surgical  vs.  conservative  mea- 
sures is  based  upon  the  location  of  the  hemorrhage  and  the 
overall  clinical  status  of  the  specific  patient  in  question. 

Management  of  putaminal/caudate  hemorrhage  remains 
a highly  controversial  subject.8-9  Most  who  remain  alert  or 
lethargic  may  be  treated  medically  with  blood  pressure  con- 
trol, diuresis,  and  control  of  intracranial  pressure  (ICP).  Those 
most  benefiting  from  surgery  arc  otherwise  healthy,  <70  years 
of  age,  and  deteriorating  under  the  best  medical  management.5 

Thalamic  hemorrhage,  in  general,  is  best  managed  medi- 
cally with  the  aggressive  control  of  ICP.  Surgery  is  seldom 
indicated  because  of  the  depth  of  the  lesion  and  the  amount 
of  tissue  to  be  dissected  to  reach  the  lesion.8  When  there  is 
third  ventricular  compression  and  resultant  hydrocephalus, 
ventricular  drainage  may  be  required. 

Management  of  lobar  hemorrhage1-5  is  dictated  by  the  situ- 
ation of  the  lesion.  Although  many  small  to  moderate-sized 
hemorrhages  may  be  treated  medically,  surgical  evacuation 
may  be  warranted  for  both  decompression  and  biopsy  to  es- 
tablish other  causes  such  as  arteriovenous  malformations, 
tumor,  vasculitis,  or  amyloid  angiopathy.  Recent  studies  of  sur- 
gery using  microsurgical  techniques  have  shown  a significant 
benefit  in  terms  of  survival  and  outcome  for  those  so  treated. 

Pontine  hemorrhage1 5 is  usually  devastating,  and  aggres- 
sive medical  or  surgical  management  of  large  hemorrhages  may 
be  contraindicated.  No  studies  have  shown  any  benefit  with 
surgical  management  in  these  patients,  though  some  lesions 
less  than  1 .8  cm  may  be  salvageable,  with  a good  outcome. 

The  treatment  of  cerebellar  hemorrhage  deserves  special 
attention.5-6  Those  with  small  hematomas  (less  than  2-3  cm) 
who  are  in  good  condition  and  without  brainstem  compres- 
sion or  hydrocephalus  may  be  medically  managed  by  the 
measures  outlined  above.  Emergency  ventriculostomy  and/ 
or  surgical  evacuation  may  be  needed  in  the  event  of  deterio- 
ration. Surgical  treatment  for  a cerebellar  hemorrhage  can 
produce  a dramatic  result.  Cerebellar  lesions  larger  than  3.0 
cm  more  commonly  require  surgical  evacuation.  Due  to  the 
close  confines  of  the  posterior  fossa,  it  is  especially  impor- 
tant not  to  overtreat  the  severe  hypertension  that  these  pa- 
tients often  manifest.  Although  the  risk  of  rebleeding  is  height- 
ened by  hypertension,  these  patients  require  supranormal 
pressures  to  adequately  perfuse  their  brainstems.  Controlling 
the  systolic  and  diastolic  blood  pressures  below  190  and  1 10, 
respectively,  is  sufficient. 

Conclusions 

Hypertension  is  the  major  risk  factor  for  spontaneous  in- 
tracranial hemorrhage.  Control  of  hypertension  has  decreased 
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its  frequency  but  it  still  presents  a major  health  hazard.  Many 
victims  show  classic  characteristics  and  clinical  syndromes. 
Management  of  these  patients  requires  emergency  medical 
treatment  and  stabilization,  and  neurologic  consultation  is 
often  beneficial  in  optimizing  therapy.  Nevertheless,  despite 
aggressive  therapy,  hypertensive  intracranial  hemorrhage  is 
still  frequently  disabling  or  fatal. □ 
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Introduction 

Hypothermia  is  a common  cause  of  significant  morbidity 
and  mortality  in  the  trauma  patient.  Primary  hypothermia  can 
be  defined  as  hypothermia  occurring  in  the  presence  of  nor- 
mal heat  production  and  thermoregulatory  mechanisms.  The 
most  common  cause  of  primary  hypothermia  is  environmen- 
tal exposure.  Secondary  hypothermia  can  be  defined  as  a cold 
stress  that  is  compounded  by  illness,  injury,  or  drug-induced 
alterations  in  heat  production  and  thermoregulation.  The  hy- 
pothermia seen  most  commonly  in  trauma  patients  is  sec- 
ondary hypothermia.  These  patients  have  lost  their  normal 
thermoregulation,  and  in  fact,  exposure  to  cold  environmen- 
tal conditions  is  not  required  to  produce  the  profound  impact 
of  secondary  hypothermia  in  the  trauma  victim.  Hypother- 
mia in  the  trauma  patient  has  been  shown  to  increase  mortal- 
ity independent  of  the  extent  of  injury.1 

We  present  a case  of  a hypothermic  trauma  victim  seen  at 
Vanderbilt  University  Medical  Center,  and  discuss  the  mecha- 
nisms of  heat  loss,  the  associated  morbidity,  and  the  poten- 
tial management  options. 

Case  Report 

A 21 -year-old  woman  who  sustained  an  isolated,  close- 
range  gunshot  wound  to  the  right  side  of  her  chest  was  trans- 
ported by  ground  EMS,  during  which  unsuccessful  attempts 
were  made  at  intubation.  EMTs  detected  decreased  breath 
sounds  in  the  right  chest  and  performed  needle  decompres- 
sion in  the  second  right  interspace.  She  became  progressively 
bradycardic  (20/min)  and  hypotensive,  necessitating  atropine 
and  a brief  period  of  CPR.  She  received  volume  resuscitation 
en  route,  and  arrived  at  the  Vanderbilt  emergency  department 
(ED)  with  a systolic  blood  pressure  of  90  mm  Hg. 

After  immediate  orotracheal  intubation  she  had  equal  but 
diminished  breath  sounds  bilaterally.  Prior  to  chemical  pa- 
ralysis for  the  intubation  movement  was  noted  in  the  upper 
extremities,  but  her  legs  were  without  motor  function.  She 
received  bilateral  tube  thoracostomies  and  large  bore  venous 
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access.  Isotonic  crystalloid  infusion  was  continued  and  two 
units  of  packed  red  blood  cells  were  administered.  Her  heart 
rate  was  122/min  and  her  temperature  (axillary)  in  the  ED  was 
reported  to  be  96.0°F  (35.6°C).  An  entrance  wound  was  identi- 
fied in  the  midclavicular  line  and  4 cm  superior  to  the  right 
nipple.  There  was  no  exit  wound.  No  jugular  venous  distention 
was  noted  and  the  abdomen  was  non-distended.  The  rectal 
examination  revealed  no  tone;  the  stool  was  heme  negative. 

The  initial  chest  tube  output  was  500  ml  on  the  right  side 
and  350  ml  on  the  left.  No  obvious  air  leak  was  identified. 
Central  venous  pressure  was  not  elevated  at  3 mm  Hg.  The 
chest  x-ray  revealed  the  bullet  in  the  mid-left  hemithorax. 
The  chest  tubes  were  in  proper  position  and  had  drained  the 
bilateral  hemothoraces.  Her  hematocrit  was  30%  and  the  elec- 
trolytes were  unremarkable.  Her  prothrombin  time  (PT)  was 
prolonged  at  1 8.2  seconds  (INR  = 1 .4)  and  the  partial  throm- 
boplastin time  was  also  prolonged  at  36.7  seconds.  Her  ad- 
mission arterial  blood  gas  had  a pH  of  6.95,  and  a base  defi- 
cit of  22.  After  receiving  sodium  bicarbonate  she  was 
immediately  moved  for  further  evaluation  and  resuscitation 
to  the  surgical  intensive  care  unit  where  her  blood  pressure 
was  95/70  mm  Hg,  her  heart  rate  was  87/min,  and  her  tem- 
perature was  33.8°C.  Her  right  and  left  chest  tubes  drained 
1 50  and  1 00  ml  respectively  in  the  ensuing  hour.  Her  hema- 
tocrit was  25%  and  she  had  a significant  lactic  acidosis  (lac- 
tate=13.0  mmol/L).  A transesophageal  echocardiogram, 
bronchoscopy,  and  esophagogastric  endoscopy  revealed  no 
acute  traumatic  pathology. 

Aggressive  measures  for  rewarming  were  undertaken  by 
wrapping  her  head  in  a warm  blanket,  minimizing  the  dura- 
tion and  extent  of  exposure,  administering  warmed  IV  fluids 
(Level  1 Technologies  Inc.,  Rockland,  MA),  and  using  a 
warming  blanket  and  a heater  for  the  ventilator.  Within  two 
hours  her  core  temperature  rose  to  36.5°C,  and  her  lactic  aci- 
dosis was  resolving.  She  became  progressively  more  respon- 
sive, and  began  to  follow  commands  and  move  her  upper 
extremities,  although  she  had  a clear  motor  deficit  at  the  T7 
level;  some  sensation  and  proprioception  remained  in  her  right 
leg.  CT  scan  and  MRI  revealed  a bone  fragment  from  the 
bullet  path  to  have  transected  part  of  the  spinal  cord  at  T7. 
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No  neurosurgical  intervention  was  warranted. 

The  patient  responded  to  the  resuscitation  and  rewarm- 
ing, and  was  extubated  24  hours  after  admission.  Her  paraple- 
gia remained  unchanged.  The  chest  tubes  were  removed  with- 
out incident  on  hospital  day  number  2,  and  she  received  an 
inferior  vena  caval  (IVC)  filter  percutaneousiy  at  the  bedside 
under  ultrasound  guidance  prior  to  being  discharged  to  a re- 
habilitation facility. 

Discussion 

Hypothermia  can  be  divided  into  zones  that  correspond 
to  the  severity  of  the  physiological  derangements.  Mild  hy- 
pothermia, 32°C-35°C  (90°F-95°F),  is  commonly  seen  and  is 
well  tolerated  if  normal  thermoregulatory  mechanisms  are 
intact.  Moderate  hypothermia  of  28°C-32°C  (82.4°F-89.6°F) 
can  cause  cardiac  conduction  abnormalities  and  dys- 
rhythmias. The  “J”  Wave,  a slow  positive  deflection  in  the 
latter  part  of  the  QRS  complex  seen  by  electrocardiography, 
is  pathognomonic  for  hypothermia  (Fig.  1).  In  severe  cases 
of  hypothermia  at  20°C-28°C  (68°F-82.3°F),  the  human  body 
loses  its  ability  to  maintain  core  body  temperature  and  sub- 
sequent heat  loss  is  passively  accepted  (as  in  poikilothermic 
physiology).  The  final  zone  of  hypothermia,  14°C-20°C 
(57.2°F-67.9°F)  is  termed  profound  hypothermia,  and  usu- 
ally causes  asystole.2 

Secondary  hypothermia  is  more  prevalent  and  more  le- 
thal than  primary  hypothermia.  At  32°C  the  reported  mortal- 
ity was  23%  for  patients  suffering  from  primary  hypother- 
mia. It  is  relatively  unusual  for  mild  to  moderate  primary 
hypothermia  to  result  in  death.  A series  by  Jurkovich  et  al1 
that  was  controlled  for  the  severity  of  injury  evaluated  hypo- 
thermic trauma  patients  and  showed  100%  mortality  for  pa- 
tients with  temperatures  below  32°C.  In  a follow-up  study, 
patients  who  were  hypothermic  and  actively  rewarmed  using 
arteriovenous  hemofiltration  had  less  blood  loss,  decreased 
fluid  requirements,  fewer  organ  failures,  decreased  stay  in 
the  intensive  care  unit,  and  a significantly  reduced  mortality 
(from  36%  to  0%)  in  severely  injured  patients  (ISS  16-40). 3 

We  have  reviewed  the  trauma  registry  at  our  institution 


Figure  1.  Osborn  J-wave  (arrow)  after  the  QRS  complex,  pathognomonic 
of  hypothermia  (reproduced  with  permission  from  Critical  Care,  ed  3, 
Lippincott  Raven  Publishers). 


and  found  that  a core  temperature  of  34°C  was  associated 
with  a mortality  of  50%  in  the  severely  injured  trauma  vic- 
tim.4 Of  particular  interest  is  .a  clear  lack  of  correlation  be- 
tween secondary  hypothermia  and  seasonal  variations,  con- 
firming the  fact  that  secondary  hypothermia  is  more  directly 
related  to  a patient’s  inability  to  maintain  body  heat,  and  not 
to  the  simple  environmental  exposure  associated  with  pri- 
mary hypothermia. 

Most  hypothermic  trauma  and  surgical  patients  generally 
have  temperatures  in  the  32°C-35°C  temperature  range.  Al- 
though this  falls  within  the  mild  hypothermia  zone,  the  mortal- 
ity for  this  group  of  patients  is  very  high.5  The  primary  prob- 
lems associated  with  surgical  patients  in  this  temperature  zone 
is  the  effect  of  hypothermia  on  the  coagulation  cascade  and 
increased  oxygen  demand,  since  such  temperatures  generally 
do  not  increase  the  risk  of  significant  cardiac  dysrhythmias. 

A great  deal  of  confusion  arises  when  various  series  of 
hypothermic  patients  are  compared.  This  is  due  to  compari- 
son of  primary  and  secondary  hypothermic  patients,  the  mor- 
tality at  any  level  of  hypothermia  being  much  higher  with 
secondary  than  with  primary  hypothermia. 

Heat  Loss.  A person  may  lose  body  heat  through  one  of 
four  heat  transfer  mechanisms,  which  include  conduction, 
convection,  radiation,  and  evaporation.  The  heat  loss  associ- 
ated with  conduction  is  due  to  direct  contact,  with  heat  pass- 
ing from  a warmer  object  to  a relatively  cooler  one.  The  rate 
of  heat  transfer  is  directly  proportional  to  the  size  of  the  con- 
tact surface  area,  the  difference  in  temperature  between  the 
two  bodies,  and  the  insulative  properties  of  the  objects.  A 
clinical  example  of  conductive  heat  loss  is  the  warm  patient 
lying  directly  on  the  cold,  metal  angiography  table.  Conduc- 
tive heat  loss  can  be  controlled  by  insulating  the  patient  (with 
blankets)  and  avoiding  direct  contact  with  cold,  heat  con- 
ductive (metal)  surfaces.  Although  conductive  heat  loss  usu- 
ally accounts  for  only  about  15%  of  the  total  heat  loss,  the 
amount  may  increase  substantially  if  the  patient  remains  in 
wet  clothing. 

Convection  refers  to  the  continuous  removal  of  the  layer 
of  relatively  warm  air  overlying  a patient.  The  rate  of  con- 
vective heat  loss  is  directly  proportional  to  the  surface  area 
exposed  to  the  convective  flow,  the  speed  of  the  convective 
flow  (wind  chill  factor)  and  the  temperature  gradient  between 
the  object  and  the  overlying  air.  Convective  heat  loss  may  be 
minimized  by  keeping  the  patient  covered  with  a blanket, 
especially  during  transport.  Convection  accounts  for  only  a 
small  portion  of  heat  loss.  Shivering,  a defensive  mechanism 
used  to  preserve  body  temperature,  can  actually  increase  heat 
loss  by  increasing  oxygen  demand  and  convective  heat  loss.6'7 

Radiation  heat  loss  is  the  transfer  of  heat  from  a warm 
object  to  its  surroundings.  The  rate  of  radiant  heat  loss  is 
proportional  to  the  fourth  power  of  the  temperature  gradient 
between  the  “radiant”  object  and  its  surroundings.8  Radiant 
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heat  loss  accounts  for  nearly  60%  of  heat  loss  in  most  pa- 
tients. Keeping  the  patient  covered  and  the  room  warm  (par- 
ticularly during  operative  procedures)  will  help  to  minimize 
radiant  heat  loss. 

Evaporation  is  a natural  and  effective  means  of  human  ther- 
moregulation, especially  in  hyperthermia.  Unfortunately,  evapo- 
rative heat  loss  can  seriously  compound  hypothermia.  Most 
evaporative  heat  loss  occurs  from  the  skin,  but  in  mechanically 
ventilated  patients,  loss  from  the  lung  tissue  may  be  dramatic. 
Evaporative  heat  loss  should  be  controlled  by  keeping  the 
patient  dry  and  well  covered.  Loss  of  heat  by  this  mecha- 
nism usually  represents  less  than  15%  of  total  heat  loss.  Warm- 
ing mechanisms  for  ventilated  patients  will  further  reduce 
(and  may  help  reverse)  the  evaporative  heat  processes. 

Hemostasis.  Despite  the  many  deleterious  effects  of  re- 
duced core  temperature,  the  impact  on  enzymatic  function 
may  be  the  most  damaging  and  far-reaching  in  the  surgical 
patient.  Hypothermia  causes  a reduction  in  the  rate  of  nearly 
all  chemical  reactions  and  the  enzymatic  clotting  cascade  is 
no  exception.  Both  the  PT  and  the  PTT  are  significantly  pro- 
longed in  mildly  hypothermic  patients  (35°C).y  l°  Most  hos- 
pital laboratories  routinely  perform  these  assays  at  37°C  and 
therefore  cannot  identify  the  coagulopathy  associated  with 
hypothermia.1011  Bleeding  time  is  also  prolonged  in  hypoth- 
ermia, presumably  due  to  platelet  activity  dysfunction.  The 
production  of  thromboxane  A,  is  enzymatically  driven  and  is 
temperature  dependent.  Platelet  production  of  thromboxane 
A is  therefore  reduced  in  the  cold  and  the  vasoconstrictive 
response  is  lost.12  The  combined  effects  of  platelet  dysfunc- 
tion, elevated  PT  and  PTT,  and  potentially  significant 
dilutional  changes  can  cause  a rapidly  decompensating,  irre- 
versible coagulopathy.  While  it  is  important  to  continue  ap- 
propriate replacement  of  clotting  factor  deficiencies,  the  great- 
est benefit  will  be  derived  from  rapid  rewarming.  The  clotting 
and  platelet  abnormalities  are  rapidly  reversible  when  nor- 
mothermia  has  been  established.  However,  blood  loss  and 
further  metabolic  derangements  have  often  occurred  before 
the  body  temperature  approaches  normal. 

Management 

A great  deal  of  attention  has  been  given  to  preventing  heat 
loss  in  the  pediatric  surgical  patient.  Only  recently  has  the 
danger  of  hypothermia  in  the  trauma  patient,  and  its  preven- 
tion and  treatment,  been  recognized  and  addressed  in  the  lit- 
erature. Trauma  patients  are  frequently  transported  with  their 
clothing  having  been  removed  by  EMS  personnel.  If  a con- 
scious effort  is  not  made  to  keep  warm,  dry  blankets  on  the 
patient,  the  result  may  be  a hypothermic  patient  in  the  trauma 
bay.  Prevention  and  avoidance  of  iatrogenic  hypothermia  is 
paramount  in  the  treatment  of  these  patients. 

Methods  of  rewarming  are  generally  divided  into  passive 
and  active  methods.  Passive  methods  of  rewarming  are  aimed 


at  providing  a warm  environment  and  insulating  the  patient 
against  further  heat  loss,  using  the  patient’s  own  thermoregu- 
latory system  to  raise  the  body  temperature.  If  the  patient 
suffering  from  mild  hypothermia  is  adequately  insulated,  the 
surgeon  can  expect  the  patient’s  core  body  temperature  to 
rise  approximately  1°C  per  hour.  Insulation  of  the  scalp  is 
extremely  important,  since  the  scalp  vessels  do  not  constrict, 
and  significant  heat  loss  can  occur.  The  most  common  meth- 
ods of  passive  rewarming  are  warm  blankets  and  insulated 
metallic  blankets,  which  help  preserve  the  patient’s  core  tem- 
perature by  reducing  convective  heat  loss." 

Active  methods  of  rewarming  can  be  divided  into  those 
that  are  used  externally  and  those  that  transfer  heat  internally. 
External  methods  include  warm  air  blankets,  electric  warm- 
ing blankets,  or  heat  lamps.  These  devices  warm  the  patient’s 
surface  only,  and  are  considered  by  some  to  be  included  in  the 
insulating  or  passive  rewarming  category.  One  problem  with 
heat  lamps  that  is  seen  occasionally  is  the  ability  to  cause  burn- 
ing of  the  skin  due  to  intense  local  heat.  This  is  particularly  true 
in  patients  with  hypothermia-induced  vasoconstriction.  Heat 
lamps  should  not  be  used  on  exposed  skin  but  rather  should 
be  used  in  conjunction  with  blankets  covering  the  patient. 

Methods  of  active  internal  rewarming  include  warmed 
intravenous  fluid,  warmed  air  from  a ventilator  circuit,  peri- 
toneal or  pleural  lavage,  and  arteriovenous  rewarming.  The 
advantage  that  active  internal  rewarming  has  is  that  it  effec- 
tively provides  heat  centrally  not  only  to  prevent  further  heat 
loss  but  to  rapidly  increase  the  patient’s  core  temperature. 
Use  of  warmed  IV  fluid  and  blood  products  is  currently  stan- 
dard practice  at  high  volume  trauma  centers.  The  rapid  vol- 
ume infuser  (Level  1 Technologies  Inc.,  Rockland,  MA)  not 
oniy  can  rapidly  deliver  fluids,  but  is  able  to  heat  the  fluids  to 
40°C  to  prevent  and  combat  secondary  hypothermia. 

Pleural  and  peritoneal  lavage  are  equally  effective  in  rais- 
ing core  body  temperature.  Both  of  these  methods  require 
two  large  bore  catheters  inserted  into  the  appropriate  coelo- 
mic  cavity  to  insure  rapid  inflow  and  outflow  of  fluid.  This 
method  of  rewarming  is  limited  by  temperature  gradients, 
and  works  more  efficiently  in  the  more  severely  hypother- 
mic patients  than  in  the  mildly  and  moderately  hypothermic 
patients.  Also,  infusing  the  fluid  more  rapidly  does  not  allow 
the  fluid  enough  time  to  exchange  heat,  making  rapid  infu- 
sion less  efficient. 

Warmed,  humidified  oxygen  given  via  the  ventilator  circuit 
is  standard  practice  in  most  intensive  care  units.  Although  the 
amount  of  heat  transferred  to  the  patient  is  modest,  it  remains  a 
useful  adjunct  to  rewarming  and  maintaining  body  tempera- 
ture.11 Most  ventilator  circuits  can  be  warmed  to  approximately 
40°F  without  causing  airway  edema  or  tracheal  injury. 

Arteriovenous  rewarming,  originally  reported  by 
Gentilello,1 14  involves  using  the  patient’s  own  cardiac  output 
to  provide  the  How  through  the  heat  exchanger.  The  use  of 
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heparin-bonded  tubing  has  eliminated  the  need  for  systemic 
anticoagulation,  a major  advantage  in  the  trauma  or  surgical 
patient.  The  blood  returning  to  the  patient  is  warmed  to  39.5°F 
by  the  heat  exchanger.  The  system  is  able  to  achieve  flow 
rates  of  up  to  350  ml/min  which  is  quite  efficient  at  rewarm- 
ing the  hypothermic  patient.  As  in  all  rewarming  methods, 
the  speed  of  rewarming  slows  as  the  patient’s  temperature 
approaches  normal  because  the  amount  of  heat  transferred  is 
proportional  to  the  temperature  differential.  Cardiopulmo- 
nary bypass,  which  is  the  most  effective  means  of  rewarming 
the  hypothermic  patient,  requires  systemic  anticoagulation, 
making  it  an  unattractive  option  in  the  trauma  patient. 

Summary 

Secondary  hypothermia  may  present  the  clinician  with  an 
extraordinary  set  of  challenging  problems.  Rapid  rewarming 
using  both  passive  and  active  techniques  is  essential  to  cor- 
rect the  many  reversible  changes  associated  with  hypother- 
mia. Despite  aggressive  management,  secondary  hypother- 
mia continues  to  exact  a large  toll  in  terms  of  the  mortality  of 
trauma  victims. □ 
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The  Development  of  the  Prehospital 
EMS  System  in  Tennessee 

Joseph  B.  Phillips 


Tennessee’s  prehospital  Emergency  Medical  Services 
(EMS)  system  celebrates  its  25th  birthday  this  year.  It  was 
created  by  the  state  EMS  Act  of  1972,  which  set  standards 
for  the  training  and  certification  of  EMS  personnel  and 
licensure  of  ambulance  services.  Prior  to  this  legislation, 
ambulance  service  was  “chaotic  and  completely  unregulated,” 
according  to  Dr.  Eugene  Fowinkle,  who  was  Health  Com- 
missioner at  the  time. 

Nationally,  EMS  had  its  genesis  with  the  1966  publica- 
tion of  the  National  Academy  of  Sciences  white  paper:  “Ac- 
cidental Death  and  Disability:  The  Neglected  Disease  of 
Modern  Society,”  which  identified  the  scope  of  the  injury 
problem  and  significant  concerns  with  the  treatment  of  those 
suffering  accidental  injury.  In  other  reports,  civilian  care  was 
contrasted  with  emergency  care  on  the  battlefield,  where 
medical  care  improved  in  each  successive  major  war  during 
this  century,  culminating  during  the  Vietnam  War,  where  field 
stabilization  and  rapid  transport  of  wounded  soldiers  to  sur- 
gical units  resulted  in  the  lowest  combat  casualty  mortality 
rates  in  history.  It  was  urged  that  the  benefits  of  an  organized 
emergency  medical  care  and  transportation  system  be  pro- 
vided to  U.S.  citizens. 

Congress  subsequently  enacted  the  Highway  Safety  Act  of 
1966  (PL  89-563),  which  created  16  standards  to  prevent  traf- 
fic crashes  and  reduce  their  consequences.  Standard  1 1 set  mini- 
mal standards  for  prehospital  EMS  systems.  A grant  program 
was  also  established  to  assist  the  states  and  their  communities 
to  implement  these  standards.  These  funds  were  administered 
through  each  state’s  Governor’s  Highway  Safety  Program. 

In  1968,  the  Governor’s  Office  of  Urban  and  Federal  Af- 
fairs, the  state  Department  of  Public  Health,  the  Tennessee 
Medical  Association,  and  the  Tennessee  Hospital  Associa- 
tion began  a focused  effort  to  improve  prehospital  EMS.  This 
work  resulted  in  the  preparation  of  the  legislation  enacted  in 
1972  establishing  an  EMS  program  within  the  Department 
of  Public  Health.  The  Division  of  EMS  was  formed  to  insure 
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that  Emergency  Medical  Technicians  (EMTs)  were  properly 
trained  and  certified  and  that  ambulances  were  properly  built 
and  maintained,  and  had  required  medical  equipment.  An  EMS 
Advisory  Council  was  also  created  and  authorized  to  advise 
the  Commissioner  of  Health  on  EMS  policy  and  regulation. 

Medical  research  demonstrated  that  persons  having  myo- 
cardial infarction  and  cardiac  arrest  could  be  successfully 
treated  outside  the  hospital  by  properly  trained  and  equipped 
nonphysician  providers.  These  EMS  providers  were  termed 
paramedics,  and  a law  was  enacted  in  1973  authorizing  them 
to  be  trained  and  certified  as  a new  class  of  EMS  personnel. 
They  were  taught  to  interpret  cardiac  arrhythmias,  intubate, 
start  IVs  and  administer  cardiac  and  other  drugs  through  vari- 
ous routes  while  operating  under  physician  direction. 

Radio  communications  were  required  for  ambulance  dis- 
patch and  ambulance  to  hospital  communications.  In  1977, 
the  Legislature  enacted  the  EMS  Telecommunications  Act 
that  authorized  the  EMS  Advisory  Council  to  develop  stan- 
dards for  a statewide  system  of  EMS  radio  communications 
for  ambulance  services  and  hospitals. 

During  the  1970s,  grant  funds  were  awarded  the  EMS 
Division  through  the  Governor’s  Highway  Safety  Program 
to  purchase  more  than  200  fully  equipped  ambulances,  EMT 
training  equipment  and  supplies,  a large  number  of  ambu- 
lance service  and  hospital  radio  base  stations  and  vehicle  res- 
cue equipment,  and  training  for  its  use.  This  equipment  and 
training  was  primarily  provided  to  local  governments,  which 
were  operating  ambulance  services  that  met  the  standards 
contained  in  the  new  legislation. 

The  prehospital  EMS  system  continued  to  develop  and 
expand  under  this  system  of  laws  and  rules  approved  by  the 
EMS  Advisory  Council.  County  governments  generally  as- 
sured the  provision  of  emergency  ambulance  service,  and 
privately  owned  ambulance  services  began  providing  non- 
emergency medical  transportation  in  urban  areas. 

By  the  early  1 980s,  it  had  become  evident  that  the  1 972  Act 
was  not  adequate  to  regulate  and  develop  a growing  and  di- 
verse EMS  system.  For  example,  it  was  not  possible  to  catego- 
rize ambulance  services  or  ambulances  by  specialized  func- 
tions, such  as  neonatal  or  helicopter  ambulances,  and  it  was 
extraordinarily  difficult  to  enforce  the  provisions  of  the  law. 
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In  response  to  these  issues,  the  EMS  Advisory  Council 
determined  that  the  problems  with  the  law  could  not  be  cor- 
rected by  amendment.  The  Council  recommended  that  the 
1 972  and  1 973  Acts  be  repealed  and  a new  EMS  Act  replace 
them  that  would  create  a state  EMS  Board  with  broad  pow- 
ers to  regulate  the  EMS  industry. 

This  legislation,  titled  the  EMS  Act  of  1983  (TCA  68- 
140-501  through  518),  was  passed  by  unanimous  vote  of  both 
houses  of  the  General  Assembly.  It  created  the  Tennessee 
EMS  Board,  the  first  such  state  regulatory  board  in  the  coun- 
try, which  was  granted  authority  to  promulgate  EMS  regula- 
tions and  to  serve  as  the  appeals  body  for  any  enforcement 
actions  brought  by  the  Department.  The  Governor  was  given 
the  authority  to  appoint  board  members  and  the  Commis- 
sioner of  Health  the  authority  to  issue  licenses,  investigate 
complaints,  and  initiate  enforcement  actions.  The  EMS  Di- 
vision was  delegated  these  responsibilities. 

The  EMS  Board  has  used  its  powers  to  foster  improve- 
ment and  development  of  the  EMS  system.  Some  notewor- 
thy actions  by  the  Board  include: 

• Establishing  categories  of  ambulance  service  licensure, 
which  encourage  the  availability  of  Advanced  Life  Support 
(ALS)  service.  A Class  “A”  service  license  requires  that  at 
least  95%  of  all  emergency  transports  be  staffed  with  a para- 
medic with  complete  ALS  equipment.  Currently,  87%  of  the 
state’s  population  is  served  by  an  ALS  service. 

• Established  regulations  for  the  safe  operation  of  heli- 
copter ambulance  sendee.  Following  a fatal  EMS  helicopter 
crash  in  1986,  the  Board  created  a committee  comprising  pri- 
marily representatives  of  the  helicopter  ambulance  industry 
and  charged  them  with  the  responsibility  of  developing  regula- 
tions to  ensure  the  safe  operation  of  these  services.  EMS  heli- 
copters are  now  based  in  Tennessee’s  five  largest  urban  areas, 
and  at  least  98%  of  the  state’s  population  is  within  1 00  air  miles 
of  tertiary  care  centers,  including  Level  I trauma  centers. 

• Created  its  first  standing  committee,  titled  the  Clinical 
Issues  Committee,  to  advice  it  on  all  clinically  related  mat- 
ters. Chaired  by  the  state  EMS  Medical  Director,  recom- 
mendations were  developed  that  led  to  Board  approval  of 
intra-osseous  infusion  for  pediatric  patients,  surgical  cryco- 
thyroidotomy,  comprehensive  ALS  protocol  guidelines  for 
use  by  ambulance  service  medical  directors  and  a research 
study  on  the  use  of  automatic  external  defibrillators  (AEDs) 
by  first  responders. 

• Created  a statewide  system  of  trauma  care  in  coopera- 
tion with  the  Board  for  Licensing  Health  Care  Facilities.  The 
EMS  Board  approved  “Trauma  Patient  Destination  Guide- 
lines,” which  provide  triage  criteria  for  the  transport  of  seri- 
ously injured  patients  to  trauma  centers.  A significant  major- 
ity of  high  acuity  trauma  patients  now  receives  definitive  care 
in  the  state’s  six  Level  I trauma  centers. 

• Approved  training  for  EMTs  and  First  Responders  in  the 


TABLE  1 

EMS  SYSTEM  GROWTH  IN  TENNESSEE 


Year 

1979 

1985 

1991 

1997 

EMTs 

2,122 

4,893 

5,400 

7,401 

Paramedics 

364 

619 

1,450 

2,535 

First  responders* 

0 

0 

1,940 

2,757 

Ambulance  services 

149 

152 

162 

192 

Ambulances 

460 

570 

658 

941 

*First  responders  were  first  certified  under  Board  regulations  in  1986. 


use  of  AEDs  to  improve  care  for  victims  of  cardiac  arrest. 

• Recommended  legislation  authorizing  Board  approval 
of  an  EMS  “Do  Not  Resuscitate"  form. 

• Established  clinical  quality  assurance  guidelines  for 
ambulance  services. 

• Established  a requirement  that  ambulance  services  re- 
port information  on  all  emergency  patient  transports.  The  Board 
approved  a grant  project  to  provide  ambulance  services  with 
software  used  to  collect  such  information  and  enable  them  to 
do  internal  analyses  for  quality  assurance  purposes. 

• Most  recently,  approved  the  Board  for  Licensing  Health 
Care  Facilities'  Subcommittee  on  Pediatric  Emergency  Care 
as  a committee  of  the  EMS  Board.  This  was  done  as  part  of  a 
statewide  project  to  improve  emergency  medical  care  for  chil- 
dren in  both  hospitals  and  ambulance  services. 

The  EMS  system  has  experienced  rapid  growth  since  the 
1970s  (Table  1).  Licensed  and  certified  EMS  personnel  now 
exceed  1 2,600,  which  makes  this  group  the  third  largest  health 
profession  regulated  under  the  Department  of  Health.  An 
expanding  EMS  system  contributes  to  this  growth,  which 
includes  widespread  employment  of  paramedics  in  hospital 
emergency  departments. 

It  appears  that  health  care  reform  is  increasing  the  demand 
for  EMS  and  medical  transportation.  As  health  care  institutions 
form  networks,  some  small  hospitals  close,  and  some  rural 
hospitals  move  towards  primary  care,  the  demand  for  medi- 
cal transportation  increases  because  of  the  need  to  move  pa- 
tients with  acute  medical  problems  to  appropriate  facilities  or 
services.  Increasing  EMS  utilization  may  be  a marginal  cost  to 
increasing  the  efficiency  of  the  entire  health  care  system. 

More  than  500,000  ambulance  transports  occur  annually 
in  Tennessee.  While  the  demand  for  EMS  and  medical  trans- 
portation is  expected  to  grow  for  the  foreseeable  future,  health 
care  payors  will  continue  to  demand  greater  efficiency  and 
added  value.  EMS  therefore  faces  the  challenge  of  improv- 
ing performance  and  service  to  its  customers.  Changes  in 
technology  will  aid  in  accomplishing  this  goal.  Changes  in 
the  structure  of  service  providers  and  relationships  among 
providers,  as  well  as  linkages  to  other  elements  of  the  health 
care  delivery  system,  will  also  be  needed  to  meet  the  demands 
facing  EMS  in  Tennessee  as  it  moves  into  the  21st  century 
during  its  next  25  years. □ 
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Vanderbilt  Morning  Report 

Hematochezia  and  Syncope  in  a 
21 -Year-Old  Man 


Case  Report 

A 21 -year-old  black  man  without  significant  past  medical 
history  vomited  once  approximately  one  hour  after  awaken- 
ing, and  15  minutes  later  he  went  to  the  bathroom,  had  a 
bowel  movement,  and  fainted.  He  did  not  see  the  bowel  move- 
ment. He  awoke  after  approximately  five  minutes  and  phoned 
EMS.  In  a local  ER,  the  patient  had  two  large  maroon  heme- 
positive stools.  He  denied  ethanol,  tobacco,  or  illicit  drug 
use,  non-steroidal  anti-inflammatory  drugs,  or  prior  bleed- 
ing. He  denied  easy  bruising  or  a family  history  of  bleeding. 
He  was  tachycardic  but  otherwise  hemodynamically  stable. 
Physical  examination  revealed  only  a pale,  anxious  young 
black  man  in  no  apparent  distress.  There  was  no  stool  in  the 
rectal  vault.  His  initial  hematocrit  was  26%,  which  actually 
dropped  to  25%  after  the  transfusion  of  two  units  of  packed 
red  blood  cells.  Further  hematocrit  values  remained  stable. 

An  esophagogastroduodenoscopy  (EGD)  demonstrated  no 
lesion  from  the  third  portion  of  the  duodenum  proximally, 
and  no  blood  was  seen.  An  unprepared  colonoscopy  revealed 
blood  throughout  the  colon  and  in  the  terminal  ileum,  but 
again  no  lesion.  A technetium-tagged  red  blood  cell  scan 
failed  to  demonstrate  a bleeding  source.  He  was  transferred 
to  our  facility  for  further  evaluation. 

No  additional  pertinent  history  was  discovered,  and  the 
physical  examination  was  again  unrevealing.  The  patient  ex- 
hibited no  orthostatic  hypotension.  His  hematocrit  had  fallen 
to  22%,  with  a WBC  count  of  6,900/cu  mm  and  a platelet 
count  of  209,000/cu  mm.  His  prothrombin  time  was  15.8 
seconds  with  an  INR  of  1 .2  and  an  activated  partial  thrombo- 
plastin time  of  29.7  seconds.  Hepatic  transaminases,  alka- 
line phosphatase,  bilirubin,  and  other  serum  chemistries  were 
normal,  and  chest  and  abdominal  plain  roentgenograms  were 
unrevealing.  He  was  treated  with  intravenous  famotidine,  IV 
fluids,  and  two  more  units  of  packed  red  blood  cells.  Repeat 
EGD  was  unrevealing,  as  were  an  upper  GI  series  with 
enterolysis  and  a technetium  pertechnate  Meckel’s  diverticu- 
lum scan.  It  was  presumed  that  the  patient  had  an  intermit- 
tently bleeding  small  bowel  arteriovenous  malformation  or 


Presented  by  Scott  Cornell,  MD,  third-year  resident,  and  Nancy  J. 
Gritter,  MD,  chief  medical  resident,  Vanderbilt  University 
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undetectable  Meckel’s  diverticulum,  and  he  was  discharged 
home  with  close  follow-up. 

While  at  home  approximately  12  hours  after  discharge, 
the  patient  experienced  mid-epigastric  crampy  abdominal  pain 
followed  by  one  maroon  stool  and  presyncope.  He  was 
brought  back  to  Vanderbilt,  where  he  was  found  to  have  ortho- 
static hypotension  (130/60  mm  Hg  and  pulse  of  96/min  su- 
pine; 90/40  mm  Hg,  presyncope,  and  pulse  135/min  stand- 
ing). Examination  revealed  hyperactive  bowel  sounds,  a soft, 
nontender  abdomen,  and  dark  red  heme-positive  stool  in  the 
vault.  A nasogastric  lavage  revealed  no  blood.  His  hemat- 
ocrit was  26%  (down  from  30%  at  discharge),  and  platelets 
and  coagulation  studies  were  again  normal,  as  was  a tagged 
red  blood  cell  scan.  A small  bowel  enteroscopy  from  above 
that  visualized  the  esophagus,  stomach,  and  small  bowel  to 
mid-jejunum  showed  no  lesion  or  blood.  As  the  patient  ex- 
hibited no  further  active  bleeding,  the  decision  was  made  to 
forego  arteriography  and  perform  a laparotomy. 

At  surgery  a “nodule"  was  palpated  in  the  distal  jejunum, 
which  on  resection  was  found  to  be  a 7-mm  Dieulafoy’s  le- 
sion of  the  small  bowel  with  thrombus  present.  His  postop- 
erative course  was  complicated  by  a transient  small  bowel 
obstruction  that  responded  to  conservative  measures.  After 
three  months  of  follow-up  the  patient  has  had  no  further  bleed- 
ing  and  remains  active. 

Discussion 

Dieulafoy’s  lesion,  also  referred  to  as  Dieulafoy’s  ulcer, 
Dieulafoy’s  disease,  and  ex ulceratio  simplex  in  the  past,  is  a 
rarely  encountered  gastroenterologic  lesion.  As  of  1995,  only 
140  cases  had  been  reported  in  the  literature.  Gallard  first 
reported  the  lesion  at  autopsy  in  1884,  but  the  several  subse- 
quent case  reports  submitted  by  Dieulafoy  earned  him  the 
eponym.1  The  lesion  consists  of  an  abnormally  dilated  sub- 
mucosal artery  in  the  gastrointestinal  tract.  Most  arteries  are 
between  5 and  10  mm  in  diameter.  Though  most  commonly 
encountered  in  the  gastric  fundus,  it  has  been  reported  in  the 
stomach,  duodenum,  jejunum,  cecum,  and  colon.2  The  pres- 
ence of  associated  lesions  such  as  erosive  gastritis  or  ulcer- 
ation is  rarer  still. 

Our  patient  exhibited  the  most  common  presentation  of  a 
Dieulafoy’s  lesion,  that  of  massive  recurrent  gastrointestinal 
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hemorrhage.  Bleeding  seems  to  occur  when  the  dilated  ar- 
tery erodes  through  the  overlying  mucosa.  There  usually  is 
adjacent  polymorphonuclear  cell  infiltration,  the  significance 
of  which  is  unknown.  The  lesion  can  be  difficult  to  visualize 
endoscopically  unless  it  is  actively  bleeding. 

Management  of  the  patient  with  a bleeding  Dieulafoy’s 
lesion  centers  on  hemodynamic  and  blood  product  support 
so  as  to  keep  the  patient  out  of  hypovolemic  shock.  Guide- 
lines for  the  specific  therapy  of  bleeding  Dieulafoy’s  lesions 
do  not  exist.  Several  case  series  examine  treatment  options, 
but  the  small  number  of  cases  all  but  precludes  a prospective 
randomized  trial.  Arteriography  with  embolization  has  been 
successful  in  anecdotal  reports.  Perhaps  the  most  experience 
has  been  with  surgical  therapy,  usually  involving  a laparotomy 
with  small  or  large  bowel  segmental  resection  or  partial 
gastrectomy.  Combinations  of  endoscopic  localization  and 
subsequent  laparotomy  have  also  been  successful.’ 

Techniques  of  managing  these  lesions  endoscopically  have 
recently  emerged.  In  one  series,  all  nine  patients  studied  were 
managed  endoscopically  via  sclerotherapy.2  None  of  the  stud- 
ied patients  required  laparotomy.  However,  these  lesions  were 


limited  to  the  stomach,  proximal  small  bowel,  and  colon — 
areas  subject  to  visualization  with  an  endoscope. 

Endosonography  is  another  treatment  modality  with 
promise.4  In  one  case  series,  eight  patients  with  bleeding 
Dieulafoy’s  lesions  were  managed  endoscopically  with  an 
“echoendoscope.”  In  the  patients  in  this  series,  sonographic 
guidance  aided  and  speeded  effective  sclerotherapy.  Again, 
none  of  the  studied  patients  required  laparotomy. 

In  summary,  Dieulafoy’s  lesion  should  be  included  in  the 
differential  diagnosis  of  massive  recurrent  gastrointestinal 
bleeding.  There  is  no  known  effective  prevention  of  the  le- 
sion or  of  bleeding  from  it.  Management  includes  aggressive 
hemodynamic  support  and  either  emergency  endoscopy  with 
sclerotherapy,  or  laparotomy. □ 
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The  mission  of  Astra  Merck  is  to  develop  and  provide  pharmaceutical  products 
and  innovative  services  that  are  highly  valued  by  our  customers  and  consistently 
exceed  their  expectations. 

Contact  your  Astra  Merck  Pharmaceutical  Specialist  for  information  and  services, 
or  call  your  local  customer  unit. 
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News  and  Views 


Letters  to  the  Editor 


Airbags  and  Trauma 

To  the  Editor 

This  letter  is  in  regard  to  the  Trauma  Rounds  case  report 
published  in  Tennessee  Medicine  (90:195-196,  May  1997).  I 
have  several  comments  regarding  this  article,  beginning  with 
the  title.  The  title  of  this  article  clearly  implicates  the  airbag  as 
the  cause  of  the  blunt  trauma  resulting  in  aortic  valve  injury.  In 
the  case  as  described,  I do  not  see  any  justification  for  the  con- 
clusion that  the  “appropriately  inflated  airbag”  was  the  proxi- 
mate cause  of  this  aortic  valve  injury.  The  case  report  does  de- 
scribe that  this  woman  was  involved  in  a high  speed  motor  ve- 
hicle crash  and  was  restrained.  There  certainly  are  many  cases 
of  patients  with  aortic  ruptures  resulting  from  seat  belt  restraint 
as  well  as  the  deceleration  force  of  the  motor  vehicle  crash  it- 
self. In  this  case  report,  I do  not  agree  with  the  apparent  conclu- 
sion that  the  airbag  was  the  definite  and  only  cause  of  her  aortic 
valve  injury. 

In  addition,  the  authors  “raise  the  issue  of  safety  of  airbags.” 
This  statement  implies  the  possibility  that  we  might  be  safer 
without  the  airbags  than  with  them.  I don’t  think  the  authors 
would  agree  with  that.  It  would  have  been  more  appropriate  to 
point  out  that  this  lady  might  well  have  been  dead  before  she 
arrived  at  the  hospital  if  she  had  not  had  an  airbag.  Lastly,  if  she 
were  properly  restrained,  than  she  would  not  have  been  sitting 
too  close  to  the  steering  column  and  thereby  subject  to  the  stress 
of  the  initial  airbag  inflation. 

Lastly,  let  us  be  careful  in  questioning  safety  devices,  even 
if  they  do  cause  the  occasional  complication.  While  airbags  may 
need  improvement  to  minimize  the  risk  of  airbag  injuries,  thus 
far  airbags  have  contributed  to  an  overall  increase  in  safety  for 
automobile  occupants  involved  in  vehicular  crashes,  and  espe- 
cially so  in  high-speed  crashes. 

Larry  H.  Lee,  MD 

Methodist  Regional  Cancer  Center 

102  Vermont  Ave.,  Oak  Ridge,  TN  37830 

Reply 

We  were  pleased  to  read  the  letter  by  Dr.  Lee  regarding  our 
article  entitled  “Aortic  Valve  Injury  Secondary  to  Blunt  Trauma 
From  an  Airbag.”  We  realize,  of  course,  that  the  airbag  is  a life- 
saving device  in  many  cases,  but  there  may  be  a price  to  pay  for 
some  patients.  In  1995,  over  41,000  people  did  in  motor  vehicle 
crashes.  Frontal  impacts  accounted  for  51%  of  passenger  ve- 
hicle occupant  deaths  in  that  year.  As  of  December  1996,  over 
1 ,600  lives  have  probably  been  saved  by  airbags  (Advocates  for 
Highway  and  Auto  Safety,  1997).  Despite  the  obvious  benefits, 
the  airbag  has  become  an  area  of  safety  concern  for  motorists 
because  of  reports  of  injury  and  some  fatalities. 

The  National  Highway  Traffic  Safety  Administration 
(NHTSA)  now  recommends  that  infants  in  rear  facing  car  seats 
should  never  be  placed  in  a seat  with  an  airbag.  Children  under 
12  should  be  in  a rear  seat  if  possible.  If  they  have  to  be  placed 
in  a seat  with  an  airbag  system,  they  should  be  properly  re- 
strained (in  a child  seat  if  necessary)  and  the  vehicle  seat  needs 
to  be  pushed  all  he  way  back  to  increase  the  distance  between 


the  child  and  the  airbag.  The  NHTSA  also  recommends  that 
short  people  should  be  properly  restrained  and  the  distance 
maximized  between  the  chest  and  the  airbag.  The  NHTSA  is 
also  considering  a proposal  to  depower  airbags  by  20%  to  35% 
and  will  soon  rule  on  airbag  cutoff  switches  on  vehicles  with 
small  or  no  rear  seats. 

Aortic  valve  injury  from  blunt  chest  trauma  has  been  de- 
scribed previously.  -In  fact,  Reiland-Smith  et  al  described  a simi- 
lar injury,  again  with  an  appropriately  inflated  airbag  (Traumatic 
aortic  valve  injury  sustained  despite  the  deployment  of  an  auto- 
mobile airbag.  Chest  103:1603,  1993). 

Since  blunt  trauma  can  cause  major  injuries  in  the  thoracic 
cavity,  physicians  need  to  be  aware  that  even  with  an  airbag  (or 
due  to  an  airbag),  significant  injuries  can  occur.  The  point  of 
our  article  is  that  a good  history  and  physical  examination  should 
lead  to  suspicion  of  injury,  so  that  the  diagnosis  can  be  made 
and  appropriate  treatment  instituted.  Physicians  should  not  be 
misled  into  believing  that  the  patient  has  not  suffered  a signifi- 
cant injury  just  because  the  airbag  has  inflated  appropriately. 
Darryl  S.  Weiman,  MD  Bradley  Wolf,  MD 

James  W.  Pate,  MD  Keith  Hanna,  MD 

Timothy  C.  Fabian,  MD 

Department  of  Surgery,  UT  College  of  Medicine 
956  Court  Ave.,  Memphis,  TN  38163 


TMA  Alliance  Report 


Membership  Is  a Privilege 

I doubt  many  of  us  view  it  as  such,  but  let  me  share  with  you 
why  I consider  it  to  be  true.  All  of  us  have  many  opportunities 
to  become  participants  in  many  organizations.  I’m  assuming 
that  the  readers  of  this  publication  are  members  of  TMA,  and 
you  are  familiar  with  the  benefits  of  belonging  to  this  group.  As 
a member  of  the  TMA  Alliance,  there  are  many  opportunities 
and  benefits.  Perhaps  the  most  tangible  is  the  support  and  un- 
derstanding of  others  who  share  similar  work  situations.  All  of 
our  spouses  are  engaged  in  the  same  profession,  sharing  and 
experiencing  accomplishments  and  challenges,  and  using  per- 
formance skills  related  to  their  chosen  career.  However,  physi- 
cian spouses  are  as  diverse,  unique,  and  talented  as  any  hetero- 
geneous group  you  could  ever  find.  That’s  why  pooling  all  those 
resources  into  an  organized  and  focused  group  makes  it  a dy- 
namic catalyst  for  action,  change,  and  improvement.  Belonging 
to  the  Medical  Alliance  at  any  level  is  a perfect  launching  pad 
to  be  involved  in  community  projects,  especially  those  related 
to  health  education  and  social  and  legislative  projects.  It  should 
be  clarified  that  being  involved  does  not  exclusively  mean  hours 
of  physical  and  volunteer  labor.  Being  a passive  member  by 
payment  of  dues  is  a major  way  to  be  involved,  and  to  support 
projects  that  make  our  communities  healthy  and  safe  places  to 
reside.  It  also  entitles  us  to  communication  with  others  who 
share  our  same  interest  and  goals.  Like  any  good  bank  account, 
it  gives  one  withdrawal  permission  as  well  as  deposit  access. 

Membership  in  volunteer  groups  has  been  on  the  decline, 
but  our  goal  this  year  is  to  build  a strong  organization,  which 
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allows  each  individual  to  find  a special  niche.  Local  alliances 
are  being  encouraged  to  reach  out  to  all  potential  members,  iden- 
tify their  special  needs  and  interests,  and  help  them  fulfill  indi- 
vidual goals.  Diversity  is  not  an  obstacle  but  an  asset.  The  Medi- 
cal Alliance  Is  “dedicated  to  the  health  of 

(America,  Tennessee,  local  county)”  and  this  is  an  awesome 
umbrella,  with  a mix  of  projects  that  appeals  to  many  groups. 
Be  involved  in  health  projects,  such  as  safety,  violence,  cancer 
screenings,  wellness  promotions.  Learn  and  demonstrate  lead- 
ership skills.  Engage  in  legislative  efforts  that  affect  medical 
issues  and  personal  choices.  Take  advantage  of  publications  and 
resources  from  the  AMA  Alliance.  Obtain  help  with  insurance 
and  financial  planning.  Receive  rental  car  and  hotel  discounts, 
and  your  own  VISA  card!  Yes,  there  are  many  privileges  associ- 
ated with  the  Medical  Alliance,  and  I invite  each  of  you  to  en- 
courage your  spouse  to  become  a member.  Do  it  today  and  help 
us — Build  a Healthy  Alliance  in  Tennessee. 

Milli  Yium 

TMAA  Membership  Development 


In  Memoriam 


A.  Grigg  Churchwell,  age  70.  Died  May  17,  1997.  Graduate 
of  Harvard  Medical  School.  Member  of  Hardin  County  Medi- 
cal Society. 

David  F.  Hoey,  age  81.  Died  May  9,  1997.  Graduate  of  Univer- 
sity of  Tennessee  College  of  Medicine.  Member  of  Knoxville 
Academy  of  Medicine. 

Norman  Lyle  Hyatt,  age  85.  Died  May  19,  1997.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of  Tipton 
County  Medical  Society. 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

Timothy  H.  Rupp.  MD,  Maryville 

COCKE  COUNTY  MEDICAL  SOCIETY 

Ramsey  G.  Larson,  MD,  Newport 

COFFEE  COUNTY  MEDICAL  SOCIETY 

Jeffrey  B.  Marvel,  MD.Tullahoma 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

Gregory  A.  Box,  MD,  Lexington 
Henry  K.  Lui,  MD,  Jackson 

DICKSON  COUNTY  MEDICAL  SOCIETY 

Marcelle  Mahan,  MD,  Dickson 

GREENE  COUNTY  MEDICAL  SOCIETY 

Philip  A.  Marino  Jr.,  MD,  Greeneville 


KNOXVILLE  ACADEMY  OF  MEDICINE 

Michael  P.  Bernard,  MD,  Knoxville 
Gabriel  F.  cle  Freitas,  MD,  Knoxville 
Chris  Frazier,  MD,  Knoxville 
Timothy  C.  Frazier,  MD,  Knoxville 
Karen  V.  Freeman,  MD,  Knoxville 
Joseph  M.  Gunn,  MD,  Knoxville 
Karen  S.  Himebaugh,  MD,  Knoxville 
Inga  M.  Himelright,  MD,  Knoxville 
Ralph  F.  Kensell,  MD,  Knoxville 
Thomas  W.  McDonald,  MD,  Knoxville 

MAURY  COUNTY  MEDICAL  SOCIETY 

Kevin  C.  Lunde,  MD,  Columbia 

NASHVILLE  ACADEMY  OF  MEDICINE 

Matthew  J.  Beuter,  MD,  Nashville 
George  W.  Bounds  III,  MD,  Nashville 
Beverley  C.  Davis,  MD,  Nashville 
Christie  W.  Hunley,  MD,  Goodlettsville 
John  D.  Hasted,  MD,  Nashville 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

Kenneth  Carr,  MD,  Martin 
Elizabeth  D.  Lund,  MD,  Martin 
Peter  J.  Lund,  MD,  Martin 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

Paul  N.  Jacquin,  MD,  Cookeville 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Yolanda  McG  riff -Chatman,  MD,  Murfreesboro 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Robert  H.  Blanton,  MD,  Bristol 
Mark  E.  Carver,  MD,  Knoxville 
Paul  C.  Peterson,  MD,  Kingsport 
John  Stamoulis,  MD,  Kingsport 

SUMNER  COUNTY  MEDICAL  SOCIETY 

John  O.  Jackson  Jr.,  MD,  Gallatin 

WARREN  COUNTY  MEDICAL  SOCIETY 

Terry’  F.  Holmes,  MD,  McMinnville 

WASHINGTON-UNICOI-JOHNSON 
COUNTY  MEDICAL  ASSOCIATION 

Kenneth  Weaver,  MD,  Jonesborough 
Mark  F.  Young,  MD,  Johnson  City 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Ronald  G.  Derr,  DO,  Franklin 


TMA  Board  of  Trustees  Meeting  Minutes  | 

The  following  is  a summary  of  actions  taken  by  the  Board  of 
Trustees  of  the  Tennessee  Medical  Association  at  its  regular 
second  quarter  meeting  in  Chattanooga,  April  10  and  12,  1997. 

THE  BOARD: 
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TMA  Committee  Appointments 

TMA  Vendor  Endorsement  Policy  Subcommittee — Appointed 
the  following  physicians  to  serve  on  a TMA  Vendor  Endorse- 
ment Policy  Subcommittee:  Drs.  James  Chris  Fleming,  Mem- 
phis; Leon  Bogartz,  Knoxville;  Charles  R.  Handorf,  Memphis; 
Frank  J.  Miller,  Chattanooga;  Sam  J.  Williams  III,  Chattanooga; 
and  Barrett  F.  Rosen,  Nashville. 

Committee  on  Continuing  Medical  Education — Appointed 
Dr.  Lonnie  S.  Burnett,  Nashville,  to  fill  the  vacancy  left  by  re- 
signing member  Dr.  Karl  Rodgers,  Nashville.  Agreed  to  appoint 
Drs.  William  Poston,  Memphis,  and  John  William  Hayden, 
Memphis,  to  the  Committee  on  Continuing  Medical  Education. 

Committee  on  Managed  Care — Appointed  Dr.  Subhi  D.  Ali, 
Waverly,  chairman  of  the  Committee  on  Managed  Care. 

Special  Medical  Issues  Committee — Appointed  Drs.  Ralph 
Greenbaum,  Nashville,  and  L.  Diane  Allen,  Chattanooga,  to  fill 
vacancies  on  the  Special  Medical  Issues  Committee 

Governmental  Medical  Services  & Third  Party  Payors — 
Appointed  Dr.  Leon  Bogartz,  Knoxville,  to  serve  a two-year 
term  on  the  Governmental  Medical  Services  and  Third  Party 
Payors  Committee. 

Other  Appointments 

Impaired  Physician  Loan  Fund,  Inc. — Agreed  to  appoint  Drs. 
Charles  B.  Thome,  Nashville;  Luthur  A.  Beazley,  Jr.,  Nashville; 
William  C.  Anderson,  Nashville;  Murray  Smith,  Nashville;  and 
James  Chris  Fleming,  Memphis,  to  serve  on  the  Board  of  Di- 
rectors of  the  Impaired  Physician  Loan  Fund,  Inc. 

TMA  Student  Education  Fund,  Inc. — Agreed  to  submit  the 
names  of  Drs.  Charles  Ed  Allen,  Johnson  City;  Conrad 
Shackleford,  Madison;  and  Subhi  D.  Ali,  Waverly,  to  the 
TMASEF  Board  of  Directors  for  consideration  for  appointment. 

Other  Business 

Board  of  Trustees  Travel  Policy — Reaffirmed  policy  for 
meetings  of  the  TMA  Board  of  Trustees  held  out-of-state.  The 
members  of  the  Board  of  Trustees,  vice-presidents,  and  com- 
mittee members  would  pay  for  their  own  transportation  expenses. 

Resolutions  and  Bylaw  Amendments — Reviewed  all  reso- 
lutions and  Bylaw  amendments  to  be  submitted  to  the  House  of 
Delegates  and  took  a position  on  each. 

Membership  Survey — Reviewed  results  from  a member- 
ship survey  conducted  during  the  first  quarter  of  1997. 

Credential  Verification  Organization — Agreed  to  develop 
a statewide  Credential  Verification  Organization. 

TMA  Vendor  Endorsement  Policy — Agreed  to  pursue  an 
evaluation  system  of  vendors  who  seek  endorsement  by  the 
TMA. 

Young  Physician  Section  Delegation  to  the  AMA — Agreed 
to  reimburse  meeting  expenses  of  the  alternate  delegates  repre- 
senting the  TN  Young  Physician  Section  attending  the  AMA 
annual  and  interim  meetings. 

US  Surgeon  General — Agreed  to  endorse  the  appointment 
of  Dr.  Richard  J.  Box,  Wisconsin,  for  US  Surgeon  General. 

Retiring  Board  Members — The  following  retiring  mem- 


bers of  the  TMA  Board  of  Trustees  were  each  presented  with  a 
plaque  and  were  thanked  for  their  outstanding  service  to  the 
Association:  Drs.  Robert  E.  Bowers,  Chattanooga;  David  K. 
Garriott,  Kingsport;  Michael  A.  McAdoo,  Milan;  Ronald  E. 
Overfield,  Nashville.  In  addition,  the  Board  thanked  the  three 
regional  vice-presidents  for  their  service  to  the  Association:  Drs. 
Neal  S.  Beckford  (West);  John  J.  Ingram  III  (East);  and  Subhi 
D.  Ali  (Middle). 

Officer  Elections — Elected  Dr.  William  B.  Harwell  Jr., 
Nashville,  as  chairman  of  the  Board,  and  Dr.  Clark  E.  Julius, 
Knoxville,  as  vice-chairman.  Reelected  Dr.  James  Chris 
Fleming,  Memphis,  as  secretary/treasurer,  and  Donald  H. 
Alexander  as  assistant  secretary-treasurer. 

TMA  Alliance — Received  a quarterly  report  from  Mrs. 
Nancye  Hines,  president  of  the  TMA  Alliance. 

(Conference  Call — Wednesday,  April  23) 

Agreement  with  SVMIC  for  Endorsement — Accepted  the 
terms  of  a resolution  presented  by  State  Volunteer  Mutual  In- 
surance Company,  Inc.  (SVMIC)  naming  SVMIC  as  the  pre- 
ferred professional  liability  company  for  Tennessee  physicians. 
The  Board  agreed  all  royalty  money  received  from  the  endorse- 
ment would  be  used  to  fund  the  newly  formed  statewide  cre- 
dential verification  organization. 


AMA  Physician  Recognition  Awards 


The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  May  1997.  This  list,  sup- 
plied by  the  AMA,  does  not  include  members  who  reside  in 
other  states.  Physicians  can  receive  the  PRA  certificate  valid  for 
one,  two,  or  three  years.  For  the  one-year  award,  physicians  re- 
port 50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1;  for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1.  Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

Glenn  A.  Beasley,  MD,  Chattanooga 
Theodore  A.  Behar,  MD,  Nashville 
Robert  R.  Bendt,  MD,  Clarksville 
John  M.  Byrnes,  MD,  Smyrna 
Joseph  B.  Carter,  MD,  Oak  Ridge 
Stephen  P.  Combs,  MD,  Kingsport 
William  D.  Crawley,  MD,  Chattanooga 
Richard  J.  Davis,  MD,  Nashville 
Ephraim  B.  Gammada,  MD,  Winchester 
Richard  J.  Geer,  MD,  Nashville 
Lane  B.  Griggs,  MD,  Chattanooga 
Julio  C.  Guerra,  MD,  Paris 
David  F.  Hassell,  MD,  Knoxville 
Robert  C.  McEwan,  MD,  Memphis 
Floyd  E.  Thurston,  MD,  Oak  Ridge 
Jeffrey  A.  Uzzle,  MD,  Oak  Ridge 
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CME  Opportunities 

TMA  is  recognized  hy  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization 
conducting  such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME.  Inquiries  regarding  application  for  accreditation  as  a sponsor  of 
CME  should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 
Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

Oct  9- 1 2 3rd  Annual  Neonatology  Symposium — Asheville,  NC 
Dec  5-6  23rd  Annual  High-Risk  Obstetrics  Seminar 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedide 

Memphis 

Sept  25-26  28th  Memphis  Conference  on  the  Newborn 
Oct  25-28  International  Conference  on  Fetal  and  Neonatal 
Measurements 


Knoxville 

Sept  24-26  19th  Annual  Obstetric  Office  Ultrasound  Workshop 
Sept  29-Oct  1 2nd  Annual  Internal  Medicine  Symposium — Fall 
Creek  Falls,  Pikeville 

Oct  2 1 -22  2nd  Annual  Pediatric  Emergency  Medicine  & Trauma 
Symposium 

Nov  7-8  Cardiology  Update 


Chattanooga 

Oct  16-17  Aging  Patient 

Dec  4-5  Internal  Medicine  Update 


For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


individualized  in  response  to  the  physician’s  request  by  the 
participating  department.  The  experience  includes  conferences,  ward 
rounds,  audiovisual  materials  and  contact  with  patients,  residents 
and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical  College. 
Credit:  AMA  Category  I of  the  Physician’s  Recognition  Award, 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Henry  A.  Moses, 
Ph  D.,  Director  of  Continuing  Education,  Meharry  Medical  College, 
1005  D.B.Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 


East  Tennessee  State  University 

Continuing  Education  Schedule 

Nov  1-2  Pumpkin  Patch  Pediatric  Conference 

Nov  2 Women’s  Health  Conference 

For  information  contact  Office  of  Continuing  Medical  Educa- 
tion, James  H.  Quillen  College  of  Medicine,  East  Tennessee  State 
University,  PO  Box  70559,  Johnson  City,  TN  37614,  Tel.  (423) 
929-4341. 


Board  of  Medical  Examiners 

Minutes  - May  1997 

Name:  Robert  Grummon,  MD  (Lafayette) 

Violation:  Unprofessional,  dishonorable,  or  unethical  conduct. 
Action:  Per  agreed  order,  assessed  civil  penalty  of  $100. 

Name:  Lok-King  Kong,  MD  (Murphy,  NC) 

Violation:  Disciplinary  action  taken  in  another  state. 
Action:  Per  agreed  order,  license  placed  on  probation  for  at 
least  three  years  or  until  probation  is  lifted  in  New  York. 

Name:  Robert  Maughon,  MD  (Gatlinburg) 

Violation:  Overprescribing. 

Action:  Per  agreed  order,  license  suspended  for  one  year, 
suspension  stayed;  license  placed  on  probation  for  two  years; 
must  complete  additional  coursework  on  prescribing  practices; 
assessed  civil  penalties  totalling  $25. 

Donald  C.  Thompson,  MI)  (Morristown) 

Violation:  Overprescribing. 

Action:  Per  agreed  order,  license  and  DEA  privileges  sus- 
pended for  30  days;  license  to  be  placed  on  probation  for  two 
years  following  suspension;  must  complete  additional  coursework 
on  prescribing  practices;  assessed  civil  penalty  of  $2,000. 


Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physicians  to 
participate  in  the  service’s  activities  for  a period  of  one  day  to  one 
week.  This  program  provides  an  opportunity  for  physicians  to  study 
in  depth  for  a specified  period.  The  schedule  of  activities  is 


ERRATUM 

In  the  Contents  Page  of  the  July  issue  of  Tennessee  Medicine, 
we  erroneously  published  the  wrong  name  for  the  author  for 
the  article,  “Ethical  Questions — Cloning  of  Dolly  Stirs  Nornet’s 
Nest.”  The  author  of  that  article  was  Tim  Sewell.  We  regret 
any  inconvenience  this  may  have  caused. 
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STERLING* 

J HEALTHCARE  GROUP 

EMERGENCY  MEDICINE 
OPPORTUNITIES— TENNESSEE 


Directorship,  Full-time  and  Part-time 

‘Very  Competitive  Remuneration 
‘Flexible  Scheduling 
‘Independent  Contractor  Status 
‘Paid  Malpractice  with  Extended  Coverage 
‘Group  Philosophy  with  Support  of  National  Company 
‘NO  RESTRICTIVE  COVENANTS 
Please  contact  Tim  Molyneux 
405  Madison  Ave.,  Toledo,  OH  43604 
or  fax  CV  to  (41 9)  249-6520 


RURAL  AREAS  SEEKING 
PRIMARY  CARE  PHYSICIANS 

Rural  Health  Services  Consortium,  Inc.,  which  operates  nine 
medical  centers  located  in  the  scenic  mountains  of  Northeast 
Tennessee,  is  accepting  CVs  from  physicians.  These  health 
care  centers  offer  competitive  wages  and  superior  benefits. 
This  consists  of  401 K,  mileage  reimbursement,  paid  malprac- 
tice insurance,  continuing  medical  education,  ten  official  holi- 
days off  with  pay,  and  relocation  is  available. 

If  interested  in  becoming  a part  of  our  work  team,  mail  CVs  to 
Ms.  Misty  Trent,  Rural  Health  Services  Consortium,  Inc.,  3825 
Hwy.  66  South,  Rogersville,  TN  37857.  Phone  (423)  272-9163, 
fax  (423)  272-4980,  e-mail  address  rhscmis@planetc.com. 
EOE 


THE  DAY  HAS  COME! 

HCFA’s  proposed  filing  date  is  October  1997.  DS/MB 
offers  physicians  and  dentists  a complete  software  pack- 
age including: 

• ECP  and  electronic  patient  statement  filing. 

• Purchase,  lease  & outsource  options. 

• Full  technical  support. 

•Track  HMOs,  patients,  referrals,  revenues. 

Don’t  wait  until  the  last  minute.  Call  DS/MB  @ 
(615)  331-3934  and  ask  for  Dee  Sloan  today. 


Are  You  Reading 
This  Ad? 

So  are  THOUSANDS  of  others. 
Reach  over  6,500  physicians  with  a 
display  ad  in  the  TENNESSEE  MEDICINE 

For  further  information  contact 
Tennessee  Medical  Association 
PO  Box  120909,  Nashville,  TN  37212-0909 

(615)  385-2100 


Team  Health  has  Immediate  Opportunities 


Directorships  & Regular  Staffing  Opportunities 

Greater  Chattanooga  Area  — Annual  ED  patient  volumes  for 
these  facilities  in  the  Chattanooga  area  range  from  12,000  to  18,000. 
Chattanooga  is  home  to  the  Tennessee  Aquarium  and  the  Chatta- 
nooga Choo  Choo. 

Greater  Knoxville  Area  — These  facilities  in  the  Knoxville 
area  have  annual  ED  patient  volumes  ranging  from  12,000  to 
40,000.  Knoxville  is  located  in  the  foothills  of  the  Smoky  Mountains 
in  beautiful  East  Tennessee. 

Greater  Nashville  Area  — This  area  has  several  facilities  with 
ED  volumes  ranging  from  18,000  to  30,000.  There’s  never  adull 
moment  with  all  of  the  recreational  and  cultural  opportunities 
provided  by  Tennessee’s  state  capital. 

Tri-cities  Area  — Approximate  annual  ED  patient  volume 
for  these  facilities  is  18.000  to  23,000.  The  Tri-cities  area  is 
nestled  in  the  foothills  of  the  Appalachian  and  Great  Smoky 
Mountains  of  northeast  Tennessee. 


Team  Health  is  seeking  EM,  IM  or  FP  physicians  for  these 
emergency  medicine  opportunities.  We  offer  competitive 
compensation,  flexible  scheduling  with  no  on-call  and  paid 
malpractice  insurance. 


For  more  information  about  these 
opportunities,  call  Lee  Ann  Long  at 

1-800-909-8366 


TEAM 

HEALTH 


Visit  us  on  the  Internet  at  http://www.team-health.com 


CAA 

Carolyn  Avery  & 
Associates,  Inc. 

♦ Physician  and/or 
Staff  Consulting 

♦ On-Site  Training  and 
Seminars 

♦ Policies  and 
Procedures  Manuals 

♦ Employee  Handbooks 

POB  1 5901 2 • Nashville,  TN  3721 5-9012 

(615)383-6321  • Fax  (615)  385-9777 

“ Systems  for  Quality  Patient  Management 
In  Today’s  Healthcare  Environment” 
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Staff  Care,  Inc. 


Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows: 
$35  for  the  first  50  words  ($25  for  TMA  members),  25 
cents  for  each  additional  word.  Count  as  one  word  all 
single  words,  two  initials  of  a name,  single  numbers, 
groups  of  numbers,  hyphenated  words,  and  abbrevia- 
tions. Advertisers  may  utilize  a box  number  for  confi- 
dentiality, if  desired,  in  care  of  Tennessee  Medicine, 
PO  Box  120909,  Nashville,  TN  37212-0909.  Use  of  this 
box  in  an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of 
the  2nd  month  preceding  the  desired  month  of  publica- 
tion, and  will  be  subject  to  approval.  No  phone  orders 
will  be  accepted.  Payment  must  accompany  order. 
Each  listing  will  be  removed  after  its  first  publication 
unless  otherwise  instructed.  Fee-for-service  agency  ad- 
vertisements are  not  accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO 
Box  120909,  2301  21st  Ave.  South,  Nashville,  TN 
37212-0909.  Phone  (615)  385-2100. 


POSITION  WANTED 

Actively  practicing  board  certified  internist  who  is  Vanderbilt 
trained  and  certified  to  run  a CLIA  III  laboratory  has  22 
years  of  private  practice  experience  (both  group  and  solo); 
six  months  of  ambulatory  care  with  workman  compensation 
and  pediatric  experience;  privileges  at  seven  Nashville  hos- 
pitals; unimpaired  DEA;  active  Tennessee  license;  SVMIC 
insured  without  judgements;  allergy  skin  testing  experience; 
and  active  Medicare,  Medicaid;  and  B/C  participation.  Call 
(615)  868-3553. 


f'The  nation's  fastest  growing 
locum  tenens  firm" 


YOUR  BEST  MOVE  FOR 

LOCUM  TENENS 


Nationwide  opportunities 
Excellent  per  diem  pay 
Occurrence  malpractice 
Paid  travel,  licensure,  lodging 

Ask  for : 

JJ-  COX,  ext.  2370  or 
Brian  Lund,  ext.  2379 


(800)  685-2272 

http:llivivw.locumsnet.com 

® Staff  Care  is  proud  to  sponsor 

the  Country  Doctor  of  the  Year  Award 

Unable  to  place  J-1  or  H-1  physicians 


COLUMBIA  OPPORTUNITIES 
NORTHEASTTENNESSEE 

NORTHEAST  TENNESSEE  POSITIONS  AVAILABLE — All  located  in  the  same  area.  Family-oriented  community,  lo- 
cated in  the  beauty  of  the  mountains  and  lakes.  Population  57,000. 

#1  Need  three  Family  Practice  physicians  to  join  a practice  of  five  already  established  primary  care  physicians.  The 
practice  will  pay  you  an  exceptional  base  salary,  superior  benefits,  plus  incentives.  Plans  are  being  made  to  move 
to  a new  site  by  December  1997.  Excellent  call  schedule! 

#2  Primary  Care  physician  seeking  partner  for  private  practice.  Will  discuss  salary  guarantee  for  your  first  year  and 
other  incentives. 

#3  Family  Practice,  IM/Peds,  or  Peds  physicians  to  join  an  already  established  group,  seeking  to  form  a multispecialty 
group.  Will  discuss  either  salaried  or  guarantee  assistance.  New  office  building  in  process  with  move  expected  in 
summer  of  1998. 

#4  Need  OB/GYN  physician  to  join  ten  physicians  in  private  practice.  Beautiful  office  space  available  with  excellent 
access  to  hospital  patients.  Fantastic  opportunity!  Position  available  in  July  1998. 

#5  Need  BC/BE  Urologist.  Will  discuss  salary  expectations  or  salary  guarantee  for  your  first  year. 

For  more  information  and  confidential  consideration  on  any  of  the  positions  listed  above,  please  contact: 

Anne  Helvey,  Director  of  Physician  Services 
Columbia  North  Side  Hospital,  Columbia  Sycamore  Shoals  Hospital 
Columbia  Johnson  City  Specialty  Hospitals 
401  Princeton  Road 
Johnson  City,  TN  37601 
Phone  (423)  854-5805  or  Fax  (423)  854-5748 
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List  of  Advertisers 


Nashville 


Busy  solo  Family  Practice  located 
in  Gallatin,  Tennessee  needs  sec- 
ond BC  Family  Practitioner  for 
immediate  opening. 

Gallatin  is  a town  of 
25,000  people  and  it  is 
located  approximately 
35  minutes  from  down- 
town Nashville.  This  is 
a growing  bedroom 
community  that 
offers  idyllic 
country  living 
within  a 
reasonable 
commute  to 
downtown 

Nashville.  Practice  is 
affiliated  with  Sedona  Healthcare  Group  who 
provides  practice  management  support  services. 


Sedona  offers  a guaranteed  salary,  full  benefits 
package  (health,  dental,  short  and  long  term 
disability,  life  insurance  and  a 401  (k) 
retirement  plan),  four  weeks  paid  vacation/CME, 
CME  allowance,  business  allowance,  professional 
liability  insurance  including  an  extended 
reporting  endorsement,  and  bonuses  based 
on  physician  revenue. 


For  additional  information  fax  your  CV  to: 
919-489-8773,  Att:  Recruitment  or  contact  the 
Recruitment  Office  at  Sedona  Healthcare  Group: 
1-800-561-5065 
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President’s  Comments 


R.  Benton  Adkins,  Ml) 


Your  Action  Required 

As  some  of  you  might  know,  one  of  my  main  interests  during  the  year  of  my  presidency  of 
the  Tennessee  Medical  Association  is  to  increase  both  the  numbers  and  the  participation  of  the 
membership  in  the  organization.  Across  the  country  nowadays,  one  hears  that  participation  and 
actual  membership  in  many  medical  and  surgical  organizations  is  not  too  good.  One  hears  many 
reasons  for  this  and  the  two  major  ones  that  I hear  are  that  doctors  are  too  busy  to  participate  in 
meaningful  ways  in  organized  medicine,  and  that  belonging  to  organizations  is  expensive.  Other 
reasons  are  usually  related  to  some  variation  of  the  theme  that  medical  organizations  really 
don’t  help  the  members. 

Let  me  try  to  convince  you  that  the  TMA  represents  to  the  physicians  of  Tennessee  a critical 
link  between  the  local  and  county  medical  society,  and  the  national  organization  that  should 
represent  the  interests  of  every  physician  in  the  country  via  the  American  Medical  Association. 
Let  me  also  remind  you  that  without  your  support  and  membership  in  these  organizations  they 
will  all  fail.  Those  of  you  who  are  active  members  will  recognize  that  at  all  levels  of  organized 
medicine  a strong  voice  for  our  interests  is  needed.  What  better  voice  can  you  suggest  than  that 
of  your  own? 

I have  been  impressed  over  the  past  few  years  with  the  extreme  amount  of  influence  the 
TMA  has  with  our  state  legislature.  There  are  times  at  which  we  have  more  influence  than  at 
others,  and  admittedly  we  have  had  a poor  record  with  the  current  Sundquist  administration. 
However,  they  do  know  we’re  here,  our  voice  is  strong,  and  our  efforts  on  the  behalf  of  the 
members  are  unrelenting.  I truly  believe  the  same  situation  is  true  at  the  national  level,  where 
the  AMA  is  the  recognized  and  respected  organization  that  speaks  for  all  physicians  in  this 
country.  I believe  that  those  voices  could  be  stronger  if  virtually  every  actively  practicing  phy- 
sician was  also  a member  of  the  local,  state,  and  national  medical  association. 

How  may  we  achieve  this  goal?  By  increasing  our  membership  numbers  thereby  increasing 
the  percentage  of  physicians  that  our  organizations  represent.  There  is  strength  in  numbers  and 
power  in  unity.  To  help  increase  our  ranks  and  communicate  the  value  of  organized  medicine  to 
prospective  members,  the  TMA  will  be  launching  a member-get-a-member  campaign  this  month 
called  the  President’s  Challenge.  I personally  challenge  you  to  become  a volunteer  physician 
recruiter  for  your  local  society  if  you  have  not  done  so  already. 

In  addition  to  personal  recruitment,  TMA  and  the  AMA  are  also  developing  a number  of 
membership  incentive  and  discount  programs  to  attract  members  in  large  groups  and  in  limited, 
structured  practice  situations  such  as  academicians.  For  example,  for  several  years,  the  faculty 
at  Emory  University  in  Atlanta  have  had  nearly  100%  membership  to  the  AMA,  as  well  as  in  the 
state  and  local  medical  societies.  For  this,  they  receive  a group  dues  reduction  because  of  their 
commitment  to  membership,  and  more  simply,  the  economy  of  scale.  Another  example  of  cre- 
ative dues  structuring  is  the  AMA  “4+1”  Program.  If  an  individual  member  commits  to  be  a 
member  of  the  AMA  for  four  years  and  pays  by  credit  card,  that  physician  will  receive  the  fifth 
year  at  no  cost.  That  is  a 20%  dues  reduction. 

We  have  been  fortunate  to  have  members  join  with  us  in  organized  medicine  over  the  years, 
but  the  time  has  come  to  encourage  and  inform  prospective  members  about  the  value  of  orga- 
nized medicine.  To  remain  strong,  to  continue  to  provide  the  level  of  service  expected  by  our 
members,  and  to  improve  our  services  and  benefits,  we  need  your  help. 


M-u  . 
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Editorials 


Labor  Days — And  Nights 

In  addressing  the  Northwestern  University  graduating  class,  Bill  Cosby  remarked  on  the 
cynicism  with  which  graduates,  particularly  those  in  various  minority  groups,  often  view  the 
promises  made  them  as  deriving  from  their  new  status.  They  view  those  promises  as  too  often 
empty  ones.  That,  said  Cosby,  is  due  to  their  misinterpretation  of  what  it  is  that  a college  educa- 
tion confers  on  the  graduate.  Those  who  believe  that  their  studies  have  failed  them  generally 
consider  that  the  degree  they  have  earned  has  assured  their  success.  In  reality,  all  that  their 
labors  have  actually  done  for  them  is  extend  and  broaden  their  opportunities.  What  they  must 
do  to  achieve  success,  he  said,  is  develop  the  “immigrant  mentality.” 

The  immigrant  mentality  dictates  that  success  demands  hard  work.  Cosby  said  he  often 
wonders  when  they  sleep,  since  most  of  the  successful  immigrants  hold  down  two  and  some- 
times three  jobs.  He  knows  a Korean  named  Lee,  he  said,  who  is  making  a success  of  a small 
John  B.  T tomison,  MD  hole-in-the-wall  grocery-newsstand  that  never  closes.  “Why,”  Cosby  asked  him,  “do  you  never 

close?”  “Rent  is  24  hours,”  Lee  responded.  His  store  thrives  while  most  of  the  town  is  asleep. 
The  price  of  success.  The  immigrant  mentality. 

When  my  wife  and  I were  in  Japan  some  years  back  we  were  impressed  by  the  cleanliness  of 
the  cities  and  even  the  rural  areas,  which  we  ascribed  to  the  army  of  street  cleaners  in  white 
jump-suits  that  were  everywhere.  Our  tour  guide  told  us  they  were  the  unemployed,  and  that 
was  their  form  of  welfare.  If  they  shirked,  they  were  off  the  dole,  which  was  a subsistence  wage. 
They  were  allowed  a certain  number  of  weeks  to  land  a job.  It  seemed  like  a stellar  idea. 

Unemployment  is  down  nationwide  at  the  moment,  though  due  to  downsizing  of  businesses 
there  are  “outplaced”  people  from  the  middle  and  upper  management  classes  looking  for  posi- 
tions (as  distinguished  from  jobs).  I can  remember  20  or  so  years  ago  during  a recession  that 
many  of  the  doormen  and  taxicab  drivers  in  New  York  City  had  PhD  degrees,  but  they  were 
working,  and  I would  predict  came  out  all  right  in  the  long  run.  I also  would  bet  there  were  other 
PhDs  on  the  dole,  and  I am  less  confident  that  they  improved  their  lot  a lot.  Welfare  is  the 
antithesis  and  probably  also  the  anathema  of  the  immigrant  mentality. 

There  are  occupations  that  are  illegal  and  occupations  that  are  unethical.  They  can  make  you 
rich,  and  also  dead.  Though  many  occupations  that  are  neither  of  those  may  be  unpleasant, 
physically  wearing,  boring,  or  for  other  reasons  perhaps  undesirable,  none  of  those  honorable 
occupations  are  demeaning.  The  immigrant  mentality  does  not  recognize  a category  of  de- 
meaning jobs. 

Wherever  one  is  positioned  on  the  ladder,  whether  at  the  bottom  or  nearer  the  top,  that’s 
where  one  starts.  One  of  the  saddest  stories  I know  anything  about  I ever  saw  in  a recent  news- 
paper account  of  an  attractive,  promising  young  deputy  sheriff  in  a neighboring  community 
who  was  arrested  in  a reverse  sting  operation  in  response  to  complaints  that  in  the  course  of  his 
duties  he  had  been  apprehending  Hispanic  motorists  and  while  inspecting  their  credentials  had 
emptied  their  wallets  of  cash.  Though  we  too  often  include  such  schemes  in  stereotyping  immi- 
grants, that  is  not  what  Mr.  Cosby  had  in  mind.  That  shortcut  mentality  is  already  here,  as  it  is 
everywhere  else.  Shortcuts  seldom  do  any  more  than  cause  trouble.  Such  can  get  you  rich  or 
dead.  They  can  also  land  you  jail. 

Immigrants  are  individuals  who  have  often  sacrificed  everything  but  their  lives,  and  some- 
times almost  even  those,  to  come  to  this  land  of  opportunity.  Which  is  all  most  of  them  ask.  It  is 
all  that  any  of  us  should  expect,  regardless  of  the  level  at  which  someone  else  may  have  placed 
us  on  the  ladder  when  opportunity  came  a’  knocking. 

Not  only  that,  it  is  the  great  good  fortune  of  each  one  of  us  that  after  opportunity  knocks 
once,  at  least  in  this  country,  at  least  for  now,  whether  or  not  we  respond  it  knocks  again,  and 
then  after  that  ...  it  knocks,  and  it  knocks,  and  knocks,  and  .... 

Whether  or  not  it  continues  knocking  is  up  to  us,  not  only  individually,  but  collectively  too. 
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Little  Green  Men 


I know  people  you  might  call  perennial  and  ubiquitous  true  believers.  Some  of  them  perseverate 
with  only  one  subject,  whereas  others  may  take  up  one  cause  after  another  with  vigor,  and  pursuing 
it  avidly  until  it  flags  and  another  more  exciting  one  comes  to  their  attention.  Still  others  arrive  at 
conclusions  based  on  fact  or  sometimes  fantasy  that  ultimately  take  possession  of  them  and 
even  become  their  religion,  as,  for  example,  Communists  (or  Democrats  or  Republicans,  for 
that  matter).  Unless  I am  self-deluded,  which  is  always  a possibility  for  any  of  us,  I suppose,  I 
think  I restrict  that  sort  of  faith  to  God  and  some  of  the  things  I believe  about  Him  and  His 
activities  in  behalf  of  His  most  notable  (I  think — I am  not  quite  a true  believer  there)  and  at  the 
same  time  most  troublesome  (I  am  a true  believer  about  that)  creation.  I read  a book  once  called 
The  True  Believer  that  I found  entertaining  and  sometimes  showing  insight  into  man’s  behavior, 
but  I also  thought  sometimes  not.  At  this  much  later  date  I don’t  recall  exactly  why  I thought  either 
of  them,  but  since  it  doesn’t  really  matter  for  this  discussion,  I don’t  propose  to  pursue  it  any  further. 

The  term  true  believer  has  assumed,  maybe  because  of  that  book,  a distinctly  pejorative 
connotation,  and  it  is  generally  applied  in  that  sense  to  someone  or  ones  of  a different  persua- 
sion than  yours,  such  as,  again,  Communism,  or  even  standard  religions  and  other  things  in 
between,  which  is  what  the  book  was  mostly  about.  There  are  other  for  instances,  which  are 
more  to  the  point  here,  having  to  do  with  the  activities  of  governmental  officialdom,  such  as,  for 
instance,  the  way  in  which  the  United  States  government  through  various  of  its  agencies  has 
treated  with  disdain  those  individuals  accepting  some  other  etiology  than  that  prescribed  by 
them  for  the  Gulf  War  Syndrome.  The  government  and  the  Pentagon  have  really  taken  a hit  on 
that  one,  having  had  to  change  their  story  a number  of  times,  thereby  even  further  eroding  the 
already  shaky  confidence  the  public  has  in  its  government. 

Even  when  sleeping  dogs  are  let  lie,  whether  literally  or  figuratively,  they  sooner  or  later  rise 
up  again,  and  on  the  figurative  side,  at  least,  the  government  is  never  impressively  smart  about 
choosing  its  targets  or  very  carefully  taking  aim  to  put  them  to  rest.  This  time  their  chosen  target 
is,  once  again,  the  apparently  open  sore  caused  by  those  accepting,  or  more  particularly  espous- 
ing, the  notion  that  we — that  is,  Planet  Earth — have  been  visited  on  numerous  occasions  by 
inhabitants  of  another  one.  I’m  not  necessarily  one  of  those  espousing  that  theory.  I only  know 
what  I know,  and  it  is  all  second  hand.  On  the  other  hand,  the  first  hands  belonged  largely  to 
individuals  of  impeccable  veracity,  which  I do  know  for  a fact.  So  I largely  accept  my  second- 
hand accounts  for  that  reason. 

On  July  7,  1947  1 was  an  army  surgeon  (there  was  as  yet  no  Air  Force)  stationed  at  Craig 
Field  (which  the  Air  Force  later  redesignated  Craig  Air  Force  Base),  just  outside  Selma,  Ala- 
bama. That  is  the  now  suddenly  ludicrously  disputed  date  (“ludicrously”  because  there  are 
contemporary  newspapers  verifying  the  date)  of  the  now  controversial  crash  of  an  airborne 
vehicle  of  disputed  parentage  in  the  desert  near  Roswell,  New  Mexico.  If  the  event  excited  any 
comment  at  Craig,  I was  either  unaware  of  it  or  was  little  enough  impressed  by  it  that  it  has 
slipped  my  memory.  It  not  unlikely  had  something  to  do  with  the  event’s  having  been  given 
very  little  media  attention,  due,  it  has  subsequently  been  revealed,  to  orders  from  Washington, 
not  further  specified,  to  stonewall  it.  I can’t  imagine  what  the  inducement  was,  though  the 
tractability  of  the  media  types  may  indeed  have  changed  that  much.  These  days  those  media 
types  will  do  anything  at  all  for  a good  story,  and  if  necessary  make  one  up.  I guess  that  is  as 
good  an  indication  as  any  of  how  badly  the  government’s  image  has  tarnished  in  the  50  inter- 
vening years. 

In  any  case,  it  was  not  until  I had  been  back  in  Nashville  for  several  years,  as  I recall  in  the 
early  1950s,  that  I began  hearing  general  talk  of  the  possibility  of  extraterrestrial  visitors  to  this 
planet  in  “flying  saucers.”  I think  maybe  the  first  serious  discussion  on  that  subject  that  I was 
party  to  was  at  a dinner  meeting  where  in  the  course  of  the  table  conversation  one  or  two  former 
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combat  aviators  commented  that  they  and  their  fellow  fliers  had  on  occasion  been  accompanied 
in  flight  by  unfamiliar  aircraft  of  strange  design  that  suddenly  and  almost  miraculously  ap- 
peared, Hew  along  with  them  for  a bit,  and  just  as  suddenly  vanished  with  near  blinding  speed. 

I had  spent  1 946  in  Europe,  mostly  in  France,  as  a surgeon  with  the  40th  Bomb  Wing,  a B- 1 7 
outfit  that  had  been  on  many  bombing  raids  over  Germany.  By  the  time  I joined  its  306th  Bomb 
Group  at  its  base  in  Istres,  a small  town  about  30  miles  west  of  Marseilles,  the  war  in  Europe 
had  been  over  for  nine  months.  Operating  from  a number  of  bases,  the  wing  was  at  that  time 
engaged  in  high  altitude  photo-reconnaissance,  photographing  the  entire  European  continent, 
including  the  Soviet  Union,  and  Africa.  Despite  the  length  of  time  since  the  fighting  left  off, 
most  of  the  5,000  officers  and  men  on  Istres  AAFB  were  combat  veterans.  Some  of  them  had 
flown  a complete  tour  or  more  of  bombing  missions.  Every  now  and  then  the  conversation  in 
the  officers’  club  or  mess  would  turn  to  the  strange  aircraft  that  would  occasionally  accompany 
them,  apparently  as  observers,  with  awed  comments  about  their  extreme  speed  and  maneuver- 
ability. The  craft  (I  don’t  remember  their  ever  being  referred  to  as  “Hying  saucers”)  had  no 
identifying  markings,  and  they  never  showed  any  inclination  to  take  sides  or  become  involved 
in  the  conflict  in  any  way.  Those  occurrences  were  discussed  in  the  debriefings  I’m  told,  and 
made  their  way  into  the  official  reports  as  well,  but  there  was  no  evidence  that  the  reports  ever 
went  anywhere.  Nearly  everybody  in  the  outfit  knew  about  the  sightings,  many  of  them  first- 
hand, but  they  had  acquired  no  official  status,  and  the  unfounded  assumption  of  the  uninitiated 
(that  was  again  nearly  everybody)  was  that  some  sort  of  Allied  secret  weapon  was  being  tested. 
The  only  explanation  ever  offered  whenever  any  notice  at  all  was  made  of  them  from  higher  up 
was  a semi-official  one,  which  was  “combat  fatigue”  on  the  part  of  the  viewers.  The  visitations 
apparently  ceased  with  the  end  of  hostilities,  so  I have  only  the  word  of  friends  and  acquaintan- 
ces I trust.  Though  the  craft  sometimes  appeared  during  the  stress  of  battle,  they  often  appeared 
at  times  of  tranquility,  and  were  seen  by  entire  crews,  none  of  whom  were  trying  to  prove 
anything  by  their  reports,  since  at  that  time  there  was  nothing  to  prove. 

In  the  cool  of  an  evening  in  the  Garden  of  Eden,  we’re  told  that  God  came  a’callin’  on  his 
crowning  achievement,  but  CA,  aka  A&E  were  nowhere  to  be  found.  When  He  called  to  them, 
they  answered  that  they  had  thought  they  might  be  having  company,  and  that  they’d  better  get 
dressed,  since  they  were  en  dishabille.  God  asked  them,  “Who  told  you  that  you  were  naked? 
Have  you  eaten  the  fruit  of  the  tree  that  I told  you  not  to  eat  of?”  To  which  Adam  said,  in  effect, 
“No,  Boss.  Not  me.  You  got  it  all  wrong.  The  woman  that  you  gave  me,  she  . . . .”  Ever  since 
then  it  has  been  an  article  of  faith  in  the  counter-intelligence  business  that  you  never,  ever  tell 
the  truth,  even  when  it  might  serve  you  better.  In  the  government  service,  if  your  superior  says 
the  that  the  sun  set  at  7 am  this  morning,  and  looks  at  you  and  says,  “Didn’t  it?”  you  defend  his 
contention  with  your  life.  By  doing  so,  the  life  you  save  might  be  your  own  (TLYSMBYO). 
When  the  President  lies,  which  it  appears  these  days  is  frequently,  every  mother’s  son  (and 
daughter,  too)  anywhere  nearby,  is  under  the  gun.  In  government  the  truth  is  never  just  hard  to 
come  by.  It  is  more  often  impossible  to  come  by.  But,  as  the  public  has  found  out,  life  goes  on 
as  usual,  and  since  it  does,  the  belief  that  telling  the  truth  no  longer  matters  is  coming  to  be 
widely  held,  and  the  rest  of  the  country  has  now  caught  up  with  Massachusetts. 

So  back  now  to  articles  of  faith.  It  has  been  for  some  time  now  one  of  mine,  one  to  which  I 
nearly  slavishly  adhere,  that  one,  particularly  this  one,  never  accepts  categorically  a single 
statement,  official  or  unofficial,  coming  from  any  seat  of  government  in  the  world  at  any  level, 
past,  present,  or  future,  because  in  that  environment  if  the  boss  says  lie,  you  had  belter  lie.  The 
fate  of  the  world  (read  “his  backside,”  and  therefore  yours  as  well,)  hinges  on  that.  (In  that,  he 
is  the  true  believer,  and  expects  you  to  be,  too.)  Not  to  mention  that  TLYSMBYO.  Particularly 
should  any  information  be  suspect  if  it  has  been  filtered  through  the  news  media,  since  doing 
that  simply  compounds  the  possibility  that  it  is  spurious  (or,  in  government-speak, 
“disinformation,”  which  is  distinguished  from  misinformation  by  being  deliberate). 

So  what  really  did  happen  at  Roswell,  N.M.,  on  July  7,  1947?  I don’t  know  anything  more 
about  it  than  what  I have  heard  or  read,  and  the  official  and  the  unofficial  versions  are  widely 
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disparate.  I know  nothing  of  little  green  men,  or  in  this  case  gray  men,  I’m  told.  I do  know  a lot, 
though,  about  the  veracity  of  officialdom,  and  also  about  the  word  of  the  fly-boys  I lived  and 
worked  with  and  trusted  for  two  and  a half  years,  not  to  mention  a few  who  have  been  my 
trusted  friends  for  some  60  years.  I believe  in  flying  saucers,  if  that’s  what  you  like  to  call  them, 
and  no  evidence  has  been  forthcoming  to  dissuade  me  from  the  notion  that  are  not  from  any 
known  origin,  which  means  any  on  this  planet. 

And  besides,  what  really  happened  at  Roswell,  N.M.,  and  the  origins  of  the  craft,  make  no 
real  difference  to  me  at  all,  except  curiosity,  and  shouldn’t  to  you  either,  except  that  it  points  up 
once  again  the  already  thoroughly  demonstrated  deficiencies  in  our  G2.  What  does  make  a 
difference  to  me,  and  should  to  you,  too,  is  that  those  in  government  continue  treating  the  public 
like  imbeciles  and  consider  it  their  primary  mission  to  deceive  us.  Who,  for  example,  believes 
all  those  official  reports  and  media  hoopla  about  Mr.  Foster  having  committed  suicide  on  a 
Washington  park  bench?  Nobody — or,  in  an  attempt  at  charity,  at  least  almost  nobody,  strident 
disclaimers  notwithstanding.  I could  catalog  a lot  of  other  instances,  too,  but  I think  I needn’t.  If 
extraterrestrial  beings  are  indeed  casing  our  planet,  there  is  a 50-year  or  more  indication  that 
they  have  no  dark  motives  in  doing  so,  so  I say  let  them.  To  ask  the  public  to  believe  that  they 
could  possibly  be  any  more  malevolent  or  more  (or  even  as)  threatening  to  our  well-being  than 
the  inhabitants  of  our  own  planet  is  placing  an  even  more  intolerable  strain  on  our  credulity  than 
the  Air  Force’s  most  recent  (and  different)  official  nonsense. 

Though  I am  understandably  hesitant  to  speak  for  God,  I feel  fairly  confidant  that  having 
granted  human-kind  the  option  of  sinning  at  will,  He  would  be  extremely  loath  to  repeat  His 
experiment  anywhere  else. 


CALL  TODAY! 
(800)624-5293 
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hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
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Since  1985,  the  health  care  professionals  at 
HealthLine  Management,  Inc.  (HMI)  have  kept 
health  care  providers  focused  on  priorities  that 
affect  their  position  in  the  marketplace:  quality 
outcomes,  patient  satisfaction,  and  reducing 
the  costs  for  providing  care. 
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Practicing  Medicine 


Getting  the  Right  Employee 


How  To  Use  Temporary 
Employment  Services  Effectively 

Irish  Bahan  Park 


Lean,  efficient  organiza- 
tions are  turning  more  and 
more  often  to  temporary 
(temp)  employment  agencies 
for  staffing  needs.  In  fact, 
temp  employment  is  one  of 
the  faster  growing  industries 
in  the  country.  All  employ- 
ment agencies  are  not  created 
equal,  however.  In  addition  to 
differences  in  general  phi- 
losophy and  overall  quality,  as  in  all  businesses  many  temp 
agencies  have  areas  of  specialization  that  may  or  may  not 
interest  you. 

When  you  decide  to  use  the  services  of  a temp  placement 
agency,  consider  it  the  beginning  of  a continuing  business 
relationship,  not  a one-time  shot.  Following  some  clear-cut 
guidelines  can  help  determine  whether  or  not  temp  services 
can  help  your  practice  enjoy  an  uninterrupted  How  during 
peaks,  vacations,  illnesses,  or  permanent  employee  turnover. 

• First,  define  the  length  of  time  you  need  a temp. 

• Make  a complete  list  of  duties,  and  be  specific.  “Clerical 
duties”  may  mean  different  skills  in  different  settings.  Does 
the  position  require  a warm,  outgoing  personality  for  patient 
contact?  Is  the  environment  stressful,  and  should  the  person 
expect  frequent  work  interruptions  and  situations  that  might 
be  construed  as  emergency?  Should  the  person  dress  in  a 
certain  way?  Is  working  overtime  common  or  expected? 

• Designate  the  person  on  your  own  staff  who  will  super- 
vise the  temp,  and  include  the  name  on  the  list. 

Choosing  a Firm 

When  choosing  an  agency,  the  National  Association  of  Tem- 
porary and  Staffing  Services  recommends  that  you  phone  more 
than  one  firm  that  seems  to  meet  your  needs.  The  way  you  are 


Irish  Bahan  Park  is  a communications  consultant  who  specializes 
in  health  care  marketing  and  writing. 


treated  on  the  phone  is  a good 
indication  of  their  own  man- 
agement practices  and  the 
type  of  people  they  attract. 

• Ask  how  long  they  have 
been  in  business  and  if  they 
are  a member  of  the  national 
association. 

• Find  out  how  they  recruit 
and  retain  their  temps.  You 
might  ask  what  percent  of 

their  temps  have  been  with  them  longer  than  one  year. 

• Learn  what  kind  of  benefits  package  is  offered,  whether 
workers  compensation  is  included,  to  what  extent  they  screen, 
test  and  train  the  temps  on  their  roster. 

• Emergency  service  may  be  important  to  you.  Can  they 
fill  last-minute  openings,  and  is  there  an  extra  fee?  Do  they 
have  an  after-hours  phone  number  to  call? 

• And,  finally,  ask  for  references  and  call  them. 

The  First  Meeting 

“An  initial  meeting  of  15  or  20  minutes  of  quality  time 
makes  a person  feel  important  and  emphasizes  the  impor- 
tance of  their  job,”  notes  Jane  Jones,  president  of  Strategic 
Directions,  Randstad  Staffing  Services,  USA. 

• The  job  description  that  has  already  been  prepared  is  a 
convenient  outline  to  follow  in  this  meeting.  Jones  also  sug- 
gests giving  the  person  a list  that  includes  the  physicians  and 
nurses  in  the  office  and  any  relevant  information  on  how  they 
prefer  to  work. 

• The  confidential  nature  of  patient  information  should  be 
discussed.  Some  physician  offices  require  that  a confidenti- 
ality agreement  be  signed. 

• Include  information  on  your  own  office  culture,  such  as 
the  degree  of  formality  or  informality,  how  lunchtime  and 
other  breaks  are  handled,  and  to  whom  the  person  can  go  to 
for  information  and  help. 

• Do  not  require  a temp  to  do  anything  that  might  be  con- 
sidered hazardous  without  giving  proper  instructions. 


As  you  get  acquainted  with  a 
potential  candidate  for  a temporary 
assignment,  be  aware  of  certain 
questions  that  are  not  allowed  under 
federal  EEOC  guidelines. 
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What  To  Avoid 

As  you  get  acquainted  with  a potential  candidate  for  a 
temporary  assignment,  be  aware  of  certain  questions  that  are 
not  allowed  under  federal  EEOC  guidelines.  Do  not  ask  ques- 
tions relating  to 

• name  or  previous  name  that  would  indicate  ancestry  or 
national  origin, 

• birthplace  or  religion, 

• whether  the  person  is  married,  single,  divorced,  etc.,  if  it 
could  be  used  for  discriminatory  purposes, 

• number  of  children,  child  care  arrangements,  pregnancy 
(unless  it  relates  to  the  work),  or  handicaps  that  could  be 
construed  as  discriminatory, 

• name  and  address  of  adult  relative, 

• any  inquiry  relating  to  arrests  or  convictions  unless  it  is 
substantially  related  to  the  position. 

Remember,  any  employer  must  be  able  to  prove  that  physi- 
cal and  mental  requirements  for  a job  are  due  to  “business 
necessity”  and  the  safe  performance  of  the  job.  Also,  the  gen- 
der of  an  applicant  cannot  be  used  in  determining  whether  or 
not  the  applicant  will  be  satisfied  in  a particular  job. 


Initial  Assessment 

You  will  most  likely  be  able  to  determine  within  the  first 
day  whether  or  not  the  person  is  able  to  perform  to  your  ex- 
pectations. Call  the  temporary  agency  to  let  them  know  how 
their  placement  is  working  out.  This  kind  of  feedback  is  valu- 
able to  them,  and  it  will  help  them  to  fill  your  positions  more 
satisfactorily  in  the  future  as  well.  You  are  under  no  obliga- 
tion to  keep  a person  who  does  not  meet  your  needs.  How- 
ever, it  is  the  responsibility  of  the  agency,  not  you  or  your 
office,  to  terminate  the  temporary  arrangement.  On  the  other 
hand,  if  the  temp  works  out  so  well  you  would  like  to  make  a 
permanent  offer,  call  the  agency  first.  Being  forthright  and 
considerate  will  pay  dividends  the  next  time  you  might  need 
a templO 


For  more  information  on  the  legalities  of  employment 
and  interviewing,  call  the  EEOC  office  in  Nashville  at 
(615)  736-5820  or  in  Memphis  at  (901)  544-0078. 


& 


CARTER 
YOUNG 
LANKFORD 
ROACH  p.c. 

Certified  Public  Accountants 

615-859-9880 


Navigating  the  Health  Care  Maze 
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Carter,  Young,  Lankford  & Roach,  P.C.  has  helped  over  100  medical  practices  in  middle 
Tennessee  find  practical  solutions  for  today's  healthcare  issues.  Our  services  include: 

• Practice  Valuation  • Computerized  Accounting  Consultation  • Practice  Management  Review 

• Business  Plan  Development  • Managed  Care  Contract  Negotiations  • Accounting  and  Audit  Services 

• Tax  Preparation  & Planning  • Reimbursement  and  Capitation  Analysis  • Physician  Income  Distribution 


To  receive  a complimentary  issue  of  our  J Forward  my  complimentary  issue  of  Practice  Management  Advisor  to: 

newsletter,  please  return  this  reply  form  today! 

Name 

CARTER,  YOUNG,  LANKFORD  & ROACH,  P.C. 

314  Bluebird  Drive  Address 

Goodlettsville,  TN  37072 

□ Yes,  Please  contact  me  for  a consultation  at: 

615-859-9880 

Fax:  615-859-0057  Name 

CYLRCPAS@AOL.com 

Phone 
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Practicing  Medicine 


Important  HIPAA  Rules 


New  Law  Adds  Significant  Penalties 
for  the  Waiver  of  Copayments 

Nora  Liggett 


Does  your  clinic  allow  its 
physicians  to  waive  insurance 
copayments  for  friends,  fam- 
ily members,  or  colleagues? 

As  an  added  courtesy,  do  your 
physicians  waive  copayments 
when  treating  their  colleagues’ 
patients?  If  so,  your  clinic  and 
its  physicians  may  be  taking  a 
large  risk. 

President  Clinton  recently  signed  into  law  the  Health  In- 
surance Portability  and  Accountability  Act  (HIPAA),  and  it 
adds  significant  penalties  for  inappropriate  waivers  of  Medi- 
care and  Medicaid  copayments.  The  new  law  also  prohibits 
hospitals  from  routinely  waiving  inpatient  deductibles  and 
copayments,  even  though  such  waivers  have  previously  been 
allowed  under  the  fraud  and  abuse  safe  harbors.  Consequently, 
many  hospitals  will  need  to  eliminate  such  waivers  from  their 
special  “senior”  programs. 

Waiving  or  writing  off  the  copayment  amount  for  any 
Medicare  or  Medicaid  claim  also  creates  a fraud  and  abuse 
risk.  Moreover,  a physician,  clinic,  or  other  health  care  pro- 
vider is  taking  a risk  by  waiving  any  copayment  amounts  for 
privately  insured  patients  unless  the  waiver  is  clearly  indi- 
cated on  the  bill  to  the  insurer.  If  private  insurance  copayments 
are  waived  without  the  insurance  company’s  knowledge  or 
consent,  the  clinic  and  its  physicians  could  be  open  to  claims 
of  insurance  fraud. 

Medicare  Copayments 

HIPAA  revised  the  Federal  Civil  Monetary  Penalties  Act 
to  specifically  provide  that  anyone  who  routinely  waives  co- 


Nora  Liggett  is  a member  of  Waller  Lansden 's  Healthcare 
Operations  Work  Group.  Her  practice  is  focused  on  health  care 
operations  issues,  including  Stark  and  Medicare/Medicaid  fraud 
and  abuse. 


insurance  or  deductible 
amounts  for  patients  in  the 
Medicare  or  Medicaid  pro- 
grams can  be  subject  to  civil 
monetary  penalties,  and  can 
be  excluded  from  further  par- 
ticipation in  either  of  those 
programs.  The  only  excep- 
tions are  waivers  given  on  a 
case-by-case  basis  when  pa- 
tient financial  hardship  is  a factor,  or  a waiver  made  as  a part 
of  a Medicare-approved  HMO  or  PPO  health  plan. 

Inappropriate  waivers  of  Medicare  copayments  and 
deductibles  can  also  result  in  a violation  of  the  Medicare  anti- 
fraud and  abuse  laws,  which  could  subject  the  clinic  or  the 
physicians  to  criminal  penalties,  including  significant  crimi- 
nal fines,  imprisonment,  and  expulsion  from  the  Medicare 
and  Medicaid  programs. 

A provider’s  occasional  waiver  of  an  indigent  patient’s 
copayment  amounts  is  probably  not  illegal.  However,  the  rou- 
tine waiver  of  Medicare  Part  B copayment  amounts  as  a “pro- 
fessional courtesy”  to  fellow  medical  professionals,  for  ex- 
ample, would  present  a fraud  and  abuse  risk. 

Medicare  copayment  and  deductible  requirements  were 
enacted  to  discourage  over-utilization  of  services.  If  a physi- 
cian or  clinic  waives  the  copayment  amount,  the  mechanism 
to  discourage  over-utilization  is  circumvented.  The  govern- 
ment theorizes  that,  by  doing  so,  the  clinic  or  doctor  may  be 
providing  a monetary  incentive  (waiver  of  copayment)  for 
patients  to  refer  themselves  to  that  clinic  or  doctor. 

Private  Insurance 

Waiving  private  insurance  copayments  is  also  risky  if  the 
waiver  is  not  clearly  indicated  on  the  claim  submitted  to  the 
insurer.  Several  states  have  statutes  specifically  prohibiting 
health  care  providers  from  discounting  or  waiving  patient 
deductibles  and  copayments  without  the  payor’s  consent. 


An  easy  way  to  avoid  potential 
insurance  fraud  liability  is  to  clearly 
indicate  on  the  insurance  claim  form 
that  the  copayment  has  been  waived . . . 
But  be  cautious! 
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Even  if  your  state  doesn’t  have  such  a statute,  it  most  likely 
has  a rather  broadly  worded  insurance  fraud  statute  prohibit- 
ing any  false  or  fraudulent  claims.  The  payor  could,  there- 
fore, allege  a claim  of  insurance  fraud  if  the  provider  fails  to 
disclose  the  discount  or  waiver  on  the  bill  submitted  to  the 
insurer. 

Insurance  companies  have  begun  suing  providers  alleg- 
ing insurance  fraud  when  copayments  or  deductibles  are 
waived  without  the  company’s  knowledge.  The  following 
example  illustrates  the  theory  behind  those  cases: 

A provider  and  an  insurance  company  have  a contract  that 
states  the  insurance  company  will  pay  a certain  percentage 
(80%)  of  the  provider’s  charge.  Say,  for  example,  the  pro- 
vider submits  a bill  for  his  services  in  the  amount  of  $100 
and  the  insurance  company  pays  80%  or  $80  of  that  claim. 


According  to  the  insurance  company,  if  the  provider  waived 
the  patient’s  portion  of  the  charge  (20%  or  $20),  the  actual 
charge  for  the  service  was  $80.  Therefore,  when  the  provider 
billed  the  insurance  company  for  the  entire  $80  charge,  the 
provider  committed  fraud. 

An  easy  way  to  avoid  potential  insurance  fraud  liability  is 
to  clearly  indicate  on  the  insurance  claim  form  that  the 
copayment  has  been  waived.  A simple  statement  such  as  “The 
insured’s  portion  of  the  bill  has  been  waived”  or  “Insurance 
accepted  as  full  payment  of  claim”  may  be  sufficient.  But  be 
cautious!  Some  insurance  companies  have  begun  adding  a 
clause  forbidding  providers  from  waiving  any  copayments 
without  the  insurance  company’s  prior  written  consent.  With 
that  in  mind,  you  should  check  your  participation  agreement 
with  the  insurer  before  waiving  any  copayment  amount. □ 


These  companies  are  serious  about 
protecting  your  financial  future. 


Dodson  Group  Great  American  Insurance 

Workers  ’ Compensation  Insurance  Office  Contents  and  Building  Package 


CNA®  1 

■ Unum  Life  Insurance  Company 

Comprehensive  Medical  Plans  1 

■ Disability  Insurance 

ReliaStar  Life  Insurance  Company 

G.E.  Capital  Assurance 

( Individual  Term  Life 

Long  Term  Care 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Missing  Data 


Case  Report 

The  patient,  an  18-year- 
old  Medicaid  patient  pre- 
sented herself  to  the  county 
department  of  public  health 
(DPH)  on  Aug.  3 with  a posi- 
tive pregnancy  test  and  was 
seen  by  the  nurse  practitio- 
ner. She  was  a gravida  2,  para 
0,  abortus  1 , with  an  LMP  of 
April  17  and  the  EDC  Jan.  22. 
Her  blood  pressure  was  122/ 
68  mm  Hg  and  her  weight  1 34 
lb.  Her  normal  weight  was 
about  1 25  lb.  Fetal  heart  tones 
(FHT)  were  160/min  and  the 
uterine  size  was  compatible 
with  16  weeks  gestation.  The 
physical  examination  was 
otherwise  unremarkable.  She 
smoked  more  than  a pack  of 
cigarettes  daily  which  put  her 
at  risk.  The  laboratory  tests 
showed  a hematocrit  of  38%, 
blood  type  A,  negative  anti- 
bodies, and  a negative  uri- 
nalysis. The  patient  was 
counseled  about  the  DPH 
program,  which  consisted  of 
affiliating  with  a private  Ob/ 
Gyn  group  for  evaluation  at 
about  35  weeks  gestation  and  delivery  at  a local  community 
hospital.  The  patient’s  records  were  sent  to  the  private  physi- 
cian and  his  orders  were  made  a part  of  the  record. 

She  was  seen  in  a month  with  negative  findings  and  the 
uterine  size  was  thought  to  be  20  weeks,  compatible  with  the 
history.  One  month  later,  the  patient  was  seen  with  no  com- 
plaints but  with  nitrites  in  the  urine.  Because  this  sometimes 
points  to  a urinary  tract  infection,  the  nurse  in  the  DPH  re- 
ferred her  to  the  Ob/Gy n in  the  chosen  group  for  evaluation. 
All  of  the  DPH  records  were  sent  to  the  physician  in  advance 
of  her  scheduled  appointment.  On  this  examination  by  the 
physician,  she  had  gained  about  25  lb,  her  blood  pressure 
was  90/60  mm  Hg,  and  a sonogram  suggested  the  baby  was 
about  26  weeks  gestation.  The  EDC  was  correspondingly 


changed.  The  urine  glucose  and  protein  were  negative,  but  no 
microscopic  examination  of  the  urine  was  done  for  infection. 
Rh  antibodies  were  checked  and  found  to  be  negative,  and  the 
physician  ordered  RhoGAM  to  be  given  at  28  weeks  in  the 
DPH.  The  patient  returned  to  the  nurse  for  the  injection  at 
the  appointed  time  and  a week  later  all  the  patient’s  records 
were  forwarded  to  the  physician  who  was  to  deliver  her. 

On  Nov.  8 the  patient  presented  to  the  community  hospi- 
tal with  complaints  of  back  pain  and  fever  of  103°F  at  home. 
Bilateral  costovertebral  angle  tenderness  was  present.  She 
was  diffusely  tender  over  the  abdomen.  The  FHT  were  heard 
in  the  left  lower  quadrant  at  140/min.  The  cervix  was  found 
to  be  long  and  thick.  The  head  was  thought  to  be  the  present- 
ing part  though  high  and  floating.  The  impression  in  the  ED 
was  that  this  young  woman  who  was  thought  to  be  about  31 
weeks  pregnant  had  acute  pyelonephritis  and  was  admitted 
to  the  hospital  for  IV  antibiotics.  Complete  laboratory  stud- 
ies were  ordered  by  the  attending  physician  including  blood 
and  urine  cultures.  Ampicillin  was  started  as  the  antibiotic  at 
2 gm  every  six  hours.  A clean  catch  urine  was  positive  for 
occult  blood,  showed  8-10  RBC  and  8-10  WBC  per  HPF  and 
3+  bacteria.  In  the  nurse’s  notes  on  admission,  there  was  the 
note  that  the  patient  had  been  experiencing  the  chills  and 
fever  for  four  days  prior  to  coming  to  the  hospital. 

After  admission  to  the  Obstetric  Department  the  fetal 
monitor  was  connected  externally.  The  nurse  documents  that 
she  could  not  be  sure  that  FHT  were  present.  By  7:00  am  the 
morning  after  admission  occasional  contractions  were  noted. 
A chest  x-ray  was  done  which  showed  “dense  pneumonia” 
in  the  posterior  gutter  on  the  left.  She  was  febrile  and 
tachypneic  having  occasional  contractions  which  she  did  not 
feel.  MgS04was  begun  IV  in  an  attempt  to  abort  labor.  Con- 
tractions continued  and  the  FHT  were  located  and  counted  at 
158/min.  The  patient  became  progressively  tachypneic  (50/ 
min)  and  blood  gas  determination  revealed  a pH  of  7.32,  CO, 
27,  and  PO,  57.  Oxygen  was  increased  to  8 L/min  in  the  early 
evening.  The  next  morning  early  she  was  noted  to  be  edema- 
tous and  that  the  respirations  had  become  more  labored.  IV 
diuresis  was  begun  with  good  results.  Arterial  blood  gas  re- 
vealed pH  of  7. 1 5,  CO,  49,  and  PO,  60. 

An  internist  was  consulted  to  assist  in  the  management  of 
this  critically  ill  patient.  The  chest  x-ray  was  repeated  and 
was  said  to  show  an  “alveolar  filling”  in  the  right  base  and 
perihilar  regions,  thought  to  be  fluid  overload  superimposed 
on  pneumonia.  His  opinion  was  sepsis  due  to  pyelonephritis 


Dr.  Avery  is  a member  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
order  to  make  it  less  easy  to 
identify.  If  you  recognize  your 
own  case,  please  be  assured 
that  it  is  presented  solely  for 
the  purpose  of  emphasizing  the 
issues  presented. 
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complicated  by  ARDS.  The  patient  was  transferred  to  the 
coronary  care  unit,  and  Tobramycin  was  added  to  the  antibi- 
otic regimen.  Respirations  became  more  labored,  and  the 
patient  began  to  be  lethargic  and  poorly  responsive.  A Swan- 
Ganz  catheter  was  inserted  and  the  patient  was  intubated  to 
support  respirations.  Labor  began  during  this  time,  and  PEEP 
was  begun  because  of  hypoxia.  A repeat  chest  x-ray  showed 
the  alveolar  filling  process  to  involve  both  lungs. 

In  the  early  evening  of  that  day,  the  second  day  of  hospi- 
talization, the  patient  spontaneously  delivered  a male  infant 
with  Apgar  scrores  of  7 and  7.  The  infant  was  transferred  to 
the  neonatal  intensive  care  unit  in  the  medical  center. 

Though  the  chest  x-ray  showed  some  improvement,  the 
patient  continued  hypoxic  and  moderately  obtunded,  the 
blood  platelet  count  dropped,  and  some  peripheral  cyanosis 
developed.  No  obstructive  uropathy  was  present  on  x-ray, 
but  the  patient  was  transferred  to  the  medical  center  for  am- 
putation of  the  left  forearm,  and  aortic  valve  replacement 
because  of  massive  vegetations  from  the  sepsis.  She  required 
dialysis  because  of  renal  failure.  Over  the  succeeding  months, 
she  was  in  and  out  of  the  medical  center  five  times  for  proce- 
dures related  to  her  pregnancy  and  its  complications. 

The  baby  required  a ventriculoperitoneal  shunt  for 
hydrocephalus  and  continues  to  require  extensive  medical 
management. 

A lawsuit  was  filed  charging  a host  of  physicians  with 
failure  to  diagnose  the  pyelonephritis  complicating  this  preg- 
nancy and  failure  to  treat  the  patient  in  an  appropriate  man- 
ner after  admission  to  the  hospital.  After  exhaustive  nego- 
tiations the  matter  was  finally  settled  requiring  a very  high 
six-figure  amount. 

Loss  Prevention  Comments 

No  one  can  question  the  terrible  outcome  of  this  case, 
beginning  as  a more  or  less  routine  Medicaid  pregnancy  in 
an  otherwise  healthy  young  woman  who  had  had  a previous 
abortion  and  smoked  over  a pack  of  cigarettes  a day.  Be- 
cause of  this,  the  nurse  in  the  DPH  classified  her  as  “at  risk.” 

The  practice  here  is  that  the  DPH  nurses  evaluate  the  pa- 
tient, send  the  record  to  the  physician  who  had  agreed  to 
deliver  the  patient,  and  continue  to  follow  her,  with  the  phy- 
sician being  available  during  the  prenatal  course  to  advise 
and  to  treat  if  necessary.  Normally  the  physician  sees  the  pa- 
tient at  about  28  to  30  weeks  for  evaluation,  and  then  as- 
sumes sole  responsibility  for  the  patient  during  the  last  four 
to  six  weeks  of  pregnancy.  This  routine  is  fairly  well  estab- 
lished in  Tennessee,  especially  in  the  rural  areas  where  there 
are  no  public  hospitals  to  support  the  indigent.  It  works  ex- 
tremely well  because  of  the  dedication  of  DPH  profession- 
als and  the  willingness  of  private  physicians  to  support  the 
program. 

The  dipstick  test  for  nitrites  as  a screen  for  urinary  tract 


infection  (UTI)  is  an  old  test  of  questionable  reliability.  In 
pregnancy,  the  classical  symptoms  of  lower  UTI,  i.e.,  fre- 
quency, dysuria,  and  burning,  are  not  as  reliable  as  in  the 
non-pregnant  patient.  There  is  frequency  due  to  the  enlarg- 
ing uterus,  and  mild  dysuria  and  burning  are  likely  to  be  misin- 
terpreted by  the  patient.  About  15%  of  pregnant  women  have 
asymptomatic  bacteruria.  In  some  cases  this  progresses  to 
overt  infection  of  the  bladder,  and  can  also  involve  the  upper 
urinary  system.  In  this  case,  however,  the  nurses  in  the  DPH 
noted  the  positive  test  for  nitrites  and  acted  on  it  to  send  the 
patient  to  the  obstetrician  for  evaluation.  The  record  in  the 
DPH  indicated  that  the  findings  on  urinalysis  were  sent  to 
the  physician’s  office.  The  record  of  the  physician,  however, 
did  not  appear  to  document  that  he  had  evaluated  the  patient 
for  possible  UTI.  Did  the  DPH  record  get  to  the  physician’s 
office?  Did  the  personnel  in  the  doctor’s  office  misplace  the 
report?  Did  the  physician  ignore  this  screening  test?  These 
questions  cannot  be  answered  with  accuracy  in  this  case. 

This  case  should  prompt  a review  of  the  systems  in  our 
offices  that  support  us,  and,  if  functioning  properly,  protect 
us  from  events  like  this.  As  we  have  observed  in  many  cases, 
the  failure  to  handle  reports  appropriately  has  been  key  to 
our  inability  to  defend  ourselves  when  an  unfortunate  out- 
come occurs.  In  this  case,  the  systems  in  the  DPH  must  be 
reviewed  as  well  as  those  in  the  physician’s  office.  There  sim- 
ply must  be  communication  beyond  the  report  itself  that 
prompts  the  physician  to  act  in  the  way  the  ancillary  person- 
nel intend.  Both  have  responsibility  in  situations  like  this, 
and  must  recognize  the  support  they  offer  to  each  other.  What 
is  an  example  of  the  cooperative  management  of  an  indigent 
population  between  the  DPH  and  the  private  physician  can- 
not be  taken  for  granted,  but  must  be  constantly  scrutinized. □ 


SUPPORT 
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The  Tennessee  Medical  Association 

The  mission  of  Astra  Merck  is  to  develop  and  provide  pharmaceutical  products 
and  innovative  services  that  are  highly  valued  by  our  customers  and  consistently 
exceed  their  expectations. 

Contact  your  Astra  Merck  Pharmaceutical  Specialist  for  information  and  services, 
or  call  your  local  customer  unit. 
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Pediatrics  and  the  Nashville 
General  Hospital — Part  III 


Harris  D.  Riley  Jr.,  MD 

1960  - 1970  Chapter.  In  September  1960,  Dr.  William  D. 
(Buck)  Donald  was  appointed  Associate  Professor  of  Pediat- 
rics at  Vanderbilt  University  School  of  Medicine  and  full- 
time Chief  of  the  Pediatrics  service  at  Nashville  General 
Hospital  (NGH).  Dr.  Donald,  a 1947  graduate  of  Vanderbilt 
University  Medical  School,  gave  important  direction  to  the 
Pediatrics  service  at  NGH.  A house  officer  of  that  time  stated, 
“He  was  always  present.  I don’t  think  he  ever  took  a vaca- 
tion. He  would  return  at  night  whenever  we  needed  him.”  Dr. 
Donald  was  an  excellent  physician.  In  his  calm,  low-key 
manner,  he  established  important  standards  in  pediatric  care 
at  the  NGH.  The  rotation  on  the  Pediatrics  service  at  NGH 
rapidly  became  an  important  and  enjoyable  component  of 
the  Pediatrics  training  program  and  became  a desired  rota- 
tion for  Vanderbilt  house  officers  in  Pediatrics  and  for  medi- 
cal students.  Dr.  Donald  served  as  Chief  of  the  Pediatrics 
service  from  1960  through  1970.  His  contributions  to  the 
program  are  difficult  to  overestimate. 

Dr.  Donald  was  materially  assisted  in  the  Pediatrics  pro- 
gram by  Drs.  William  Doak  and  Jack  Swan,  pediatric  practi- 
tioners in  Nashville.  Particularly  noteworthy  were  the  regu- 
lar Saturday  morning  conferences  for  pediatrics  house 
officers.  Selected  cases  were  discussed  by  the  two  of  them 
and  by  Dr.  Donald. 

In  1970,  Dr.  Donald  assumed  the  position  of  Director  of 
the  Pediatrics  Outpatient  Department  at  the  Vanderbilt 
Children’s  Hospital.  He  retired  in  1987.  Despite  retirement 
he  was  a regular  weekly  attender  at  Pediatric  Grand  Rounds 
and  the  chief  residents  conference. 

Dr.  William  A.  Altemeier  III  was  an  intern  in  Pediatrics  at 
Vanderbilt  University  in  1962.  He  returned  several  years  later 
as  Chief  of  the  Pediatrics  service  at  NGH.  He  recalls  his  ex- 
perience as  an  intern  at  the  NGH.  “I  remember  my  first  night 
on  call.  At  that  point  (1962)  NGH  was  staffed  by  Dr.  Donald, 
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a second-year  resident  (Dr.  Richard  B.  Johnston,  who  later 
became  Professor  of  Pediatrics  at  the  University  of  Pennsyl- 
vania and  Physician-in-Chief  of  the  Children’s  Hospital  of 
Philadelphia)  and  another  intern,  Dr.  Ben  Robbins  (who  sub- 
sequently entered  the  private  practice  of  pediatrics  in  Urbana, 
111.).  The  Pediatric  clinic  was  open  mornings  and  on  Thurs- 
day afternoon  for  well  babies.  We  would  make  rounds  in  the 
morning,  work  in  the  clinic,  and  eat  in  the  cafeteria  (the  food 
was  country  cooking,  very  inexpensive,  reasonably  good,  and 
an  important  social  event).  After  lunch  and  quick  rounds,  the 
senior  resident  and  one  of  the  two  interns  went  home,  and 
one  intern  was  left  to  cover  the  pediatrics  service  from  about 
1 :00  in  the  afternoon  until  the  next  morning.  The  senior  resi- 
dent was  on  call  by  telephone.  We  saw  more  patients  in  the 
emergency  room  (ER)  than  we  did  in  the  clinic.  All  of  this 
remained  the  same  until  after  I returned  in  1972.  I was  on 
call  July  1,  1962,  and  I remember  the  feeling  when  the  two 
other  residents  left.  Our  preparation  was  a tour  of  NGH  so 
we  knew  where  the  sleeping  quarters  were  (in  the  oldest  part 
of  the  building  with  walls  2 inches  thick  on  the  third  Boor), 
the  bumper  pool  table  next  door  (very  popular  at  NGH),  the 
showers  with  the  green  slime,  the  ER,  and  the  cafeteria.  There 
was  a late  night  feast  about  1 :00  am  in  the  cafeteria  and  that 
was  a life  saver,  especially  to  the  interns  who  were  on  every 
other  night.  Dick  Johnston  also  prepared  us  for  the  first  day 
by  taking  Ben  Robbins  and  me  up  to  the  nursery  and  demon- 
strated how  to  resuscitate  a baby.”6 

“The  staffing,  call  schedule,  and  clinic  hours/space  at  NGH 
remained  the  same  until  about  1974.  The  attending  and  se- 
nior resident  were  on  every  night,  and  it  was  not  uncommon 
for  us  to  race  back  to  NGH  in  the  middle  of  the  night  to  help 
the  intern  with  an  emergency.”  On  a particular  night  in  about 
1973,  Dr.  Altemeier  recalls  that  he  called  in  to  check  with  the 
intern  and  to  see  how  things  were  progressing,  as  was  the 
routine.  “The  intern  said  he  was  falling  behind  in  the  ER.  He 
was  slower  at  seeing  patients  than  most  and  we  were  seeing 
an  influenza  epidemic  so  I went  in  to  help:  120  children  were 
waiting  to  be  seen  in  the  ER  when  I got  there.  All  in  all  we 
provided  high-quality  care  and  good  service  to  these  won- 
derful children  and  their  parents.  After  1974,  the  number  of 
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residents  gradually  increased,  and  during  the  mid-80s  there 
were  about  seven  residents  and  externs — three  second  or 
third-year  and  four  first-year  interns  and  externs.”6 

1972  - 1993  Chapter.  In  1 972,  Dr.  William  Altemeier  III, 
a member  of  the  full-time  faculty  at  Vanderbilt  University 
School  of  Medicine,  was  appointed  Chief  of  the  Pediatrics 
service  at  NGH.*  Under  his  guidance,  all  of  the  clinical,  train- 
ing and  research  programs  expanded. 

Both  third  and  fourth-year  medical  students  from  Vander- 
bilt obtained  part  of  their  pediatric  experience  at  NGH.  An 
increased  number  of  house  officers  in  Pediatrics  from  Vander- 
bilt rotated  through  the  inpatient  service,  newborn  nursery, 
outpatient  clinics,  and  emergency  room.  It  was  an  integral 
part  of  the  Vanderbilt  training  program  in  Pediatrics. 

A post-residency  fellowship  program  of  general  academic 
pediatrics  was  initiated  at  NGH.  Several  physicians  who  had 
completed  pediatric  residency  training  received  advanced 
training  in  this  program.  Several  of  these  trainees  have  as- 
sumed important  academic  positions  in  child  health  includ- 
ing NGH,  in  private  practice,  and  in  public  health.  A number 
of  publications  originated  from  the  residency  and  fellowship 
training  programs.  These  include  publications  on  parenting 
practices,  many  dealing  with  various  aspects  of  child  abuse, 
otitis  media,  febrile  neonates,  antibiotic  compliance,  mater- 
nal concerns  for  their  children,  growth  factors,  physician  re- 
imbursement, selection  of  a physician,  autism,  foster  care  of 
children,  and  a variety  of  different  diseases. 

These  training  programs  provided  important  clinical  sup- 
port for  NGH  and  strengthened  the  Vanderbilt  training  pro- 
gram in  Pediatrics. 

In  the  period  1974-1976,  certain  renovations  in  the  clin- 
ics, inpatient  wards,  and  nursery  were  made.  By  this  time, 
the  obstetrical  delivery  service  had  increased  to  more  than 
1,200  patients  per  year,  and  the  general  pediatric  outpatient 
clinic  was  seeing  more  than  10,000  patients  peryear.In  1974, 
the  Pediatric  clinic  was  relocated  to  the  front  of  the  building. 
A night  pediatric  clinic  that  operated  from  6:00  pm  to  8:30 
am  was  initiated.  The  general  pediatric  clinic  was  the  key  to 
expansion  of  teaching  and  patient  care  programs.  The  changes 
in  the  clinic  and  its  programs  were  greatly  facilitated  by  a 
$50,000  federal  grant  to  Vanderbilt  University  School  of 
Medicine  which  was  transferred  to  NGH.6 

The  state  announced  in  1995  a request  for  proposals  for 
the  development  of  a Maternal  and  Infant  Care  Program 
(MIC)  in  Tennessee,  and  Dr.  Altemeier  and  staff  wrote  a pro- 
posal that  was  funded  in  1976.  It  was  a collaborative  effort 
with  NGH;  the  award  was  under  the  direction  of  Administra- 
tor John  Stone  and  the  hospital,  and  the  staff  were  employees 


* In  1991,  Dr.  Altemeier  assumed  the  position  of  Professor  and 
Chairman  of  the  Department  of  Pediatrics  at  the  University  of 
Missouri  School  of  Medicine  in  Columbia,  MO. 


of  the  hospital.  The  medical  supervision,  protocols,  and  stan- 
dards were  set  by  the  Vanderbilt  and  later  the  Meharry  fac- 
ulty. The  budget  grew  from  about  $400,000  a year  to  over 
$ 1 ,000,000  per  year.  The  goal  was  to  provide  optimal  prena- 
tal and  well-child  care,  for  children  up  to  two  years,  for  400 
low-income  mother/baby  pairs  per  year.  Prenatal  care  was 
given  by  nurse-midwives  under  supervision  of  the  obstetri- 
cal faculty,  while  pediatric  care  was  done  by  nurse  practitio- 
ners under  NGH  staff  supervision.  The  program  also  included 
lay  home  educators,  one  or  two  dietitians,  one  or  two  social 
workers,  support  staff,  and  an  outstanding  director  through 
the  1980s,  Dr.  Joe  McLaughlin,  a clinical  psychologist.  The 
program  had  an  interest  in  training  nurse  practitioners,  and 
had  accepted  nurses  for  “internships”  during  the  summers 
from  the  Family  Nurse  Practitioners  Program  at  Vanderbilt 
beginning  in  the  mid-1970s.  This  gave  NGH  the  experience 
and  eventually  recruitees  to  staff  the  MIC  program.  The  fac- 
ulty at  NGH  had  appointments  in  the  nursing  school  in  rec- 
ognition of  the  program’s  contribution  to  their  teaching.  There 
was  at  least  one  nursing  student  at  NGH  working  with  the 
residents.  One  of  the  goals  was  to  show  the  pediatric  resi- 
dents what  nurse  practitioners  could  do,  and  how  to  work 
with  them.  The  MIC  was  also  an  important  part  of  the  re- 
search programs  at  NGH.  It  was  possible  to  compare  out- 
comes of  mothers  who  had  optimal  (and  expensive)  MIC  care 
and  those  who  received  standard  care  with  the  obstetrical 
service  there.  From  its  inception,  the  MIC  was  designed  for 
clinical  service,  but  with  the  prospect  of  determining  effec- 
tiveness of  its  services  in  mind.6  The  MIC  program  also  won 
awards  as  a model  teen  pregnancy  program. 

In  1979,  money  encumbered  from  the  state  was  used  to 
renovate  the  newborn  nursery.  In  1980,  further  renovations 
were  carried  out,  including  separate  heating  and  air  condi- 
tioning units,  and  on-line  oxygen  and  suction  for  each  bed. 
Most  importantly,  a nine-bed  neonatal  intensive  care  unit  with 
level  III  capability  was  developed  in  1 980.  In  the  mid-  1980s, 
after  finishing  the  fellowship  in  neonatology  at  Vanderbilt 
University  Hospital,  Dr.  Barbara  Engelhardt  joined  the  fac- 
ulty and  was  appointed  Chief  of  the  Newborn  service  at  NGH. 
Her  presence  greatly  expanded  the  scope  of  service  available 
to  patients. 

In  the  early  1 980s,  through  negotiations  with  the  Board  of 
the  NGH,  Meharry  Medical  School  began  sending  medical 
students  to  NGH.  In  the  late  1980s  house  officers  in  Pediat- 
rics at  Meharry  also  rotated  to  the  NGH.  The  Meharry  Pedi- 
atric program  did  not  have  many  residents,  but  one  of  them, 
Dr.  O.  Onadeko,  was  invited  to  join  the  attending  staff  at  NGH 
when  he  finished  his  residency.6  He  did  so  and  has  made  many 
contributions  to  the  pediatrics  training  program. 

In  1 986,  the  Medicaid  program  in  Tennessee  was  changed 
to  allow  provisions  of  care  for  every  indigent  woman  during 
pregnancy  and  the  immediate  postpartum  period. 
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In  1987,  the  Our  Kids  Clinic  for  the  diagnosis  and  man- 
agement of  children  who  had  been  or  were  suspected  of  hav- 
ing been  sexually  abused  was  initiated.  This  clinic  is  unique 
and  its  staff  provides  a much-needed  service.  As  has  been 
pointed  out,  the  establishment  of  this  program  was  a tremen- 
dous boost  to  morale  at  a time  when  other  programs  at  NGH 
were  phasing  down/’ 

“NGH  reached  a peak  in  the  mid- 1 980s,”  according  to  Dr. 
Altemeier.6  In  1986,  the  Medicaid  program  in  Tennessee  was 
changed  so  that  patients  could  select  their  physician  and  hos- 
pital. Some  of  the  private  hospitals  began  to  compete  for  de- 
livery of  Medicaid  patients.  This  was  followed  by  a persis- 
tent decline  in  deliveries  and  pediatric  inpatients.6  In  1992 
the  number  of  deliveries  fell  below  700  per  year  for  the  first 
time  since  statistics  became  available.  However,  the  pediat- 
ric outpatient  clinic  remained  busy  and  was  the  location  of 
an  important  and  active  teaching  program,  even  though  there 
were  fewer  patients.6 

Although  statistics  are  not  available  for  the  period  1950- 
1964,  physicians  and  other  health  personnel  familiar  with 
the  NGH  are  certain  that  the  various  Pediatric  programs  there 
were  much  busier  during  the  1950-1964  period  than  later, 
and  that  1965  represent  the  beginning  of  the  decline  in  clini- 
cal load.  The  number  of  pediatric  outpatients  gradually  de- 
clining from  7,795  in  1965  to  a low  of  4,062  in  1970.  The 
number  then  gradually  rose  to  a high  of  20,352  in  1982.  In 
1992  the  number  of  pediatric  outpatients  began  to  fall  again, 
reaching  fewer  than  13,000  in  1995. 

The  number  of  pediatric  admissions  reached  a low  of  260 
per  year  in  1 970.  After  about  six  years  at  this  level,  the  num- 
ber of  pediatric  admissions  sharply  rose,  reaching  a high  of 
9 1 3 per  year  in  1 979.  The  number  of  admissions  remained  at 
relatively  high  levels  until  1990,  when  the  number  began  a 
decline  to  a level  of  fewer  than  400  in  1995.  These  figures  do 
not  include  visits  to  the  ER  by  infants  and  children. 

The  number  of  obstetrical  deliveries  follows  a similar  pat- 
tern, falling  to  fewer  than  700  per  year  for  the  first  time  since 
statistics  became  available. 

In  1991,  Dr.  Altemeier  departed  to  fill  the  position  of  Pro- 
fessor and  Chairman  of  the  Department  of  Pediatrics  at  the 
University  of  Missouri  School  of  Medicine  in  Columbia,  Mo. 
Dr.  Deborah  Bryant,  a Vanderbilt  graduate  and  also  a mem- 
ber of  the  full-time  faculty  at  Vanderbilt  University  School 
of  Medicine,  was  appointed  Chief  of  the  Pediatrics  service  at 
NGH,  relinquishing  her  position  in  1993  to  pursue  a fellow- 
ship in  Child  Development.  At  that  time,  Dr.  Robert  Brayton, 
full-time  faculty  member  at  Vanderbilt,  was  appointed  Chief 
of  the  Pediatrics  service.  This  arrangement  continued  until 
June  30,  1 993,  when  the  merger  of  NGH  and  Hubbard  Hos- 
pital of  Meharry  Medical  School  was  voted  by  the  mayor 
and  city  council.  It  was  agreed  at  that  time  Vanderbilt  would 
withdraw  all  of  its  staff — house  officers  on  the  various  clini- 


cal services,  faculty  and  support  personnel  in  the  various 
departments — from  the  NGH. 

Beginning  in  July  1 993,  Meharry  Medical  College  became 
responsible  for  the  Pediatrics  service  at  the  NGH.  In  the  spring 
of  1995,  Meharry  Medical  College  officially  requested  as- 
sistance from  Vanderbilt  in  operating  the  Pediatrics  service, 
and  two  Vanderbilt  house  officers  in  Pediatrics  and  a faculty 
member  from  the  Vanderbilt  Department  of  Pediatrics  began 
participating  in  the  pediatric  outpatient  clinics  at  NGH  at  that 
time.Q 
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Is  health  care  ready  for  the  Internet?  Are  you? 

Attend  the  1997  AMIA  Annual  Fall  Symposium 
(formerly  SCAMC)  and  find  out! 

The  American  Medical  Informatics  Association  (AMIA)  invites  you 
to  attend  its  1997  Symposium.  Following  a two-decade  tradition  of 
scientific  sessions  that  highlight  the  latest  advances  in  information 
science  for  health  care,  this  year’s  educational  program  focuses  on 
how  technology,  particularly  the  Internet,  can  impact  the  manage- 
ment of  clinical  information.  If  you  are  a physician  interested  in 
computer  applications  for  patient  care,  biomedical  research,  and 
education,  don’t  miss 

"The  Emergence  of  'Internetable'  Health  Care" 
and"Systems  That  Really  Work/' 


a State-of-the-Art 
Medical 
Information 
Systems 

a Skills-Enhancing 
Tutorials  for  the 
Novice  to  the 
Expert 
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a Continuing 
Medical 

Education  Credits 

a An  Extensive 
Commercial 
Exhibit 


a Networking  and 
Solution  Sharing 


Discover  how  the  1997  AMIA  Annual  Fall  Symposium  offers 
you  the  opportunity  to  increase  your  knowledge  of  information 
technology  in  the  health  care  community. 

To  register,  contact  AMIA  at  4915  St.  Elmo  Avenue,  Suite  401, 
Bethesda,  MD  20814,  call  301-657-1291,  send  e-mail  to 
mail@mail.amia.org,  or  visit  AMIA’s  Web  site  at 
http://www.amia.org. 
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An  Interesting  Case  of  a Small 
Child  With  Urolithiasis 


D.  Preston  Smith,  MI);  Maricannan  Malagon,  MD;  Charles  A.  Raper,  MD 


Introduction 

Urinary  stone  disease  in  children  is  a rare  entity  in  the 
United  States.  The  diagnosis  of  urolithiasis  in  children  may 
be  difficult  because  they  commonly  present  with  vague  symp- 
tomatology. Children  that  develop  urinary  calculi  must  be 
evaluated  aggressively  because  of  their  strong  predisposition 
for  having  underlying  metabolic  disorders. 1-3  Also,  when  at- 
tempting to  eradicate  the  calculi,  a pediatric  urologist  must 
be  prepared  to  offer  a safe  and  effective  treatment.  We  present 
a case  in  which  a young  boy  was  rendered  stone-free  with  mini- 
mally invasive  procedures.  His  evaluation  revealed  a metabolic 
disorder  and  he  remains  stone-free  with  medical  management. 

Case  Report 

A 1 -year-old  boy  with  irritability  and  anorexia  had  a fam- 
ily history  of  urolithiasis.  The  bladder  was  palpably  distended 
and  the  rectal  examination  was  unremarkable.  Bladder 
catheterization  yielded  1 00  cc  of  clear  urine  that  microscopi- 
cally contained  4-5  RBC/HPF.  Ultrasound  showed  a Grade  1 
right  hydronephrosis  and  mild  irregularity  of  the  posterior 
bladder  wall.  A voiding  cystogram  showed  no  filling  defects, 
masses,  or  obstructive  lesions.  Because  of  persistent  urinary 
retention,  a cystoscopy  was  performed.  A bladder  calculus 
was  visualized,  and  when  retrieved  was  found  to  be  com- 
posed of  calcium  oxalate  and  calcium  apatite.  A kidney,  ure- 
ter, and  bladder  film  (KUB)  showed  a 6 X 8 mm-opacity  in 
the  right  true  pelvis  (Fig.  1)  that  was  confirmed  on  a subse- 
quent IVP  to  be  a right  distal  ureteral  stone.  Successful  ex- 
tracorporeal shockwave  lithotripsy  (ESWL)  was  administered 
in  the  supine  position,  using  2,500  shocks  of  15  KV  with  the 
Storz  Modulith  Lithotripter.  Three  weeks  later,  a KUB  re- 
vealed no  residual  stone  fragments.  Serum  chemistries  were 
all  normal,  and  parathyroid  hormone  and  1 ,25  vitamin  D lev- 
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els  were  also  normal.  A 24-hour  urine  collection  revealed 
hypocitraturia  and  an  elevated  calcium/creatinine  ratio  (0.25). 
Because  of  the  diagnosis  of  hypercalciuria  and  hypocitraturia, 
increased  fluid  intake  and  restricted  dietary  salt  and  oxalate 
were  prescribed.  He  also  began  citrate  replacement  and 
hydrochlorothiazide  medication.  Follow-up  one  year  later  has 
failed  to  exhibit  adverse  sequelae  or  recurrent  urolithiasis. 

Discussion 

In  the  United  States,  children  with  urolithiasis  are  usually 
seen  between  8 and  12  years  of  age  for  diffuse  abdominal 
pain  or  colicky  flank  discomfort.  Young  children  are  not  able 
to  articulate  renal  colic  symptoms  but  usually  have  vague 
symptomatology  and  hematuria.  Certainly,  urolithiasis  should 
be  considered  in  any  child  with  gross  or  microscopic 
hematuria,  especially  when  there  is  a family  history  of  uri- 
nary stones,  which  has  been  encountered  in  20%  to  37%  of 
such  pediatric  patients.2  Certain  urinary  tract  infections, 
namely,  Proteus,  are  also  associated  with  renal  calculi  and 
can  be  present  in  up  to  15%  of  pediatric  stone  formers.  Chil- 


Figure  1.  Note  6x8  mm  right  distal  ureteral  stone. 
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dren  in  the  “stone  belt”  of  the  Southeastern  United  States 
(including  Tennessee)  are  also  known  to  have  an  increased 
incidence  of  urolithiasis.2-4 

When  evaluating  a child  with  urinary  stone  disease,  it  is 
imperative  that  a metabolic  and  anatomic  evaluation  be  per- 
formed. It  has  been  shown  that  a discernible  metabolic  etiol- 
ogy accounts  for  53%  of  stone  formation  in  children.2  A mini- 
mum metabolic  investigation  should  include  a urinalysis, 
urine  culture,  stone  analysis,  and  24-hour  urine  collection 
for  calcium,  citrate,  and  oxalate.  Serum  chemistries  should 
be  obtained  to  determine  any  acidosis  or  increased  levels  of 
calcium  or  uric  acid.  A family  history  consistent  with  pos- 
sible cystine  stone  formation  should  encourage  one  to  in- 
clude cystine  evaluation  in  the  24-hour  urine  collections. 
Certainly,  if  a metabolic  abnormality  is  documented,  then 
appropriate  evaluation  and  medical  therapy  by  a pediatric 
nephrologist  should  be  done  in  order  to  prevent  stone  reoc- 
currence once  a patient  is  rendered  stone-free. 

It  is  also  important  to  obtain  the  appropriate  radiographs 
to  rule  out  any  obvious  anatomic  anomaly  that  may  contrib- 
ute to  stone  formation  or  influence  surgical  considerations. 
A minimal  radiographic  evaluation  should  include  a renal 
and  bladder  ultrasound  examination  and  a KUB.  If  the  stones 
are  situated  in  the  upper  urinary  tract,  an  IVP  is  warranted. 
In  special  circumstances,  cystoscopy  and  retrograde  pye- 
lograms  may  be  necessary.  Uric  acid  stones  arc  radiolucent 
and  non-contrast  CT  scans  may  be  helpful.  Children  with 
ureteropelvic  junction  obstructions,  ureteroceles,  or  other 
congenital  urinary  tract  anomalies  are  at  increased  risk  for 
developing  calculi  because  of  urinary  stasis.  The  surgical 
correction  of  any  of  these  urinary  tract  anomalies  must  be 
entertained  when  deciding  on  an  appropriate  stone  treatment 
modality.  It  is  imperative  that  a child’s  urinary  tract  anatomy 
be  defined  so  that  the  optimal  and  minimally  invasive  stone 
treatment  be  pursued. 3-4 

When  considering  the  various  treatment  options,  a pedi- 
atric urologist  must  choose  between  endoscopy,  lithotripsy, 
or  open  surgery.  Cystoscopic  manipulations  are  preferred  in 
children  with  bladder  stones.  In  children  older  than  4 years 
of  age,  ureteroscopy  is  probably  the  safest  treatment  of  distal 
ureteral  stones.5  Distal  ureteral  stones  are  also  effectively 
treated  with  ESWL  but  its  effects  on  prepubertal  ovaries  are 
unknown  and  therefore  ESWL  should  be  used  with  caution 
in  girls.  ESWL  is  preferred  for  calculi  in  the  renal  pelvis  and 
proximal  ureter.6  Percutaneous  procedures  are  reserved  for 
large  renal  pelvic  stones  that  either  require  dissolution  therapy 
(uric  acid  and  cystine  stones)  or  endoscopic  debulking  and 
fragmentation.  Open  surgical  procedures  are  most  commonly 
reserved  for  children  with  associated  urinary  tract  anomalies 
that  are  corrected  at  the  same  time  the  stones  are  removed. 
Open  surgery  is  also  performed  in  infants  and  small  children 
when  endoscopic  or  lithotripsy  procedures  are  considered 


nonfeasible  or  unsafe. 

Medical  management  of  urolithiasis  in  children  usually 
focuses  on  the  prevention  of  recurrent  calculi  once  a patient 
is  rendered  stone-free.  However,  medical  management  is 
considered  first  line  therapy  in  children  and  infants  with 
asymptomatic  uric  acid  and  lasix-induced  calcium  stones. 
Treatment  includes  alkalimzation  and  thiazide  diuretics  re- 
spectively and  can  commonly  effect  complete  dissolution 
without  urologic  intervention.  The  prevention  of  reoccurring 
calcium  urolithiasis  involves  a complex  interaction  of  patient 
education,  dietary  changes,  and  medical  management. 1,4,7  With 
close  medical  surveillance,  patients  can  experience  a signifi- 
cant decrease  in  formation  of  new  stones. I,x 

We  present  a very  unusual  case  of  the  young  boy  with 
severe  urolithiasis.  He  had  urinary  retention  due  to  an  ob- 
structing calcium  bladder  stone.  He  was  then  rendered  symp- 
tom-free but  evaluation  revealed  a large  distal  ureteral  stone. 
Because  of  his  age,  ureteroscopy  was  considered  unsafe  be- 
cause of  possible  ureteral  injury.  In  the  literature,  a few  in- 
fants and  young  children  are  reported  to  have  safely  under- 
gone ESWL,9,10  which  certainly  was  an  attractive  minimally 
invasive  alternative  to  open  surgical  stone  removal.  There- 
fore, we  performed  ESWL  as  an  outpatient  with  complete 
success  and  minimal  morbidity.  This  child  remains  one  of 
the  youngest  in  the  world  reported  to  have  undergone  ESWL. 
His  evaluation  revealed  that  he  had  hypocitraturia  and 
hypercalciuria,  which  is  not  particularly  surprising  because 
of  his  geographic  location  and  family  history.  In  addition  to 
family  education,  dietary  intake  of  both  salt  and  oxalate  have 
been  restricted.  It  is  very  important  to  realize  that  calcium 
restriction  should  not  be  recommended  because  of  this  young 
child’s  growth  requirements.  Instead,  he  has  been  medically 
managed  with  citrate  replacement  and  hydrochlorothiazide 
to  prevent  increased  urinary  calcium  excretion  and  crystalli- 
zation formation.  This  medical  management  has  been  suc- 
cessful and  he  has  remained  stone-free.  In  the  event  that  he 
should  have  recurrent  urolithiasis,  a metabolic  re-evaluation 
while  on  the  new  diet  and  medications  may  be  warranted. 
Certainly,  if  he  should  develop  upper  urinary  tract  stones, 
then  ESWL  will  again  be  considered  as  a first-line  treatment. □ 
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Further  Discussion:  Surgical  vs. 
Medical  Treatment  of  Carotid  Artery 
Disease  in  Asymptomatic  Patients 
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As  previously  noted1,2  the  two-year  surgical  risk  in  pa- 
tients with  symptomatic  carotid  stenosis  70%  or  more  is  9%; 
it  is  17%  to  39%  with  medical  treatment.  This  will  not  be 
discussed  further. 

In  1957,  1958,  1959,  and  1961 , 1 presented  and  published 
papers  based  on  common  sense  and  surgical  logic  that  sup- 
ported surgical  removal  of  a severe  carotid  stenosis  that  was 
symptomatic.1'5  Even  at  that  time  severe  carotid  stenosis  was 
a known  cause  of  stroke.  The  devastating  and  hopeless  effect 
of  a severe  cerebral  infarction  that  could  be  prevented  by  a 
new  and  relatively  easy  operation  presented  a rare  opportu- 
nity not  to  be  neglected  by  the  surgeon  or  missed  by  the  po- 
tential patient.  1 quote:  “Arteriosclerosis  is  a destructive  pro- 
cess involving  the  wall  of  the  artery  that  progresses  to  cause 
occlusion  and  secondarily  produces  vascular  insufficiency 
to  the  tissue  supplied.  It  is  being  treated  successfully  by  sur- 
geons everywhere.  Direct  surgical  attack  offers  the  only  hope 
for  people  with  occlusive  disease.” 

Forty  years  later  there  is  still  no  drug  that  will  reverse  the 
arteriosclerotic  process.  It  is  known  now  that  elimination  of 
risk  factors  will  improve  prognosis.  There  are  anecdotal  ex- 
amples of  a severe  carotid  stenosis  being  reduced  to  a mild  to 
moderate  carotid  stenosis  by  risk  reduction. 

Continuing  the  quotation,  “Until  recently  all  strokes  pre- 
sented what  appeared  to  be  a hopeless  problem.  Many  physi- 
cians themselves  have  had  defeatist  attitudes.  As  a cause  of 
disability,  invalidism,  and  loss  of  human  dignity,  stroke  has 
few  equals.  The  solution  of  this  pressing  problem  is  a chal- 
lenge to  neurosurgeons  everywhere.”  3,5 

Now  with  500  carotid  endarterectomies  behind  me  I am 
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still  discussing  its  merits.  In  1 954,  Miller  Fisher,  a pioneer  in 
delineating  the  clinical  and  pathologic  picture  of  carotid  ar- 
tery disease  noted  that  its  incidence  was  about  the  same  as 
cerebral  hemorrhage.6  Thus,  it  is  a common  problem. 

It  was  many  years  before  the  question  of  how  to  treat 
asymptomatic  carotid  stenosis  presented  itself.  Data  from  the 
asymptomatic  arteriosclerotic  study7  with  a median  follow 
up  of  2.7  years  suggests  a surgical  risk  of  5.1%  vs.  a medical 
treatment  risk  of  1 1.0%,  or  a 53%  risk  reduction. 

The  study  is  not  without  criticism.8'10  Nine  percent  of  the 
patients  did  not  receive  the  assigned  treatment  for  various 
reasons.7  Approximately  25  patients  were  screened  for  each 
one  entered  in  the  trial.7  It  is  obvious  that  many  patients  with 
severe  carotid  stenosis  were  deselected  or  eliminated  from 
the  trial.  Only  a proportion  of  all  patients  undergoing  end- 
arterectomy at  the  participating  institutions  were  entered  into 
the  trial. 

The  exclusion  criteria  were  very  rigid  and  also  somewhat 
nonspecific.7  One  of  particular  interest  is  that  any  patient  who 
was  likely  to  become  disabled  or  die  in  five  years  was  ex- 
cluded.7 That  is  a question  that  can  rarely  be  answered  in 
vascular  disease  when  one  is  dealing  with  a particular  pa- 
tient. Even  so,  with  the  nation’s  great  centers  participating 
the  cause  of  death  in  the  surgical  group  (83  patients)  and 
medical  group  (89  patients)  were  as  follows:  cardiac  36/48, 
cancer  15/13,  respiratory  failure  10/9,  renal  failure  472,  ce- 
rebral hemorrhage  3/4,  perioperative  3/1,  ipsilateral  stroke 
2/3,  etc.7  The  point  that  has  been  known  for  many  years  by 
physicians  who  treat  patients  with  vascular  disease  is  that 
they  do  die  of  many  causes. 

With  our  current  knowledge  the  surgeon  or  medical  prac- 
titioner cannot  prevent  all  deaths,  heart  attacks,  strokes  or 
the  other  causes  of  death  listed  in  the  study.  Many  surgeons 
can,  however,  present  cases  with  20  to  30  year  good  normal 
survivals.  Very  few  patients  refuse  surgery  when  presented 
with  a 95%  plus  success  rate.  Among  those  few  patients  who 
refuse,  one  can  easily  find  examples  of  patients  who  had  a 
major  stroke  within  days  or  weeks.  This  should  be  consid- 
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ered  a shame  considering  the  excellent  surgical  success  rate. 
There  are  surgeons  who  did  not  participate  in  the  various 
studies  because  they  did  not  feel  it  was  ethical  to  deny  sur- 
gery to  every  other  patient  with  a lesion  having  such  a severe 
and  devastating  potential.  The  North  American  Symptom- 
atic Carotid  Endarterectomy  Trial  was  terminated  when  it 
was  noted  that  surgery  was  highly  beneficial  to  the  study 
patients.  The  Asymptomatic  Carotid  Atherosclerosis  Study 
was  also  terminated  for  the  same  reason. 

Another  sometimes  frustrating  event  in  the  real  world,  not 
mentioned  in  the  studies,  is  the  significant  number  of  pa- 
tients who  are  non-compliant  with  attempts  at  risk  preven- 
tion. Even  so,  the  majority  believe  that  the  studies  represent 
monumental  tasks  well  done  that  resulted  in  invaluable  in- 
formation for  the  clinician. 

Through  the  years  there  have  been  many  reports  that 
seemed  to  favor  prophylactic  carotid  endarterectomy  in  “se- 
lected” patients/"'27 

There  have  also  been  reports  that  question  the  use  of 
prophylactic  carotid  endarterectomy  in  asymptomatic  pa- 
tients.21''14 The  contradictions  remind  me  of  a question  asked 
by  my  4-year-old  granddaughter,  “Granddaddy,  if  mother  tells 
you  to  do  one  thing  and  father  tells  you  to  do  another,  just 
what  is  a person  supposed  to  do? 

There  are  many  unanswered  questions,  and  one  of  the  most 
interesting  is  “Who  exactly  is  at  risk  for  stroke?”15  The  natu- 
ral history  of  cerebrovascular  disease  is  poorly  known. 111  Thus 
it  is  understandable  that  treatment  options  are  not  well  de- 
fined.1" Rarely  are  lesions  exactly  the  same.  Therefore,  ran- 
domized studies  are  not  very  helpful  in  large  “lumped 
groups.”10 

The  North  American  Symptomatic  Carotid  Endarterectomy 
Study1  supported  surgery  in  70%  to  99%  stenosis.  The 
Asymptomatic  Carotid  Arteriosclerotic  Study7  supported  sur- 
gery in  60%  to  99%  stenosis.  Therefore,  what  do  you  do  with 
a symptomatic  60%  to  69%  stenosis?16  We  offer  the  patients 
surgery;  others  do  not.16 

What  are  the  factors  associated  with  an  increase  in  stroke? 
Who  exactly  is  at  risk?15  The  literature  is  voluminous,  but  a 
recent  and  well-done  study  by  Manolio17  in  people  over  age 
65  deserves  further  attention.  They  presented  some  new  in- 
formation on  short-term  predictors  of  incident  stroke  in  older 
adults.  Factors  associated  with  stroke  were  age,  aspirin  use 
(52%  increase  in  stroke,  both  hemorrhagic  and  nonhemor- 
rhagic,  strokes  in  Aspirin  users  who  did  not  have  coronary 
artery  disease,  TIA,  or  atrial  fibrillation.  Stroke  was  not  in- 
creased if  the  patient  had  these  conditions:  diabetes,  impaired 
glucose  tolerance,  higher  systolic  blood  pressure  (patients 
being  treated  with  a systolic  blood  pressure  below  127  mm 
Hg  had  an  increase  of  stroke  or  12.8%  vs.  2.9%  of  treated 
patients  who  maintained  a systolic  blood  pressure  between 
128  and  140  mm  Hg),  increased  time  to  walk  15  feet  (if  the 


patient  required  longer  than  eight  seconds  to  walk  15  feet,  il 
also  correlated  with  coronary  artery  disease,  cardiovascular 
impairment,  and  disability),  elevated  creatinine  level  (0.9  to 
15  mg/dl),  abnormal  left  ventricular  wall  motion,  increased 
left  ventricular  mass  on  echocardiography  (there  was  a two 
times  increase  in  the  incidence  of  stroke  with  this),  ultra- 
sound revealing  75%  carotid  stenosis  (there  was  a three  times 
increase  in  stroke  in  this  group),  atrial  fibrillation,  higher  fac- 
tor VIII,  lower  HDL  and  factor  VII. 

Factors  not  associated  with  stroke  in  older  people  for  short 
term17:  the  black  race,  hemoglobin,  hematocrit,  fibrinogen, 
LDL  cholesterol,  total  cholesterol,  fasting  insulin,  orthostatic 
hypertension,  dizziness  on  standing,  obesity,  smoking  pack 
year,  alcohol  intake,  physical  activity,  uric  acid,  sibling  his- 
tory of  stroke,  loss  or  slurred  speech,  double  vision,  numb- 
ness/tingling,  paralysis,  weakness,  black-out/fainting.  Sev- 
eral of  these  factors  are  known  predictions  of  stroke  in  younger 
people  but  did  not  come  into  play  in  the  short-term  in  older 
adults. 

A continued  question  that  the  practitioner  must  deal  with 
is  what  to  do  about  an  asymptomatic  bruit.  For  years  physi- 
cians were  encouraged  to  listen  for  cervical  bruits,  and  then 
as  the  enthusiasm  for  carotid  endarterectomy  lessened,  they 
became  discouraged.  It  is  now  again  being  encouraged. 
Asymptomatic  cervical  bruits  occur  in  4%  of  the  population 
ever  40  years  of  age. 11,39  Heart  attacks  are  more  frequent  than 
stroke,  and  are  more  often  fatal  if  there  are  carotid  bruits. 1M0 
Another  report41  relates  that  patients  with  asymptomatic  bruits 
are  three  times  as  likely  to  have  ischemic  stroke  as  those  with- 
out. It  is  also  reported  that  bruits  suggest  a hemodynamic  abnor- 
mality41 and  can  be  related  to  the  severity  of  carotid  stenosis.41 
Patients  with  a carotid  bruit  should  have  some  objective  study 
to  determine  whether  or  not  a severe  stenosis  is  present. 

Another  new  and  intriguing  question  in  carotid  disease 
concerns  the  meaning  of  silent  cerebral  infarctions.  Fifteen 
percent  of  the  patients  in  the  Asymptomatic  Carotid  Arterio- 
sclerosis Study  had  silent  infarcts.44  Silent  infarcts  may  be 
related  to  several  conditions,  including  the  severity  of  ca- 
rotid stenosis45  and  major  depression.4647  It  has  also  been  noted 
that  surgery  may  be  just  as  justified  with  silent  infarctions  as 
with  symptomatic  ones. 4X  The  scales  of  high  intellectual  func- 
tion have  not  been  studied  in  silent  cerebral  infarctions.49  It  is 
not  known  if  silent  infarctions  exert  an  influence  on  progno- 
sis of  stroke50  or  if  they  have  a hearing  on  the  future  risk  of 
stroke.51  In  one  study  it  was  noted  that  14  of  17  patients  with 
a silent  cerebral  infarction  had  a hemodynamically  signifi- 
cant carotid  stenosis.51  It  has  been  stated  that  silent  infarcts 
do  not  predict  dementia  after  stroke.54  Silent  infarctions  do 
add  another  dimension  to  asymptomatic  carotid  stenosis.52 
Silent  infarcts  will  probably  continue  to  be  an  enigma  for 
years  to  come. 

Hemodynamic  abnormalities  in  asymptomatic  carotid 
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stenosis  appears  to  be  an  additional  risk  factor  for 
stroke. I4'I6'1MI-42'45'53  This  presents  another  dimension  that 
needs  continued  evaluation  in  an  individual  patient. 

Imaging  in  patients  suspected  of  asymptomatic  carotid 
stenosis  deserves  special  mention.  The  complication  rate  of 
cerebral  arteriography  in  the  Asymptomatic  Carotid  Arterio- 
sclerotic Study  equals  that  of  carotid  endarterectomy.7  This 
fact  mandates  efforts  at  avoiding  arteriography  in  asympto- 
matic patients.  With  the  advent  of  improved  Doppler  ultra- 
sound and  magnetic  resonance  angiography  (MRA),  viable 
options  become  available.  Hemodynamic  abnormalities  may 
also  be  detected  with  these  studies.  Transcranial  Doppler 
sonography  also  defines  a high  stroke  risk  subgroup  by  de- 
tecting cerebral  microembolisms  in  some  patients  with  high- 
grade  stenosis.55  MRA  is  evolving  toward  being  the  sole 
preoperative  imaging  in  carotid  artery  disease.56 

Bogausslavsky,12  a world  renowned  neurologist  (not  a sur- 
geon), addressed  the  decision  making  problem  with  prob- 
ably one  of  the  wisest  statements  made  when  the  decision  for 
or  against  surgery  is  being  made  by  surgeon  and  patient.  He 
referred  to  the  “risk-tolerant”  patient  and  the  ‘risk-intoler- 
ant” patient.  He  concluded  that  with  the  risk-tolerant  patient, 


willingness  to  accept  an  immediate  and  dangerous  procedure 
to  decrease  the  future  risk  of  death  or  chronic  disability  should 
guide  individual  therapeutic  decision  making.  On  the  other 
hand,  in  the  risk-intolerant  asymptomatic  patient,  prophy- 
lactic carotid  endarterectomy  should  not  be  done. 

It  has  been  said  that  “at  last  from  the  darkness  there  is  a 
glimmering  of  science.”57'5"  Since  we  appear  to  have  only  a 
“glimmering”  of  science,  the  “art”  of  surgery  continues  to 
prevail.  Stroke  risk  should  be  determined  by  careful  neuro- 
logic and  general  medical  examination,  overall  hemodynamic 
status,  and  appropriate  imaging.9 

The  subject  of  cost-effectiveness  continues  to  arise  in  all 
aspects  of  medicine.  If  one  does  not  know  that  preventing  a 
stroke  is  cost  effective,59  seek  religious  counseling!  Or  per- 
haps better  yet,  ask  your  patient  if  he  thinks  preventing  his 
stroke  would  be  cost  effective. 

In  summary,  selected  patients  with  severe  (60%  or  more 
stenosis)  asymptomatic  carotid  stenosis  should  be  offered 
surgery  by  properly  trained  surgeons.  Careful  selection  should 
be  determined  by  the  individual  surgeon  and  his  patient. □ 

References  are  available  on  request  from  the  author. 
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Calcium  Channel  Blockers,  Risk  of 
Cancer,  and  the  Challenge  of 
Assessing  Medication  Safety 

Marco  Pahor,  MD 


Drugs  have  multiple  effects.  Some  effects  are  beneficial, 
while  others  are  potentially  harmful.  The  sum  of  these  ef- 
fects determines  the  overall  health  benefit  to  the  patient.1  All 
the  potential  adverse  effects  of  a medication  are  not  known 
at  the  time  of  drug  approval.  Initially,  only  adverse  drug  re- 
actions that  are  frequent  and  occur  shortly  after  the  initiation 
of  therapy  are  known  from  premarketing  studies.  Usually 
these  adverse  drug  reactions  are  expected  and  are  linked  to 
the  known  pharmacologic  actions  of  the  drug.  When  the  drug 
is  marketed  and  given  to  a large  number  of  patients,  uncom- 
mon and  unexpected  adverse  drug  reactions  are  recorded 
mainly  by  means  of  spontaneous  reports.  Postmarketing  ran- 
domized controlled  clinical  trials  may  contribute  to  further 
define  the  safety  profile  of  a medication,  but  clinical  trials 
are  designed  to  determine  drug  benefits  and  in  general  lack 
the  power  to  detect  uncommon  harmful  effects. 

Assessing  the  safety  of  long-term  treatments  is  particu- 
larly challenging  for  several  reasons.  Adverse  events  that 
occur  long  after  exposure  are  difficult  to  document  and  may 
not  be  spontaneously  reported.  After  several  years  of  treat- 
ment, the  patients  as  well  as  their  physicians  are  unlikely  to 
consider  a temporal  sequence  and  therefore  suspect  a causal 
link  between  the  medication  intake  and  the  event.  Adverse 
events  that  are  similar  to  those  expected  as  part  of  the  natural 
history  of  the  patient’s  diseases  are  even  more  difficult  to 
identify.  A typical  example  of  such  long-term  adverse  events 
is  cancer  that  has  a lag  time  of  several  years  and  is  common 
in  the  older  population.  If  an  older  person  were  to  develop 
cancer,  no  one  would  be  alarmed  and  suspect  it  to  be  an  ad- 
verse effect  of  a medication.  Furthermore,  clinical  trials  rarely 
last  long  enough  to  assess  cancer  risk;  most  safety  information 
is  gathered  through  observational  studies,  such  as  case-control 
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and  cohort  studies.2  Finally,  when  a drug  adverse  effect  is 
suspected,  knowledge  of  the  biologic  mechanisms  that  can 
explain  these  effects  is  important  for  determining  causation. 

Safety  issues  related  to  long-term  medication  use  are  par- 
ticularly relevant  to  the  current  controversy  over  calcium 
channel  blockers,24  which  are  among  the  most  frequently 
prescribed  drugs  worldwide  for  treating  hypertension  and 
coronary  heart  disease.  It  is  estimated  that  about  8-10  mil- 
lion Americans  are  currently  long-term  users  of  these  drugs, 
which  represent  the  largest  pharmaceutical  expenditure  for 
TennCare.  Despite  their  widespread  use,  there  is  no  conclu- 
sive evidence  that  calcium  channel  blockers  are  effective  in 
preventing  morbid  events  and  death  in  patients  with  hyper- 
tension1 or  coronary  heart  disease.5 

Several  studies  have  raised  questions  about  the  long-term 
safety  of  calcium  channel  blockers.  Their  use  has  been  linked 
with  an  excess  risk  of  cardiovascular  events,6  myocardial 
infarction,7  hospitalization  for  heart  failure,8  Parkinson’s  dis- 
ease,9 bleeding  in  various  organs,10'11  and  for  certain  sub- 
groups, all-cause  mortality.8'12 

A large  population  based  case-control  study  found  that 
persons  using  short-acting  calcium  channel  blockers  for  treat- 
ing hypertension  were  60%  more  likely  to  experience  an  acute 
myocardial  infarction  than  those  using  diuretics.12  A meta- 
analysis of  16  clinical  trials  of  nifedipine  in  coronary  heart 
disease  found  a significant  dose-dependent  increase  in  mor- 
tality in  patients  using  short-acting  nifedipine  compared  to 
those  receiving  placebo.12  In  a cohort  of  906  participants  of 
the  Established  Populations  for  Epidemiologic  Studies  of  the 
Elderly  (EPESE),  after  adjustment  for  confounders,  older 
persons  using  short-acting  nifedipine  for  treating  hyperten- 
sion were  70%  more  likely  to  die  over  five  years  than  those 
using  beta-blockers.8  In  another  analysis  of  the  EPESE  among 
1,636  hypertensive  participants  use  of  calcium  channel 
blockers  was  associated  with  a doubling  in  the  risk  of  major 
gastrointestinal  bleeding  compared  to  use  of  beta-blockers. 10 

More  recently,  calcium  channel  blockers  have  been  asso- 
ciated with  an  excess  risk  of  cancer.1415  The  EPESE  group 
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have  examined  the  five-year  incidence  of  cancer  according 
to  calcium  channel  blocker  use.  A total  of  202  hypertensive 
patients  age  71  years  or  older  with  no  history  of  cancer  and 
no  heart  failure  who  were  prescribed  calcium  channel 
blockers  were  compared  to  424  similar  patients  using  beta- 
blockers.14  After  adjustment  for  confounding  factors,  the  haz- 
ard ratio  (HR)  of  hospitalization  for  cancer  with  calcium  chan- 
nel blockers  was  2.02  (95%  confidence  interval  [CIJ 
= 1.16-3.54).  The  HRs  (95%  Cl)  for  the  three  subtypes  of 
calcium  channel  blockers  verapamil,  nifedipine  and  diltiazem 
were  2.46  (1.17-5.17),  2.34  ( 1 .09-5.03),  and  1 .40  (0.59-3.28), 
respectively.  The  HR  for  124  patients  using  ACE  inhibitors 
was  0.73  (95%  0=0.30- 1 .78).  Thus,  use  of  calcium  channel 
blockers  statistically  significantly  increased  the  risk  of  can- 
cer. In  a more  extended  analysis  of  5,052  EPESE  partici- 
pants with  few  exclusions  except  for  history  of  cancer,  com- 
pared to  those  not  using  these  drugs  (n=4,601, 373  events), 
the  adjusted  HR  of  any  cancer  for  calcium  channel  blocker 
users  (n=45 1 , 47  events)  was  1 .72  (95%  0=1 .27-2. 35). 15  Also 
in  this  study,  verapamil  and  nifedipine  users  had  the  highest 
risk  of  cancer,  while  the  risk  for  diltiazem  users  was  slightly 
increased  but  not  significantly.  Patients  using  higher  doses 
of  calcium  channel  blockers  had  a greater  risk  than  those 
using  lower  doses.  The  association  between  calcium  channel 
blockers  and  cancer  was  found  for  most  of  the  common  can- 
cers. The  risk  of  cancer  with  other  cardiovascular  drugs  and 
diuretics  was  not  increased,  and  the  HRs  were  close  to  one. 

Another  study  compared  301  cases  with  colon  adeno- 
carcinoma with  621  population  controls. 16  Intake  of  verapamil 
was  reported  in  ten  cases  vs.  one  control  (odds  ratio=22, 95% 
CI=2. 4-480).  No  increased  risk  was  associated  with  beta- 
blockers  or  other  antihypertensive  medications.  Hyperten- 
sion was  not  associated  with  an  increased  risk  for  colon  can- 
cer (OR=l .0,  95%  0=0.7- 1 .5). 

If  calcium  channel  blockers  can  truly  increase  the  risk  of 
cancer  what  are  the  potential  mechanisms?  Three  types  of 
intracellular  processes — movement,  information  processing, 
and  action  of  hormones — are  regulated  by  calcium.  Deregu- 
lation of  cellular  calcium  leads  to  alterations  in  proliferation, 
differentiation,  cellular  structure,  gene  expression,  and  pro- 
grammed cell  death  or  apoptosis.  Apoptosis  is  a general  physi- 
ologic mechanism  for  eliminating  “unwanted”  cells.  It  is  in- 
volved in  embryogenesis,  turnover  of  the  epithelium, 
degenerative  changes  related  to  aging,  involution  of  organs, 
autoimmune  diseases,  ischemia,  atherosclerosis,  and  cancer. 
Transmembrane  calcium  signals  trigger  apoptosis  in  several 
cell  lines.17  Calcium  channel  blockers  inhibit  apoptosis  in 
various  experimental  models  by  blocking  voltage-dependent 
calcium  channels.18  Gingival  hyperplasia,  a known  dose-de- 
pendent  adverse  effect  of  long-term  use  of  calcium  channel 
blockers,  is  believed  to  be  mediated  through  inhibition  of 
apoptosis  in  the  connective  tissue.19 


Apoptosis  is  a physiologic  mechanism  for  preventing  can- 
cer growth. 17  Defective  apoptosis  can  promote  carcinogenesis 
by  allowing  accumulation  of  damaged  dividing  cells,  and  by 
preventing  elimination  of  potentially  malignant  genetic  vari- 
ants.17 Several  agents  can  affect  this  process.  For  example, 
nicotine  can  function  as  a tumor  promoter  by  inhibition  of 
apoptosis.  Lovastatin  and  aspirin  may  on  the  other  hand  in- 
hibit cancer  growth  by  stimulating  apoptosis.  Many  antican- 
cer drugs  act  by  stimulation  of  apoptosis. 

It  has  been  hypothesized  that  calcium  channel  blockers, 
by  interfering  with  apoptosis,  can  function  as  cancer  pro- 
moters.20 This  hypothesis  is  supported  by  in  vitro  studies  that 
show  a significant  increase  in  growth  of  human  colon  and 
breast  cancer  cell  lines  treated  with  therapeutic  concentra- 
tions of  verapamil.21  These  experiments  were  recently  repro- 
duced at  the  Bowman  Gray  School  of  Medicine  showing  a 
dose-dependent  effect.  Measurements  of  DNA  metabolites 
in  the  medium  suggest  that  the  increase  in  cancer  growth 
with  verapamil  was  mediated  by  inhibition  of  apoptosis  (C.D. 
Furberg,  personal  communication).  By  interfering  with  a fun- 
damental biologic  mechanism  such  as  programmed  cell  death, 
calcium  channel  blockers  may  cause  a general  increase  in 
risk  of  cancer  that  may  not  become  apparent  until  after  sev- 
eral years  of  use. 

Though  the  current  studies  on  cancer  are  not  fully  con- 
clusive, the  evidence  on  adverse  outcomes  associated  with 
calcium  channel  blockers  is  accumulating,  and  is  alarm- 
ing.6'12,1 4,1 5,22,23  The  results  of  several  ongoing  large  random- 
ized clinical  trials  in  hypertension  will  not  be  available  until 
after  year  2000. 24  Prudence  requires  that  decisions  about  the 
use  of  calcium  channel  blockers  should  not  be  deferred  until 
these  trials  are  completed,  and  adherence  to  the  national  thera- 
peutic guidelines25,26  is  advisable. 

According  to  the  guidelines  of  the  Fifth  Joint  National 
Committee,  proven  drugs,  such  as  diuretics  and  beta-blockers, 
should  be  used  as  first-  line  agents  for  treating  hypertension.25 
Only  when  diuretics  or  beta-blockers  are  not  tolerated, 
contraindicated,  or  not  effective,  should  other  drugs  be  con- 
sidered. Calcium  channel  blockers  have  not  been  shown  to 
prevent  events  in  patients  with  coronary  heart  disease.27  The 
new  guidelines  of  the  American  Heart  Association  explicitly 
do  not  recommend  calcium  channel  blockers  for  the  treat- 
ment of  acute  myocardial  infarction.26  □ 
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Universal  Newborn  Hearing 
Screening  in  Tennessee 


Jacque  Cundall  RN.C.,  BSN 

The  Tennessee  Department  of  Health’s  Children’s  Spe- 
cial Services  (CSS)  program  supports  the  “Healthy  People 
2000”  goal  of  reducing  the  average  age  at  which  children 
with  significant  hearing  impairment  are  identified  to  no  more 
than  1 2 months  of  age  by  the  year  2000.  Hearing  loss  affects 
approximately  6 out  of  every  1 ,000  babies  born  in  the  United 
States,  and  the  average  age  of  detection  of  hearing  loss  in  the 
United  States  is  2.5  years.12  Even  mild  degrees  of  hearing 
loss  affect  speech  and  language  development. 

Universal  detection  of  hearing  loss  in  infants  was  endorsed 
by  the  National  Institute  of  Health  ( 1 993)  and  by  the  Am- 
erican Academy  of  Pediatrics  Joint  Commission  on  Infant 
Hearing  ( 1 994),  and  it  was  recommended  that  all  infants  be 
screened  for  hearing  loss  within  the  first  three  months  of 
life.3'5  Other  supporters  of  universal  hearing  screening  for 
infants  include  the  American  Academy  of  Pediatrics,  the 
American  Academy  of  Audiology,  the  American  Speech- 
Language-Hearing  Association,  the  American  Academy  of 
Otolaryngology-Head  and  Neck  Surgery,  the  Alexander  Gra- 
ham Bell  Association  for  the  Deaf,  and  the  Directors  of  Speech 
and  Hearing  Programs  in  state  and  welfare  Agencies.  A na- 
tional ad  hoc  group  of  representatives  from  the  Maternal  and 
Child  Health  Bureau,  the  Centers  for  Disease  Control  and 
Prevention,  the  Department  of  Education’s  Office  of  Special 
Education  Resource  Services,  the  National  Institute  on  Deaf- 
ness and  other  Communicative  Disorders,  state  and  local 
health  departments,  and  other  public  and  private  agencies  held 
monthly  teleconference  meetings  from  April  to  September 
1997  to  provide  states  with  assistance  in  implementing  uni- 
versal hearing  screening. 

Hearing  screening  has  been  available  for  infants  with  a 
high-risk  for  hearing  loss  for  some  time  in  many  high-risk 
nurseries  in  Tennessee.  However,  data  suggest  that  formal 
high-risk  programs  are  not  presently  locating  a number  of 
infants  who  have  hearing  losses.5  It  is  now  recognized  that 
50%  of  children  identified  with  a congenital  hearing  loss  do 
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not  exhibit  any  high-risk  factors.6 

Studies  document  evidence  that  children  whose  hearing 
loss  was  identified  and  for  whom  amplification  and  interven- 
tion were  started  at  or  before  six  months  of  age  demonstrated 
larger  expressive  vocabularies,  higher  expressive  language 
scores,  and  higher  language  comprehension  scores  than  those 
whose  hearing  loss  was  identified  after  the  age  of  six  months.7 
A delay  of  longer  than  six  months  has  a significant  impact 
on  the  expressive  and  receptive  language  development. 

The  CSS  program  recognizes  the  need  to  coordinate  a 
network  of  professionals,  service  agencies,  and  family  sup- 
port groups  that  will  not  only  identify  infants  with  a hearing 
loss  prior  to  six  months  of  age,  but  will  assure  timely  medi- 
cal and  diagnostic  evaluation  and  provide  early  intervention 
services  for  infants  and  their  families.  Tennessee  is  one  of  17 
states  participating  in  a grant  administered  by  the  University 
of  Colorado  Marion  Downs  Center  that  will  provide  techni- 
cal assistance  and  training  for  states  and  providers  to  imple- 
ment a network  for  hearing  screening. 

Hearing  loss  (ICD9-389)  was  identified  as  the  number  1 
primary  diagnosis  (16%)  of  the  6,336  children  enrolled  in 
the  CSS  program  in  FY  1996.  An  additional  4%  were  en- 
rolled for  nonsuppurative  otitis  media  and  eustachian  tube 
disorders  (ICD9-381).  More  than  20%  of  the  medical  ser- 
vices costs  provided  by  CSS  were  for  hearing  loss  related 
services  such  as  medical  care,  diagnostic  testing,  hearing  aids, 
and  speech  therapy. 

A CSS  survey  of  Tennessee  hospitals  in  1996-97  demon- 
strated that  13  hospitals  currently  provide  universal  screen- 
ing for  all  infants  (32%  of  the  state  birth  population)  and  an 
additional  1 3 provide  screening  for  high-risk  infants.  The  goal 
of  the  CSS  program  is  to  increase  the  number  of  infants  be- 
ing screened  to  85%.  The  1 3 high-risk  programs  serve  a birth 
population  of  32%,  a potential  of  a total  64%  statewide  screen- 
ing if  they  offered  universal  screening.  There  is  currently  no 
central  registry  of  hearing  impaired  individuals  in  Tennessee  to 
determine  the  number  of  children  identified  with  hearing  loss. 

The  CSS  program  is  working  closely  with  the  Department 
of  Education’s  Tennessee  Early  Intervention  Services  (TEIS) 
program  in  accordance  with  the  Individual  with  Disabilities 
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Education  Act  (IDEA),  Part  H Public  Law  102-1  IQ.^TEIS 
provides  a statewide  comprehensive,  coordinated,  multi- 
disciplinary, interagency  program  of  early  intervention  for 
infants  and  toddlers  age  birth  through  three  years  who  have 
been  identified  with,  or  are  at  risk  for  having,  a developmen- 
tal delay.  Infants  identified  with  a hearing  loss  would  be  re- 
ferred to  TEIS  and  a multidisciplinary  team  would  assist  the 
family  in  developing  a plan  to  follow  through  with  appropri- 
ate medical,  audiological,  and  intervention  services. 

There  are  currently  two  accepted  techniques  available  for 
use  in  screening  infants  prior  to  discharge  from  the  hospital 
nursery.  The  brainstem  auditory  evoked  response  (BAER/ 
ABR)  method  measures  the  neurotransmission  of  sound  in 
the  peripheral  auditory  nerve  and  brainstem.  The  evoked 
otoacoustic  emission  (OAE)  method  measures  sound  emit- 
ted by  the  outer  hair  cells  of  the  cochlea  of  healthy  ears  in 
response  to  acoustic  (click)  stimulation.  Some  technologies 
are  automated  and  do  not  require  an  audiologist  to  interpret 
results.  A few  Tennessee  hospitals  have  access  to  both  meth- 
ods. Screenings  may  be  performed  by  audiologists,  nurses  or 
technicians,  depending  on  the  technique  available.  Costs  for 
testing  range  from  $12  to  $25  per  infant  depending  on  tech- 
nique, disposable  supplies,  personnel  performing  tests,  and 
birth  population.10  Referral  rates  for  further  evaluation  range 
from  2%  to  30%  dependent  upon  the  technique  utilized. 

At  this  time,  at  least  37  states  have  more  than  one  hospital 
providing  universal  hearing  screening;  four  of  them  have 
mandated  universal  screening  (Rhode  Island,  Hawaii,  Mis- 
sissippi, Colorado).  Other  states  pursuing  legislation  are 
Massachusetts  and  New  York.  Utah  has  included  this  as  part 


of  the  Medicaid  EPSDT  screening;  Louisiana  has  a success- 
ful program  without  a mandate;  New  Mexico,  Wyoming, 
Texas,  North  Carolina,  South  Carolina,  and  Georgia  have  been 
successful  with  obtaining  funding  for  equipment  and  supplies. 

The  6: 1 ,000  incidence  of  hearing  loss  is  much  greater  than 
other  disorders  that  are  routinely  screened  for  at  birth.  In  1996, 
Tennessee  identified  4 infants  with  PKU,  19  with  congenital 
hypothyroidism,  1 with  galactosemia,  and  43  with  sickle  cell 
disease  and  other  hemoglobinopathies  in  a birth  population 
of  78,757.  In  that  same  year,  473  infants  may  have  been  born 
with  a hearing  loss,  although  it  is  not  known  how  many  were 
identified. 

Tennessee  has  the  challenge  of  providing  universal  hear- 
ing screening  as  a standard  of  care  for  all  infants  and  of  meet- 
ing the  Healthy  People  2000  goal  to  reduce  the  average  age 
of  identification  of  hearing  loss  to  less  than  12  months. □ 
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The  Journal 


Vanderbilt  Morning  Report 

Isosporiasis  Presenting  With 
Failure  to  Thrive 


Case  Report 

A 79-year-old  black  man  with  a remote  history  of  resec- 
tion of  a non-small  cell  lung  cancer  was  brought  to  the  VA 
triage  by  family  members  who  stated  that  he  was  weak  and 
had  been  unable  to  get  out  of  bed  for  a month.  Upon  further 
questioning,  the  family  stated  that  he  had  been  living  by  him- 
self and  not  eating.  He  complained  of  diarrhea  for  the  past 
month  without  any  abdominal  pain,  nausea,  or  melena.  The 
family  thought  he  had  lost  approximately  70  lb  over  the  last 
year,  but  this  was  undocumented. 

The  patient  was  diagnosed  with  nosocomial  lung  cancer 
in  1983,  and  underwent  right  lower  lung  resection  without 
further  sequelae.  He  has  a remote  history  of  hypertension  for 
which  he  takes  no  medication.  In  1994,  when  he  fractured 
his  right  hip,  he  was  noted  to  have  eosinophilia,  but  a work- 
up in  the  hospital  was  negative  for  stool  ova  and  parasites.  A 
PPD  was  negative,  and  he  refused  further  work-up  and  was 
lost  to  follow-up.  He  currently  smokes  one  pack  of  cigarettes 
per  day  and  has  a history  of  heavy  alcohol  use  in  the  past. 

Physical  examination  revealed  a disheveled,  cachectic 
black  man  in  no  acute  distress.  He  was  afebrile,  and  his  other 
vital  signs  were  within  normal  limits.  HEENT  examination 
revealed  bitemporal  wasting  and  poor  dentition.  Examina- 
tion of  the  chest,  lungs,  and  heart  were  all  within  normal 
limits.  His  abdomen  was  scaphoid  and  without  masses  or 
hepatosplenomegaly.  A guaiac  test  was  heme-negative.  No 
lymphadenopathy  was  appreciated.  He  was  alert  and  oriented, 
and  his  neurologic  examination  was  negative.  Laboratory  tests 
revealed  a WBC  count  of  9,800/cu  mm,  and  hematocrit  was 
3 1 % with  an  MCV  of  93  fl.  The  differential  was  60%  neutro- 
phils, 18%  lymphocytes,  and  16%  eosinophils.  A chem-7  was 
within  normal  limits,  and  liver  function  tests  were  normal 
except  for  an  albumin  of  1.4  gm/dl. 

A CT  scan  of  the  chest  and  abdomen  for  a possible  tumor 
was  negative.  Bp  level,  TSH/T4,  and  cortisol  levels  were  all 
within  normal  limits.  A PPD  was  negative,  as  was  a stool 
specimen  for  occult  blood  and  white  cells.  However,  Isospora 
belli  was  discovered  in  his  stool  on  acid-fast  stain.  An  HIV 
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test  was  negative.  He  was  treated  with  trimethoprim- 
sulfamethoxazole  (TMP/SMX)  for  three  weeks.  When  seen 
on  follow-up,  his  diarrhea  had  resolved,  and  he  reported  im- 
proved appetite  and  had  gained  weight.  He  failed  to  bring  in 
a repeat  stool  specimen.  His  repeat  CBC  did  not  demonstrate 
eosinophilia. 

Discussion 

Isospora  belli  is  an  uncommon  coccidial  intestinal  para- 
site that  is  endemic  in  certain  parts  of  Asia,  Africa,  and  South 
America.  It  is  the  only  known  cause  of  intestinal  isosporiases. 
This  opportunistic  pathogen  is  now  found  primarily  in 
immunocompromised  patients,  particularly  those  with  the 
acquired  immune  deficiency  syndrome  (AIDS).  It  has  recently 
been  found  in  increasing  association  with  Cryptosporidia, 
microsporidia,  and  cyclospora  in  AIDS  patients.  In 
immunocompromised  patients  it  may  result  in  significant 
morbidity,  especially  chronic,  intractable,  watery  diarrhea. 
Yet  it  is  only  rarely  implicated  as  the  cause  of  diarrhea,  usu- 
ally traveller’s  diarrhea,  in  the  immunocompetent  individual. 
I.  belli  is  distinguished  from  these  other  organisms  by  its 
characteristic  oval  or  elliptical  shape.  It  is  one  of  the  largest 
oocysts,  at  20-30  p.,  with  four  sporozoites  in  two  sporocysts. 
They  can  typically  be  seen  well  on  acid-fast  stain  and  wet 
preparation.1-2 

Enteric  protozoa  are  found  worldwide,  their  prevalence 
correlated  with  sanitation.  Though  I.  belli  infection  in  immu- 
nocompetent patients  is  rare  in  the  United  States,  it  is  be- 
coming identified  more  often  in  patients  with  AIDS.  Among 
patients  with  AIDS  in  the  United  States,  I.  belli  infection  has 
been  reported  in  less  than  1%  of  cases.  In  Haiti,  however,  it 
may  be  as  high  as  15%.  Infection  occurs  typically  via  the 
fecal-oral  route,  but  direct  contamination  of  food  and  water 
can  occur. 3-4 

Histologically,  biopsy  of  the  small  bowel  in  patients  with 
isosporiasis  reveals  an  enteritis  pattern  that  may  range  from 
mild  to  severe  and  correlates  well  with  the  clinical  course. 
The  mucosa  may  have  blunted  villi  and  hyperplasia  of  the 
crypts.  Inflammatory  cells,  especially  eosinophils,  infiltrate 
the  lamina  propria.  Both  the  asexual  and  sexual  stages  may 
be  identified  in  the  enterocytes.  The  sporozoites  and  mero- 
zoites  are  motile  and  invade  the  enterocyte.  They  are  often 
“banana  shaped.”  The  more  mature  trophozoites  have  a 


372 


Tennessee  Medicine  ~ September,  1997 


prominent  nucleus  and  nucleoli.  Extraintestinal  isosporiases 
in  the  biliary  tract  of  an  AIDS  patient  has  been  reported  but 
not  in  the  immunocompetent  patient.1'5 

After  exposure  to  oocysts  in  contaminated  food/water, 
sporozoites  are  released  within  the  lumen  of  the  small  bowel. 
The  sporozoites  invade  the  enterocyte  and  mature  into  tro- 
phozoites. The  trophozoites  release  merozoites,  which  can 
then  invade  other  enterocytes.  This  completes  the  asexual  por- 
tion of  the  cycle.  The  merozoites  may  transform  into  either 
microgametocytes  or  macrogametocytes.  This  begins  the 
sexual  portion  of  the  cycle.  A zygote  is  produced  when  the 
microgametocyte  fertilizes  the  macrogametocyte.  The  zygote 
develops  a cyst  wall  and  is  excreted  in  the  feces.  Two  sporo- 
cysts  result  from  the  oocyst,  each  with  four  sporozoites.1 

Immunodeficient  hosts  are  predisposed  to  having  longer 
courses  than  normal  hosts  infected  with  Isospora.  These  pa- 
tients may  suffer  from  anything  from  mild  malabsorption  to 
severe  life-threatening  diarrhea.  Immunocompetent  hosts 
usually  have  diarrheal  stools  approximately  fives  times  a day, 
abdominal  pain,  and  malaise.  In  most  patients  this  is  a self- 
limiting  course,  but  in  a few  the  diarrhea  may  last  for  months 


to  years.  Some  patients  may  also  have  a low-grade  fever  and 
flatulence.  The  lack  of  WBC  and  RBC  in  the  stool  indicate 
that  this  is  not  an  entero-invasive  bacterial  or  amoebal  pro- 
cess. Nevertheless,  patients  with  isosporiases  may  have  a 
peripheral  eosinophilia.1 

In  immunocompetent  patients  a 10-day  course  of  TMP/ 
SMX  double  strength  four  times  a day  or  sulfadoxine-pyri- 
methamine  will  often  achieve  effective  eradication  of  oocysts.2 
An  additional  three- week  course  of  TMP/SMX  twice  a day 
is  recommended  by  Sanford’s  Gui de  to  Anti-Microbial  Treat- 
ment. In  patients  allergic  to  sulfa  drugs,  treatment  with 
pyrimethamine  or  metronidazole  achieves  similar  relief. 
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Allen  S.  Edmonson,  MD,  Chairman Memphis 

Francis  W.  Gluck  Jr.,  MD Nashville 

James  Chris  Fleming,  MD Memphis 


ALTERNATE  DELEGATES  TO  THE  AMA 


David  G.  Gerkin,  MD Knoxville 

John  R.  Nelson  Jr.,  MD Knoxville 

Virgil  H.  Crowder  Jr.,  MD  Lawrenceburg 

Ann  H.  Price,  MD Nashville 

Charles  W.  White  Sr.,  MD Lexington 

Robert  C.  Patton,  MD Kingsport 

Donald  B.  Franklin,  MD Chattanooga 

Michael  A.  McAdoo,  MD Milan 


COUNCILORS 


First  District Burgin  E.  Dossett  Jr.,  MD,  Johnson  City 

Second  District  Leon  J.  Bogartz,  MD,  Knoxville 

Third  District Donna  K.  Hobgood,  MD,  Chattanooga 

Fourth  District Frederick  (Bronn)  S.  Rayne,  MD,  Cookeville 


AMA  YOUNG  PHYSICIAN  SECTION  DELEGATES 


Steven  G.  Flatt,  MD  (Delegate)  Cookeville 

Tara  Sturdivant,  MD  (Delegate) Knoxville 

Jeff  L.  Douglas,  MD  (Alternate  Delegate) Kingsport 

Charles  W.  White  Jr.,  MD  (Alternate  Delegate) Lexington 


TMA  YOUNG  PHYSICIAN  SECTION 
Board  of  Directors 

Chairman  Steven  G.  Flatt,  MD,  Cookeville 

Chairman-Elect Tara  Sturdivant,  MD,  Knoxville 

Secretary Jeff  L.  Douglas,  MD,  Kingsport 

TMA  East  Tenn.  Delegate Tara  Sturdivant,  MD,  Knoxville 

TMA  East  Tenn  Alt.  Delegate Charles  W.  White  Jr.,  MD,  Lexington 

TMA  Middle  Tenn.  Delegate Steven  G.  Flatt,  MD,  Cookeville 

TMA  Middle  Tenn  Alt.  Delegate Kevin  C.  Lunde,  MD,  Columbia 

TMA  West  Tenn.  Delegate Lee  M.  Carter,  MD,  Huntingdon 

TMA  West  Tenn.  Alt.  Delegate Daniel  S.  Boyd,  MD,  Memphis 


IMPACT 

Board  of  Directors 


First  District David  K.  Garriott,  MD,  Kingsport 

Second  District  Clark  E.  Julius,  MD,  Knoxville 

Third  District William  E.  Rowe,  MD,  Chattanooga 

Fourth  District Fred  Ralston  Jr.,  MD,  Fayetteville 

Fifth  District Ronald  E.  Overfield,  MD,  Nashville,  Secy.-Treas. 

Sixth  District Charles  T.  Womack,  MD,  Cookeville 

Seventh  District James  D.  King,  MD,  Selmer,  Chairman 

Eighth  District John  W.  Hale,  MD,  Union  City 

Ninth  District Richard  M,  Pearson,  MD,  Memphis 

Representing  the  Alliance Mrs.  Robert  (Sue)  Vegors,  Jackson 


TMA  STUDENT  EDUCATION  FUND,  INC. 
Board  of  Directors 


Subhi  D.  Ali,  MD Waverly 

Billy  J.  Allen,  MD Ooltewah 

Charles  Ed  Allen,  MD Johnson  City 

Allen  S.  Boyd  Jr.,  MD Memphis 

William  B.  Harwell  Jr.,  MD Milan 

William  L.  Hickerson,  MD Memphis 

Nat  E.  Hyder  Jr.,  MD Johnson  City 

Joel  R.  Locke,  MD Franklin 

E.  Conrad  Shackleford  Jr.,  MD Hendersonville 


TENNESSEE  MEDICAL  FOUNDATION 
Board  of  Directors 


Charles  Ed  Allen,  MD Johnson  City 

David  T.  Dodd,  MD Murfreesboro 

James  T.  Galyon,  M.D  Memphis 

Sherri  Gray,  MS Nashville 

John  R.  Nelson  Jr.,  MD,  President Knoxville 

Evelyn  B.  Ogle,  MD,  Vice-President Memphis 

Walter  Puckett  III,  MD Chattanooga 

Howard  L.  Salyer,  MD Nashville 

Paul  R.  Stumb,  MD,  Secretary/Treasurer Nashville 

Charles  B.  Thorne,  MD Nashville 

Kenneth  F.  Tullis,  MD Memphis 
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COMPONENT  SOCIETIES— 1997-1998  OFFICERS 

Tennessee  Medical  Association 


BEDFORD 

Pres. — Frank  L Jayakody,  MD,  Shelby ville 
Secy. — Domenic  M.  Canonico,  MD 

841  Union  St.,  Suite  K,  Shelby  ville  37160 

BENTON-HUMPHREYS 

Pres. — Robert  I.  Bourne,  MD,  Camden 

Secy. — Subhi  D.  Ali,  MD 

P.O.  Box  786,  Waverly  37185 

BLOUNT 

Pres. — Frederic  Radoff,  MD,  Maryville 
Secy. — Donald  E.  Jones,  MD 

2621  Carpenters  Grade  Road,  Maryville  37801 

BRADLEY 

Pres. — Timothy  A.  Viser,  MD,  Cleveland 
Secy. — Jerry  DeVane,  MD 

P.O.  Box  3627,  Cleveland  3731 1 

BUFFALO  RIVER  VALLEY 
Pres. — John  P.  Crider,  MD.  Parsons 
Secy. — Charles  M.  Alderson,  MD 

P.O.  Box  277 , Parsons  38363 

CAMPBELL 

Pres. — Elijah  G Cline  Jr.,  MD,  LaFollette 
Secy. — Lee  J.  Seargeant  Jr.,  MD 

P.O  Box  1381,  LaFollette  37766-1381 

CARTER 

Pres. — Tedford  S.  Taylor,  MD,  Elizabethton 
Secy. — Scott  O.  Caudle,  MD,  Elizabethton 
Exec.  Secy. — Evelyn  Dugger 

1501  West  Elk  Ave.,  Elizabethton  37643 

CHATTANOOCA-HAMILTON 
Pres. — Charles  Seinknecht,  MD,  Chattanooga 
Secy. — Frank  J.  Miller.  MD,  Chattanooga 
Exec.  Dir. — Rae  Bond 

1917  E.  Third  St.,  Chattanooga  37404 

COCKE 

Pres. — Edward  W.  Capparelli,  MD,  Parrottsville 
Secy. — Mary  M.  Huff,  MD 

407  Fourth  St.,  Newport  37821 

COFFEE 

Secy. — Robert  W.  Ridley,,  MD 

100  William  Northern  Blvd..  37388 

CONSOLIDATED 

Pres. — Donald  T.  McKnight,  MD,  Jackson 
Secy. — Oscar  M.  McCallum.  MD.  Henderson 
Exec.  Secy. — Kelly  Tolley 

616  W.  Forest,  Jackson  38301 

CUMBERLAND 

Pres. — Richard  L.  Bilbrey,  MD,  Crossville 
Secy. — James  M.  Stallworth,  MD 

81 1 S.  Main  St.,  Crossville  38555 

DeKALB 

Pres./Secy. — Melvin  L.  Blevins,  MD 

P.O.  Box  667,  Smithville  37166 

DICKSON 

Pres. — Jeffrey  S.  Gordon,  MD,  Dickson 
Secy. — Van  F.  Mills,  MD 

1 1 1 Hwy.  70  East,  Dickson  37055 

FENTRESS 

Secy. — R.  Leonard  Carroll,  MD 

P.O.  Box  1350,  Jamestown  38556 

FRANKLIN 

Pres./Secy. — T.  Scott  Holder,  MD 

P.O  Box  712,  Winchester  37334 

GILES 

Pres. — Mohamed  Ziauddin,  MD,  Pulaski 
Secy. — Jon  M.  Owings,  MD 

1265  East  College  St.,  Pulaski  38478 

GREENE 

Pres. — O.  Ward  Swarner,  MD,  Greeneville 
Secy. — Philip  A.  Marino  Jr..  MD 

1410TuscuIum  Blvd.,  Greeneville  37745 


HARDIN 

Pres. — Gade  S.  Rao,  MD,  Savannah 
Secy. — John  D.  Lay,  MD 

1900-B  Wayne  Road.  Savannah  38372 

HAWKINS 

Pres. — Renfro  B.  Baird  Jr.  MD,  Rogersville 
Secy. — Manuel  S.  Verzosa,  MD,  Rogersville 
Exec.  Secy. — Clara  Brooks 

Hawkins  County  Mem.  Hosp.,  Rogersville  37857 

HENRY 

Pres. — Roger  T.  Swanson,  MD,  Paris 
Secy. — Glen  S.  Garrett,  MD 

300  Hospital  Circle,  Paris  38242 

JACKSON 

Pres — E.M.  Dudney,  MD,  Gainesboro 
Secy. — Gregory  L.  Byrne,  MD 

204  South  Main  St.,  Gainesboro  38562 

KNOXVILLE 

Pres. — Leon  J Bogartz,  MD,  Knoxville 
Secy. — John  E.  DePersio,  MD,  Knoxville 
Exec.  Vice-Pres. — Sonnie  Bridgford 

422  W.  Cumberland  Ave.,  Knoxville  37902 

LAKE  WAY 

Pres. — Larry  Toffoletto,  MD,  Morristown 
Secy. — Kelly  L.  Lish,  MD 

623  W Third  North  St. , Morristown  37814 

LAWRENCE 

Pres. — Jayraj  C.  Shah,  MD,  Lawrenceburg 
Secy. — Clayton  D.  Wilson,  MD 

1605  South  Locust  Ave.,  Lawrenceburg  38464 

LINCOLN 

Pres. — Robert  A.  Westover,  MD,  Fayetteville 
Secy. — Michael  Siaw,  MD 

30  Timberlake  Trail,  Fayetteville  37334 

MACON 
(No  Report) 

MARSHALL 

Pres. — Gary  J.  Wolf,  MD,  Lewisburg 
Secy. — Melvin  G.  Lewis,  MD 

1205  Nashville  Hwy.,  Lewisburg  37091 

MAURY 

Pres. — Lucy  Y.  Dirr,  MD,  Columbia 
Secy. — Thomas  R.  Duncan,  MD 

1224  Trotwood  Ave.,  Columbia  38401 

McMINN 

Pres. — Clyde  S.  Martin,  MD,  Athens 
Secy. — Ronald  A.  Leo,  MD 

P.O.  Box  70,  Athens,  TN  37371 

MEMPHIS-SHELBY 
Pres. — F.  Hammond  Cole  Jr.,  MD.  Memphis 
Secy. — Hugh  Francis  III,  MD,  Memphis 
Exec.  Vice-Pres. — Michael  Cates,  CAE 

1067  Cresthaven  Road,  Memphis  38119 

MONROE 

Pres. — Syed  M.  Amer,  MD,  Loudon 
Secy. — Thomas  S.  Evans,  MD 

226  Briarcliff,  Sweetwater  37874 

MONTGOMERY 

Pres. — William  D.  Shippen,  MD,  Clarksville 
Exec.  Secy. — Pat  Milan 

P.O.  Box  3160,  Clarksville  37040 

NASHVILLE 

Pres. — David  R Yates,  MD.  Nashville 
Secy. — Tracey  E.  Doering,  MD,  Nashville 
Exec.  Dir. — Margaret  Click 

205  23rd  Ave.  North,  Nashville  37203 

NORTHWEST 

Pres. — James  H.  Wolfe,  MD,  Dyersburg 
Secy. — James  W.  Shore,  MD 

1 17  Kennedy  Dr..  Martin  38237 


OVERTON 

Pres. — Barton  M.  Clements,  MD,  Celina 
Secy. — Vincent  L.  Fromke,  MD.  Livingston 
Exec.  Secy. — Fern  Savage 

315  Oak  St. , Livingston  38570 

PUTNAM 

Pres. — Michael  S.  Pippin,  MD,  Cookeville 
Secy. — Donald  W.  Tansil,  MD 

585  N.  Pickard  Ave.,  Cookeville  38501-2936 

ROANE-ANDERSON 
Pres. — Randall  R.  Robbins,  MD,  Oak  Ridge 
Secy. — Mary  Headrick,  MD,  Oak  Ridge 
Exec.  Dir. — Becky  Lew 

988  Oak  Ridge  Tpke.,  Suite  255,  Oak  Ridge  37830 

ROBERTSON 

Pres. /Sec. — Paul  D.  Hartzheim,  MD 

101  E.  Mooreland  Dr.,  Springfield  37172 

RUTHERFORD 

Pres. — James  T.  Carter,  MD,  Murfreesboro 
Secy — James  L Rungee,  MD 

1010  N.  Highland,  Murfreesboro  37130 

SCOTT 

Pres. — David  Bruce  Coffey,  MD,  Oneida 
Secy. — Maxwell  E.  Huff,  MD 

206  Cross  St.,  Oneida  37841 

SEVIER 

Pres. — Vincent  B.  Tolley,  MD,  Sevierville 
Secy. — John  C.  Jacobs  Jr.,  MD 

507  Alderman  Road,  Sevierville  37862 

SMITH 

Pres. — Michael  H.  West,  MD,  Carthage 
Secy. — Ronald  J.  Barriault,  MD 

313  Jackson  Ave.,  Carthage  37030 

SULLIVAN 

Pres. — Thomas  Mitoraj,  MD,  Bristol 
Secy. — James  O.  Shirk,  MD,  Bristol 
Exec.  Secy. — Elaine  Simone 

P.O.  Box  238,  Kingsport  37662 

SUMNER 

Pres. — Raymond  Wesley,  MD,  Hendersonville 
Secy. — Michael  E.  Green,  MD 

510  East  Main  St.,  Gallatin  37066 

TIPTON 

Pres. — Jesse  J.  Cannon,  MD,  Covington 
Secy. — Jimmie  L.  Beasley,  MD, 

PO.  Box  91 1,  Covington  38019 

WARREN 

Pres. — Wendell  V.  McAbee,  MD,  McMinnville 
Secy.— B.  Jeffery  Wallis,  MD 

140  Vo-Tech  Dr.,  Suite  1 , McMinnville  371 10 

WASHINGTON-UNICOI-JOHNSON 
Pres. — William  H Messerschmidt,  MD,  Johnson  City 
Secy. — Kenneth  E.  Cutshall,  MD,  Johnson  City 
Exec.  Secy — Beatrice  Hudswell 

400  State  of  Franklin  Road.  Johnson  City  37604 

WHITE 

Pres. — Alan  R Drake,  MD,  Sparta 
Secy. — Chet  M.  Gentry,  MD 

423  Sewell  Dr..  Sparta  38583 

WILLIAMSON 

Pres. — W Gregory  Cook.  MD,  Franklin 
Secy. — Elliott  H.  Himmelfarb,  MD 

802  Franklin  Road,  Brentwood  37027 

WILSON 

Pres. — James  C.  Bradshaw  Jr  , MD,  Lebanon 
Secy. — Charles  A.  Mitchell  Jr.,  MD 

1423  Baddour  Pkwy.,  Lebanon  37087 
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If  you’ve  ever  said  this,  you  may  want  to  ask 
your  lab  to  use  Triage"  Plus  TCA. 


Stat. 


BIOSITE 

■■■■■■■[hiiihiib 


PANEL  FOR 
DRUGS  OF 
ABUSE 

PLUS  TRICYCLIC 
ANTIDEPRESSANTS 


The  First  Urine-based  Immunoassay 
For  Tricyclic  Antidepressants. 


• Screens  urines  for 
8 classes  of  Drugs 
of  Abuse 

• Fastest  turnaround 
time  possible 

• Used  by  more  than 
2,500  hospitals 
nationwide 

• Stat  results  available 
24  hours  a day 


Complete. 


Accurate. 


Reliable. 


The  TRIAGE  assay  provides  only  a preliminary  analytical  test  result.  A more  specific  alternate  chemical  method  must  be  used  In  order  to  obtain  a 
confirmed  analytical  result.  READ  COMPLETE  INSTRUCTIONS  PRIOR  TO  USE  AND  PRIOR  TO  INTERPRETING  TEST  RESULTS. 


11030  ROSELLE  ST. 
SAN  DIEGO,  CA  92121 

1-800-745-8026 


News  and  Views 


TMA  Alliance  Report 


“Building  A Healthier  Tennessee” 

By  Health  Promotion 

Anti-violence  initiatives  and  conflict  resolution  skills  are  the 
1997-98  Health  Promotion  Committee’s  focus.  Strategies  in- 
clude the  introduction  of  new  resources  and  the  continuation  of 
the  SAVE  (Stop  America’s  Violence  Everywhere)  Program. 
National  SAVE  day  is  October  8,  1997.  TMAA  is  pleased  to 
have  Jean  Lowery  as  Health  Promotion  Committee  Chairman. 

We  will  stress  the  importance  of  SAVE  at  the  local  level  and 
promote  local  and  state  programs.  The  Save-A-Shelter  projects 
will  continue  for  victims  of  domestic  violence  in  need  of  hous- 
ing. By  leaving  an  abusive  situation,  victims  of  domestic  abuse 
take  the  first  step  toward  breaking  the  cycle  of  violence.  Save- 
A-Shelter  gives  them  that  chance.  Since  October  1996,  more  than 
500  Alliances  nationwide  have  offered  aid  to  shelters  that  house 
abuse  victims.  Some  have  even  built  shelters.  Shelter  Showers 
are  a popular  event  in  many  counties — members  bring  needed 
items  for  shelters,  such  as  toiletry,  children  or  adult  clothing, 
paper  products,  cooking  utensils,  furnishings,  books,  paint,  etc. 

We  will  heighten  awareness  of  all  forms  of  media  violence 
(including  videos  and  video  games)  that  glamorize  unhealthy 
behaviors  such  as  drugs,  smoking,  violence,  and  premature  and 
casual  sex.  TMAA  promotes  the  use  of  appropriate  software  to 
block  violence  and  pornography  on  the  Internet.  We  encourage 
collaboration  with  other  local  organizations  addressing  similar 
issues. 

Conflict  resolution  will  be  addressed  via  a one-page  flier 
developed  by  AMAA  on  available  conflict  resolution  resources 
to  promote  existing  programs  for  distribution  to  schools,  parent 
groups,  PTAs,  etc.  The  target  age  for  the  resource  is  10-12  years, 
or  4th-6th  graders. 

Since  1 989,  the  AMA  Alliance  has  honored  county  Alliances 
for  outstanding  projects  in  the  areas  of  health  promotion  and 
awareness  with  Health  Awareness  Promotion  (HAP)  Awards. 
TMAA  will  promote  HAP  Award  entries.  We  will  encourage 
medical  students  and  medical  student  spouses’  participation  in 
“Hands  Are  Not  For  Hitting”  and  “I  Can  Choose”  resource  ma- 
terials. We  will  also  promote  the  use  of  Project  Bank  catalogue 
for  Health  Promotion  projects. 

Other  areas  of  interest  in  Health  Promotion  are  Osteoporosis, 
Tattoo  and  Body  Piercing  Safety,  Emergency  Telephone  List- 
ings, and  Prostate  Cancer  Screening  Awareness.  TMAA  is 
“Building  A Healthier  Tennessee”  via  many  county  and  state 
projects  in  Health  Promotion. 

Nancye  Hines 
TMAA  President 


In  Memoriam 


W.  A.  Bell,  age  72.  Died  July  25,  1997.  Graduate  of  University 
of  Tennessee  College  of  Medicine.  Member  of  Dickson  County 
Medical  Society. 


James  N.  Etteldorf,  age  87.  Died  June  27,  1997.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of  Mem- 
phis-Shelby  County  Medical  Society. 

11.  Stratton  Jones,  age  76.  Died  June  8,  1997.  Graduate  of  Uni- 
versity of  Tennessee  College  of  Medicine.  Member  of  Roane- 
Anderson  County  Medical  Society. 

Maurice  N.  Lowry,  age  75.  Died  June  17,  1997.  Graduate  of 
University  ofTennessee  College  of  Medicine.  Member  of  Con- 
solidated Medical  Assembly  of  West  Tennessee. 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Anuj  Chandra,  MD,  Trenton 

Howell  B.  Dalton,  MD,  Hixson 

Edward  Fody,  MD,  Chattanooga 

Brent  S.  Morris,  MD,  Chattanooga 

Brent  L.  Norris,  MD,  Chattanooga 

Gershon  Y.  Perry,  MD,  Chattanooga 

Peter  C.  Rawlings,  MD,  Chattanooga 

William  Weathers  Jr.,  MD,  Lookout  Mountain 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Lanetta  Anderson,  MD,  Memphis 
Glenn  A.  Crosby  II,  MD,  Memphis 
Timothy  S.  Fournet,  MD,  Memphis 
James  F.D.  Freeman,  MD,  Memphis 
Eric  E.  Johnson,  MD,  Memphis 
Errol  Lewis,  MD,  Memphis 
Vijayavel  Palanichamy,  MD,  Memphis 
Jarvis  D.  Reed,  MD,  Memphis 
Vincent  R.  Samuel,  MD,  Memphis 
Arthur  M.  Townsend  IV,  MD,  Cordova 
Hal  B.  Wright  Jr.,  MD,  Memphis 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Sarah  B.  Cobbs,  MD,  Clarksville 
Keith  D.  Starkweather,  MD,  Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Lewis  J.  Bellardo,  MD,  Nashville 
Michelle  M.  Cochran,  MD,  Nashville 
David  L.  Collier,  MD,  Antioch 
Harold  A.  Ferguson,  MD,  Nashville 
Patricia  A.  Weaver,  MD,  Nashville 
John  A.  Williams,  MD,  Brentwood 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Anita  L.  Johnson,  MD,  Goodlettsville 
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Personal  News 


Bennett  Y.  Cowan  Jr.,  MD,  Kingsport,  has  been  certified  by 
the  American  Board  of  Hospice  and  Palliative  Medicine  through 
the  American  Academy. 

William  S.  Dallas,  MD,  Oak  Ridge,  has  been  certified  by  the 
American  Board  of  Surgery  with  added  qualifications  in  vascu- 
lar surgery. 


AMA  Physician  Recognition  Awards 


The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  June  1997.  This  list,  sup- 
plied by  the  AMA,  does  not  include  members  who  reside  in 
other  states.  Physicians  can  receive  the  PRA  certificate  valid  for 
one,  two,  or  three  years.  For  the  one-year  award,  physicians  re- 
port 50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1 ; for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1 . Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

Rodney  B.  Ashworth,  MD,  Franklin 
Melvin  L.  Blevins,  MD,  Smithville 
Henry  B.  Brackin,  MD,  Nashville 
Walter  U.  Brown,  MD,  Nashville 
John  W.  Chambers,  MD,  Cleveland 
Delores  M.  DiGaetano,  MD,  Cordova 
Gary  D.  Eastes,  MD,  Chattanooga 
Michel  N.  Haddad,  MD,  Kingsport 
Barrett  G.  Haik,  MD,  Memphis 
Ahmad  Idris,  MD,  Memphis 
Charles  E.  Jordon,  MD,  Cookeville 
Scott  H.  Keith,  MD,  Cookeville 
Howard  S.  Kirshner,  MD,  Nashville 
Scott  M.  Kloek,  MD,  Cordova 
Melvin  G.  Lewis,  MD,  Lewisburg 
Clarence  B.  Marsh,  MD,  Chattanooga 
William  R.  McKissick,  MD,  Knoxville 
Alfredo  Nieves-Gonzalez,  MD,  Chattanooga 
Luis  C.  Pannocchia,  MD,  New  Tazewell 
Warren  R.  Patterson,  MD,  Nashville 
Robert  D.  Ponder,  MD,  Knoxville 
Mark  E.  Reiber,  MD,  Hermitage 
Michael  A.  Springer,  MD,  Knoxville 


Letters  to  the  Editor 


Sudden  Cryptococcal  Deafness 

To  the  Editor 

We  recently  reported  briefly  in  a limited  format  the  case  of  a 
69-year-old  man  who  complained  only  of  recent  headaches  and 
then  sudden  complete  hearing  loss.1  Previously  healthy,  he  was 


fully  alert  and  oriented,  without  neurologic  abnormalities  on 
examination  other  than  severe  bilateral  sensorineural  hearing 
loss  and  papilledema.  A lumbar  puncture  revealed  cryptococcal 
meningitis  (CM). 

This  unusual  presentation  of  CM  was  particularly  interest- 
ing for  two  reasons.  First  was  the  suddenness  of  hearing  loss  in 
the  course  of  a disease  that  otherwise  developed  slowly,  as  is 
typical  of  CM  and  as  was  evidenced  in  our  patient  by  a five- 
week  bout  of  headaches  and  the  development  of  bilateral 
papilledema.  Second  was  the  bilaterality  of  hearing  loss  at  the 
time  of  onset,  while  magnetic  resonance  images  of  the  brain 
and  meninges  with  contrast  were  normal,  possibly  suggesting  a 
mechanism  of  deafness  involving  the  end  organs. 

This  presentation  of  CM  has  been  previously  described  only 
once,2  and  we  feel  that  it  deserves  emphasis  because  it  may  lead 
to  misdiagnosis  in  the  case  of  a life-threatening  infection  which 
is  potentially  treatable.  Maslan  et  al2  described  a patient  in  whom 
CM  presented  as  sudden  profound  bilateral  deafness,  and  who 
on  examination  was  otherwise  neurologically  normal.  There  was 
no  evidence  of  immunosuppression  and  computed  tomography 
of  the  brain  was  normal.  Our  case  differed  only  by  the  presence 
of  papilledema. 

We  do  not  know  the  mechanism  of  hearing  loss  in  the  case  of 
our  patient,  and  previous  reviews  of  postmortem  studies2'4  have 
failed  to  clearly  identify  a single  mechanism  for  the  hearing 
loss  only  occasionally  associated  with  CM.  Maslan  et  al2  cor- 
rectly observed  that  oral  corticosteroid  therapy  is  often  used  to 
treat  sudden  idiopathic  hearing  loss,  and  that  in  the  setting  of 
undiagnosed  CM,  such  therapy  could  worsen  the  outcome. 
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CME  Opportunities 

TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization 
conducting  such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME.  Inquiries  regarding  application  for  accreditation  as  a sponsor  of 
CME  should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 

Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 


378 


Tennessee  Medicine  ~ September,  1997 


ter  Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

Oct  9-12  3rd  Annual  Neonatology  Symposium — Asheville,  NC 

Dec  5-6  23rd  Annual  High-Risk  Obstetrics  Seminar 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 

Memphis 

Oct  25-28  International  Conference  on  Fetal  and  Neonatal 
Measurements 


Knoxville 

Oct  2 1 -22  2nd  Annual  Pediatric  Emergency  Medicine  & Trauma 
Symposium 

Nov  7-8  Cardiology  Update 

Chattanooga 

Oct  16-17  Aging  Patient 

Dec  4-5  Internal  Medicine  Update 

For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


East  Tennessee  State  University 

Continuing  Education  Schedule 

Nov  1-2  Pumpkin  Patch  Pediatric  Conference 

Nov  2 Women’s  Health  Conference 

For  information  contact  Office  of  Continuing  Medical  Education, 
James  H.  Quillen  College  of  Medicine,  East  Tennessee  State  Univer- 
sity, PO  Box  70559,  Johnson  City,  TN  37614,  Tel.  (423)  929-4341. 


Our  Inpatient  Physician 
Services  represent 
a win-win-win  situation  for 
patients,  physicians 
and  hospitals. 
Patient  satisfaction  is  high, 
physicians  maximize 
their  outpatient 
practice  potential, 
and  hospital  stays  may 
be  shortened. 

Craig  A.  Rosenberg,  MD,  FACEP 
Vice  President 
Inpatient  Physician  Service 


ECPs  Inpatient  Physician  Service 
Is  Resource  Utilization  At  Its  Best 

Inpatient  physician  specialists  (or  hospitalists)  manage  the  care  of  hospitalized 
patients  much  the  same  way  that  primary  care  physicians  manage  outpatient  care. 
This  innovative  approach  can  offer  significant  advantages  including  reduced  lengths 
of  stay  and  better  utilization  of  hospital  resources.  ECI  and  its  affiliates  now  offer 
Inpatient  Physician  Services  as  part  of  our  comprehensive  professional  staffing  and 
management  services. 

• Inpatient  Physician  Services 

• Emergency  Department  Staffing  & Management 

• Occupational  Medicine  Clinic  Development,  Staffing  & Management 

• Urgent  Care  Clinic  Development,  Staffing  & Management 

• Reimbursement,  Data  Capture  & Coding  Services 

• Interim  Medical  Staffing 

(800)  253-1345 

Emergency  Consultants,  Inc. 

2240  S.  Airport  Rd.,Traverse  City,  Michigan  49684 
http:! / www.  ecitc.  com 
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PHYSICIAN  RELOCATION 
OPPORTUNITIES 

Select  your  practice  setting  and  location  (large  cities,  subur- 
ban or  rural)  particularly  in  the  Southeast  or  from  our  nation- 
wide network.  Opportunities  are  tailored  to  your  specifica- 
tions. Call  Angie  Cadenhead  at  800-625-4083  or  fax 
confidential  CV  to  704-298-4083.  No  J-1  positions. 

ANGELINE  CADENHEAD  ASSOCIATES,  48  Independence 
Blvd.,  Asheville  NC  28805.  Member  National  Association  of 
Physician  Recruiters.  Vast  experience  with  physicians,  hos- 
pitals, communities. 


RURAL  AREAS  SEEKING 
PRIMARY  CARE  PHYSICIANS 

Rural  Health  Services  Consortium,  Inc.,  which  operates  nine 
medical  centers  located  in  the  scenic  mountains  of  Northeast 
Tennessee,  is  accepting  CVs  from  physicians.  These  health 
care  centers  offer  competitive  wages  and  superior  benefits. 
This  consists  of  401 K,  mileage  reimbursement,  paid  malprac- 
tice insurance,  continuing  medical  education,  ten  official  holi- 
days off  with  pay,  and  relocation  is  available. 

If  interested  in  becoming  a part  of  our  work  team,  mail  CVs  to 
Ms.  Misty  Trent,  Rural  Health  Services  Consortium,  Inc.,  3825 
Hwy.  66  South,  Rogersville,  TN  37857.  Phone  (423)  272-9163, 
fax  (423)  272-4980,  e-mail  address  rhscmis@planetc.com. 
EOE 


ASSISTANT  MEDICAL 
DIRECTOR 

Provident  Companies,  Inc.,  one  of  the  country’s  premier 
disability  and  life  insurance  companies,  is  seeking  indi- 
viduals to  join  its  Medical  staff  at  its  corporate  headquar- 
ters in  Chattanooga.  This  position  is  responsible  for 
providing  medical  consultations  to  employees  in  the 
Medical  Clinic  and  risk  assessment  for  Life,  Disability 
and  Group  health  referrals. 

Preferably,  the  ideal  candidate  will  have  the  following 
qualifications: 

• Board  certification  in  a primary  care  specialty 

• Clinical  Practice  experience,  preferably  three  or 
more  years  with  a broad  exposure  to  adult  medicine 

• Insurance  medicine  experience  would  be  helpful 

• PC  orientation 

• Medical  degree  from  an  accredited  medical  school 

• License  to  practice  in  the  state  of  Tennessee 

We  offer  a flexible  benefits  package  and  competitive 
salaries.  If  you  are  interested  in  working  in  a challenging 
environment,  please  submit  your  resume  in  confidence 
to:  Provident  Companies,  Inc.,  ATTN:  AMD,  P.O. 
Box  180109,  Chattanooga,  TN  37401-7109.  Equal 
Opportunity  Employer. 


PROVIDENT 


THE  DAY  HAS  COME! 

HCFA's  proposed  filing  date  is  October  1997.  DS/MB 
offers  physicians  and  dentists  a complete  software  pack- 
age including: 

• ECP  and  electronic  patient  statement  filing. 

• Purchase,  lease  & outsource  options. 

• Full  technical  support. 

•Track  HMOs,  patients,  referrals,  revenues. 

Don’t  wait  until  the  last  minute.  Call  DS/MB  @ 
(615)  331-3934  and  ask  for  Dee  Sloan  today. 


Are  You  Reading 
This  Ad? 

So  are  THOUSANDS  of  others. 
Reach  over  6,500  physicians  with  a 
display  ad  in  the  TENNESSEE  MEDICINE 

For  further  information  contact 
Tennessee  Medical  Association 
PO  Box  120909,  Nashville,  TN  37212-0909 

(615)  385-2100 


Immediate  Emergency  Medicine 
Opportunities  in 

Tennessee 

Kentucky 

Virginia 

Georgia 


Emergency  Coverage  Corporation,  a physician 
staffing  group  located  in  Knoxville,  Tennessee,  has 
full-  or  part-time  opportunities  available  in  rural 
emergency  departments  in  Tennessee,  Kentucky,  Virginia 
and  Georgia.  Physicians  who  have  completed  a residency 
in  Emergency  Medicine  or  a Primary  Care  specialty  with 
Emergency  Medicine  experience  will  be  considered. 

Emergency  Coverage  Corporation  provides  flexible 
schedules,  competitive  compensation  and  paid  malprac- 
tice insurance. 


For  more  information,  fax  your  CV 
to  Jackie  Thurman  or  Deborah  Witt 
at  (423)  693-4064  or  call 

1-800-577-7707 


ECC 

EMERGENCY  COVERAGE 
CORPORATION 
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Team  Health  has  Immediate  Opportunities 


Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows: 
$35  for  the  first  50  words  ($25  for  TMA  members),  25 
cents  for  each  additional  word.  Count  as  one  word  all 
single  words,  two  initials  of  a name,  single  numbers, 
groups  of  numbers,  hyphenated  words,  and  abbrevia- 
tions. Advertisers  may  utilize  a box  number  for  confi- 
dentiality, if  desired,  in  care  of  Tennessee  Medicine, 
PO  Box  120909,  Nashville,  TN  37212-0909.  Use  of  this 
box  in  an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of 
the  2nd  month  preceding  the  desired  month  of  publica- 
tion, and  will  be  subject  to  approval.  No  phone  orders 
will  be  accepted.  Payment  must  accompany  order. 
Each  listing  will  be  removed  after  its  first  publication 
unless  otherwise  instructed.  Fee-for-service  agency  ad- 
vertisements are  not  accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO 
Box  120909,  2301  21st  Ave.  South,  Nashville,  TN 
37212-0909.  Phone  (615)  385-2100. 


POSITION  WANTED 


Directorships  & Regular  Staffing  Opportunities 

Greater  Chattanooga  Area  — Annual  ED  patient  volumes  for 
these  facilities  in  the  Chattanooga  area  range  from  12,000  to  18,000. 
Chattanooga  is  home  to  the  Tennessee  Aquarium  and  the  Chatta- 
nooga Choo  Choo. 

Greater  Knoxville  Area  — These  facilities  in  the  Knoxville 
area  have  annual  ED  patient  volumes  ranging  from  12,000  to 
40,000.  Knoxville  is  located  in  the  foothills  of  the  Smoky  Mountains 
in  beautiful  East  Tennessee. 

Greater  Nashville  Area  — This  area  has  several  facilities  with 
ED  volumes  ranging  from  18,000  to  30,000.  There's  never  a dull 
moment  with  all  of  the  recreational  and  cultural  opportunities 
provided  by  Tennessee’s  state  capital. 

Tri-cities  Area  — Approximate  annual  ED  patient  volume 
for  these  facilities  is  18,000  to  23,000.  The  Tri-cities  area  is 
nestled  in  the  foothills  of  the  Appalachian  and  Great  Smoky 
Mountains  of  northeast  Tennessee. 


Actively  practicing  board  certified  internist  who  is  Vanderbilt 
trained  and  certified  to  run  a CLIA  III  laboratory  has  22 
years  of  private  practice  experience  (both  group  and  solo); 
six  months  of  ambulatory  care  with  workman  compensation 
and  pediatric  experience;  privileges  at  seven  Nashville  hos- 
pitals; unimpaired  DEA;  active  Tennessee  license;  SVMIC 
insured  without  judgements;  allergy  skin  testing  experience; 
and  active  Medicare,  Medicaid;  and  B/C  participation.  Call 
(615)  868-3553. 


Team  Health  is  seeking  EM,  IM  or  FP  physicians  for  these 
emergency  medicine  opportunities.  We  offer  competitive 
compensation,  flexible  scheduling  with  no  on-call  and  paid 
malpractice  insurance. 

For  more  information  about  these 
opportunities,  call  Lee  Ann  Long  at 

1-800-909-8366 

Visit  us  on  the  Internet  ot  http://www.team-health.com 


TEAM 

HEALTH 


COLUMBIA  OPPORTUNITIES 
NORTHEASTTENNESSEE 

NORTHEASTTENNESSEE  POSITIONS  AVAILABLE — All  located  in  the  same  area.  Family-oriented  com- 
munity, located  in  the  beauty  of  the  mountains  and  lakes.  Population  57,000. 

#1  Need  three  Family  Practice  physicians  to  join  a practice  of  five  already  established  primary  care  phy- 
sicians. The  practice  will  pay  you  an  exceptional  base  salary,  superior  benefits,  plus  incentives.  Plans 
are  being  made  to  move  to  a new  site  by  December  1997.  Excellent  call  schedule! 

#2  Primary  Care  physician  seeking  partner  for  private  practice.  Will  discuss  salary  guarantee  for  your  first 
year  and  other  incentives. 

#3  Family  Practice,  IM/Peds,  or  Peds  physicians  to  join  an  already  established  group,  seeking  to  form  a 
multispecialty  group.  Will  discuss  either  salaried  or  guarantee  assistance.  New  office  building  in  pro- 
cess with  move  expected  in  summer  of  1998. 

For  more  information  and  confidential  consideration  on  any  of  the  positions  listed  above,  please  contact; 

Anne  Helvey,  Director  of  Physician  Services 
Columbia  North  Side  Hospital,  Columbia  Sycamore  Shoals  Hospital 
Columbia  Johnson  City  Specialty  Hospitals 
401  Princeton  Road 
Johnson  City,  TN  37601 
Phone  (423)  854-5805  or  Fax  (423)  854-5748 
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Kids  Kare,  L.L.C.,  is  seeking  BC/BE 
physicians  to  join  an  established  gen- 
eral pediatrics  practice.  Join  us  in  a 
beautiful,  family-oriented  community 
for  a rewarding  career. 

Contact:  Kids  Kare 

1 35  West  Third  Street 
Cookeville,  IN  38501 
Attn:  Recruiting 

Phone:  (615)  526-6173 
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INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
tor, John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover 
letter  should  identify  one  author  as  correspondent  and  should  include  his  complete 
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Adversity  does  not  discriminate... 
Protect  yourself  and  your  employees. 

Examine  the  best  group  long  term 
disability  coverage  for  physicians  and  staff. 

The  TMA  Association  Insurance  Agency  is  now  offering  the 
leading  group  long  term  disability  protection  available  — the 
“Income  Protection  Plan”  for  medical  practices  with  two  or 
more  doctors;  and  a separate  long  term  disability  plan,  the 
“Salary  Continuance  Plan”  for  medical  clinic  employees. 

We  believe  these  two  plans  offer  the  best  group  disability 
insurance  value  available  for  your  premium  dollars. 

For  a competitive  quote  and  complete  plan  information,  give  us  a call  today  at 

423-629-2400  or  toll  free  at  1-800-347-1109. 


H Long  Term  Income  Protection  Plan 

for  physicians  and  administrators 

• Provides  his/her  specialty  definition  of 
disability 

• Up  to  $15,000  of  monthly  benefit  for  larger 
practices 

• Offers  a choice  of  plans:  the  non-integrated 
no  offset  plan  or  a percent  of  salary  plan 
with  potential  integration 

• Contractual  HIV+/Hepatitis  B benefit 
option 

• Elimination  period  satisfied  with  total  or 
partial  disability,  with  no  minimum  period  of 
total  disability  required 

• Benefits  payable  to  age  65  or  beyond,  based 
upon  age  when  disability  commences 

• Only  four  rate  increases  in  38  years 

Underwritten  By: 

Continental  Casualty  Company 

CN A 

For  All  the  Commitments  You  Make® 


I Long  Term  Salary  Continuance  Plan 

for  medical  clinic  employees 

• A broad  definition  of  total  disability 

• Minimum  payments  for  loss  of  limb(s)  or  sight, 
whether  or  not  disability  persists 

• Insured  W-2  income  — thus  covering  overtime 
earnings  and/or  bonus 

• 3-month  survivor  benefit 

• Minimum  benefit  based  on  10%  of  monthly 
benefit  or  $100  whichever  is  greater 

• A 24-month  own-occupation  provision  is 
included 

• Only  one  rate  increase  in  38  years 

Recommended  and  Sponsored  By: 


THE  TMA  ASSOCIATION  INSURANCE  AGENCY,  INC. 
1089  Bailey  Avenue  • Chattanooga,  Tennessee  37404 
1-800-347-1109  • (423)  629-2400  • Fax  (423)  629-1109 
E-mail:  tma@assoc-admin.com 


Well,  At  Least  You. 
Know  WTiat's  Causing 
Your  PaljoitatLorrs . 


P 
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.racticing  medicine  is  exciting  enough  without  having  to  face  the 
prospect  of  catastrophic  litigation.  Let  the  insurance  professionals 
at  physician  owned  and  operated  State  Volunteer  Mutual  Insurance 
Company  help  keep  your  stress  level  in  check.  For  over  20  years, 
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President’s  Comments 


Old  People 


A certain  sense  of  vulnerability  creeps  in  upon  us  all  as  we  grow  older.  When  we  are  young 
we  feel  invincible  and  we  seem  to  think  that  we  will  live  forever.  That  misconception  gradually 
fades  as  the  years  pass  and  aging  takes  its  toll  on  the  mind  and  body.  My  parents— aged  88  and 

84  now — are  experiencing  many  of  these  things  that  all  of  us  must  face  as  we  reach  the  winter 
years  of  life.  They  have  reached  this  age  in  large  part  because  of  some  of  the  recent  advances  in 
medical  care.  My  father  has  an  artificial  aortic  valve  and  my  mother  has  had  three  balloon 
angioplasties  of  the  coronary  arteries,  and  both  have  been  told  they  now  need  total  knee  re- 
placements. Their  cardiologist  has  deemed  both  to  be  physically  fit  and  has  encouraged  them  to 
proceed  with  the  operation. 

Have  you  noticed  how  many  old  people  there  are  lately?  Life  expectancy  in  the  United  States 
has  increased  from  47  years  in  1900  to  69.5  in  1955  and  to  75  for  those  born  in  1988.  Women 
can  be  expected  to  outlive  the  men  by  three  years  and  white  to  live  two  more  years  than  blacks. 
The  increase  in  average  life  expectancy  worldwide  has  been  almost  as  much  in  the  last  100 
years  as  it  was  for  the  previous  5,000  years.  Each  day  about  5,000  Americans  have  their  65th 
birthday,  and  only  3,600  people  65  and  older  die  each  day — a daily  increase  of  about  1 ,400.  By 
the  years  A.D.  2000  there  will  be  26.5  million  of  us  over  65,  by  the  year  2030  there  will  be  55 
million,  and  by  the  year  2040  there  will  be  8 million  over  age  85.  There  were  only  9 million 
over  age  65  in  1940. 

Some  years  ago  I noticed  that  we  were  operating  on  more  and  more  very  old  people.  I asked 
the  record  room  at  Nashville  General  Hospital  to  pull  out  the  charts  for  everyone  above  age  80 
who  had  large  operations  during  the  past  10  years.  After  a couple  of  weeks  the  director  of 
medical  records  informed  me  that  my  office  would  not  hold  the  charts.  Finally  we  settled  on 
five  years  above  age  90  from  Vanderbilt  and  Nashville  General  Hospitals.  This  confirmed  our 
impression  when  we  noticed  that  we  now  had  75  patients  aged  90  or  more  who  had  undergone 

85  major  procedures  in  a five-year  period.  They  did  extremely  well,  with  41  successes  of  42 
elective  procedures.  We  had  only  six  deaths  in  those  whose  operation  was  urgent.  Old  people  do 
less  well  with  emergency  operations.  We  found  one  106-year-old  lady  who  had  a colon  resec- 
tion for  cancer  at  age  102.  She  was  the  grandmother  of  one  of  our  nurses  at  the  “General,”  and 
was  one  of  the  patients  I had  operated  upon  myself,  with  her  granddaughter  outside  the  operat- 
ing room  waiting  to  take  her  to  the  recovery  room.  Miss  Mona  died  at  age  106  within  two 
months  of  a five-year  cure  and  without  recurrence. 

Unless  you  are  a pediatrician  or  an  obstetrician,  you  TMA  members  are  spending  about  one- 
half  your  working  hours  caring  for  people  over  age  65.  About  30%  of  health  care  dollars  are 
spent  for  the  care  of  the  elderly,  and  that  number  is  growing.  You  can  see,  when  the  cost  of 
medical  care  in  general  is  1 0%  to  1 2%  of  the  gross  national  product,  how  this  makes  the  politi- 
cians “nervous.”  I reckon  it  is  also  why  Social  Security,  Medicare,  and  Medicaid  are  all  in 
trouble.  I also  reckon  it  is  another  reason  that  old  people  feel  even  more  vulnerable  than  they 
already  are. 

The  pressure  today  is  to  limit  care  to  the  elderly.  This  is  being  done  by  rationing  care  in  many 
countries.  Should  we  begin  to  do  this?  Is  a 65-year-old  patient  too  old  to  get  a kidney  trans- 
plant? An  aortic  valve  replacement  at  82?  A colon  resection  at  1 02?  A total  knee  at  88?  As  I get 
older,  I think  that  age  alone  is  not  a reason  to  deny  medical  care.  Who  will  decide  if  I am  too  old 
to  get  medical  or  surgical  care  when  I am  88? 

A certain  sense  of  vulnerability  creeps  in  upon  us  all  as  we  grow  older. 
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Editorials 


John  B.  Thomison,  MD 


Hadley  Williams,  R.I.P. 

Over  the  years,  as  a matter  of  course  of  the  editor’s  prerogative  I have  selectively  memorial- 
ized individuals  ranging  from  former  teachers  to  movie  actors  and  so  on— people  who  in  one 
way  or  another  have  enriched  my  life  and  the  lives  of  others.  Without  apology,  the  list  has  been 
by  no  means  either  exclusive  or  all-inclusive.  Here  lately  my  personal  pantheon  has  been  dwin- 
dling at  such  an  alarming  rate  that  I haven’t  been  able  to  keep  up,  and  my  tribute  writing  has 
flagged.  There  was  George  Burns  and  Jimmy  Stewart,  to  name  a couple  out  of  a host  of  indi- 
viduals whose  names  could  appropriately  have  appeared  there  and  didn’t. 

And  now  Hadley  has  joined  their  ranks.  This  is  a hard  piece  to  write,  first  because,  though 
Hadley’s  health  had  suffered  some  setbacks  in  the  last  couple  of  years,  his  death  was  totally 
unexpected,  and  its  cause  was  even  more  mystifying.  Then,  in  addition,  even  though  Hadley 
had  stepped  down  as  an  executive  in  TMA,  he  was  still  active  in  the  organization  as  executive 
vice-president  of  TMA  Physician  Services,  Inc.,  with  an  office  in  the  building.  He  went  on 
vacation,  and  was  suddenly  gone  forever.  It  was  a shock  to  everybody,  since  no  one  had  any 
notion  he  was  so  sick. 

There  have  been  several  occasions  over  the  past  few  years  for  me  to  pay  tribute  to  Hadley 
and  the  role  he  played  in  the  development  of  today’s  TMA  and  in  my  development  as  an  editor, 
and  I have  taken  advantage  of  them  all.  A recitation  here  of  the  many  honors  awarded  him  by 
various  organizations,  some  of  them  national,  including  the  AMA  House  of  Delegates,  would 
therefore  be  redundant  and  unnecessary,  and  so  I resist  the  urge  to  enumerate  them  again.  Suf- 
fice it  to  say  that  Tennessee  medicine  (and,  by  the  same  token,  Tennessee  Medicine)  has  lost  a 
good  friend,  and  I one  of  my  best  ones. 

Melva,  our  love  and  sympathy  go  with  you. 

Hadley,  R.I.P. 


Summer  Doldrums 

dol  drums  (dof  drumz”)  pin.  (used  with  a sing,  or  pi.  verb), 
l.a.  A period  of  stagnation  or  slump,  b.  A period  of  depression  or 
unhappy  listlessness 

Along  about  this  time  every  year  I strike  a snag.  The  old  brain,  which,  like  what  is  below  it, 
is  having  enough  trouble  functioning  under  the  best  of  circumstances,  suffers  from  the  added 
torpor  of  dog  days,  and  the  old  (inappropriate  adj.?  well,  maybe  not!)  muse  takes  a vacation, 
possibly  this  year  to  Costa  Rica.  Some  years  she  does  it  in  July,  and  sometimes  in  August,  which 
it  is  now,  despite  that  you  seem  to  be  thinking  October,  and  for  good  reason. 

When  my  muse  goes  off,  she  is  apt  to  take  with  it  my  good  humor,  and  I tend  to  think 
curmudgeonly  thoughts,  which  get  reflected  in  what  I place  before  you.  With  that  warning, 
you’re  free  to  leave  now,  or  suffer  the  consequences. 

I’m  sure  I’ll  be  accused  of  being  politically  incorrect  in  nearly  everything  I am  about  to  say, 
or  maybe  everything  without  exception,  but  I’m  much  more  interested  in  being  truthful  than 
politically  correct,  in  which  I have  no  interest  at  all.  As  my  friend  and  mentor  John  Lawton 
Shapiro,  MD  of  blessed  memory  used  to  say,  anyone  looking  to  get  his  feelings  hurt  is  seldom 
disappointed.  These  days  that  seems  to  be  nearly  everybody.  But  if  you’ve  read  this  far,  don’t 
come  crying  to  me. 
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Now  that  I have  prepared  you,  we  can  get  on  with  it. 

First,  a disclaimer.  When  I was  in  the  second  grade,  my  teacher  told  my  parents  she  thought 
I didn’t  see  well,  and  needed  to  have  my  vision  checked.  That  turned  out  to  be  a masterpiece  of 
understatement.  Getting  glasses  was  such  a life-changing  experience  for  me  that  I can  still 
recall  very  clearly  what  it  was  like  to  see  detail  for  the  very  first  time.  In  lay  terms,  my  vision 
was  worse  than  20/200.  Optically  speaking,  I had  more  than  5 diopters  spherical  correction  in 
each  eye.  When  I went  into  the  Army  some  years  later  I was  classified  fit  for  service  within  the 
continental  limits  of  the  United  States.  (When  I was  sent  overseas  as  a medical  officer  I was 
simply  issued  a second  pair  of  glasses!  A medical  officer  I met  later  on,  who  had  eyes  even 
worse  than  mine,  went  in  the  second  wave  onto  Omaha  Beach.  He  also  had  been  issued  an  extra 
pair  of  glasses,  which  is  a good  thing  because  the  pair  he  was  wearing  fell  into  the  water.)  In 
short,  my  vision  is  poor,  though  age  has  reduced  my  spherical  correction  to  4 diopters.  I used  to 
joke  that  looking  for  my  glasses  could  start  only  after  I had  found  them,  and  when  asked  to  read 
the  eye-chart  on  the  wall,  I’d  ask,  “What  chart?”  I got  called  “Four  Eyes”  when  I was  small.  It 
didn’t  warp  my  little  psyche,  even  though  I wasn’t  much  good  at  football  because  I couldn’t  see 
where  the  plays  were  going.  (Now  that  I think  about  it,  maybe  you  think  my  psyche  did  in  fact 
get  warped.  If  you  do,  I’ll  claim  that  as  the  reason,  just  as  everybody  else  claims  whatever 
incident  they  can  think  of  whenever  needed.) 

These  days  I suppose  I’d  be  characterized  as  “visually  challenged,”  though  maybe  you  have 
to  be  blind  to  be  called  that.  I don’t  know.  I never  paid  any  attention.  I never  thought  of  Mr. 
Magoo,  Disney’s  bumbling,  nearsighted  curmudgeon,  as  making  fun  of  the  blind,  or  anybody 
else,  for  that  matter.  I just  thought  he  was  pretty  funny.  In  fact,  I thought  he  was  very  funny.  I 
still  think  so.  Mr.  Magoo,  a nearsighted,  animated  W.  C.  Fields,  won  an  Academy  Award,  and 
was  used  by  the  Navy  as  a recruiter  and  by  the  Treasury  Department  to  sell  savings  bonds. 
Disney  recently  made  a move  to  resurrect  Mr.  Magoo  and  put  him  in  a movie  that  is  part  live  and 
part  animation.  And  wouldn’t  you  know  (On  second  thought,  you  might’ve  known,  though  I 
wouldn’t  have  believed  it  possible  if  I hadn’t  seen  it  in  print.)  that  the  National  Federation  of  the 
Blind  has  gotten  all  bent  out  of  shape  from  watching  an  “ill-tempered,  incompetent  blind  man 
stumble  into  things  and  misunderstand  his  surroundings.” 

Tommy-rot  and  balderdash!  Mr.  Magoo  is  no  blinder  than  I am,  and  his  bad  humor  is  not  the 
result  of  his  nearsightedness.  Disney,  caving  in  to  misapplied  indignant  supposed  political  rec- 
titude all  r’ared  up  on  its  hind  legs,  says  Mr.  Magoo  is  not  blind  but  “visually  limited,”  (that’s 
nearsighted  in  my  book,  also,  I guess,  a term  that  isn’t  politically  correct  either.  But  I’m  not 
visually  limited.  I’m  just  nearsighted — like  Mr.  Magoo).  To  mollify  the  colossally  affronted, 
Disney  is  now  doing  its  level  best  not  to  resurrect  Mr.  Magoo,  but  to  reincarnate  him  as  a 
sensitive,  likeable,  visually  limited  “Forest  Gump-like  character”  who  because  of  his  “blind- 
ness” is  therefore  more  sensitive  than  his  fellow  creatures,  and  tends  to  see  things  poetically. 

Y I B\  (As  in  “C  M dux?  L,  M N O dux!  O,  S M R 2 dux  - C M wangs?  YIB.  M R 2 dux!”) 

All  I’ve  got  to  say  is,  bully  for  Disney.  And  Ptttttttttttttttt  and  a bird  to  the  National  Federation 
of  the  Blind.  Maybe  they’ll  disagree  with  me  that  my  blindness  (if  Mr.  Magoo  is  blind,  they’ll 
have  to  say  I am,  too)  didn’t  warp  my  little  psyche.  I hope  so. 

To  change  the  subject  a tad,  but  only  a tad,  the  young  people  these  days  are  continually  being 
derided  for  their  dress  code,  which  they  themselves  think  of  as  a no-code,  to  coin  a phrase. 
Their  dress  is  in  fact  tightly  regulated  by  peer  pressure — and  indeed  always  has  been.  But  its 
regulation  is  nothing  compared  to  that  of  the  world’s  most  successful,  and  at  the  same  time  most 
buttoned  up  and  uptight,  individuals.  (It  is  probably  incorrect  to  refer  to  them  as  individuals, 
since  they  are  largely  an  agglomeration  of  corsetted  clones.)  The  irony  is  that  their  dress  code  is 
not  self-regulated,  but  is  regulated  by  a small  number  of  avaricious  designers  and  sales  people 
in  toney  stores.  In  the  same  issue  of  the  Wall  Street  Journal  that  reported  Mr.  Magoo’s  transfigu- 
ration was  an  equally  nauseous  bit  on  short-sleeved  dress  shirts,  an  item  that,  despite  its  contin- 
ued use  by  some  top  level  executives — CEOs,  for  instance,  who  have  refused  to  be  led  into  the 
corral— the  arbiters  of  fashion  identify  as  non-existent,  and  their  name  oxymoronic.  Fashion 
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arbiters  are  simply  moronic.  Neither  comfort  nor  practicality  are  ever  among  their  criteria  for 
propriety. 

In  October  one  must  think,  or  possibly  can’t  avoid  thinking,  Halloween,  a good  Octoberish 
pastime  that  goes  right  along  with  my  curmudgeonly  mood.  Halloween,  which  is  actually  the 
hallowed  (holy)  evening  preceding  All  Saints’  Day,  somehow,  sometime,  and  somewhere,  mostly 
in  the  British  Isles  and  North  America,  since  elsewhere  it  is  in  the  middle  of  summer  that  the 
evil  spirits  come  out  to  play,  came  to  be  viewed  as  the  time  when  the  forces  of  evil  have  their 
final  fling  before  being  relegated  once  again  to  Hell.  Somehow  or  other,  maybe  in  reaction  to 
widespread  witch  burnings,  beings  like  Wanda  in  The  Wizard  of  Oz  appeared,  and  the  word 
began  to  be  spread  abroad  that  there  is  such  a thing  as  a good  witch,  which  is  another  oxymo- 
ron, since  the  object  of  witchcraft  is  to  dethrone  God.  If  you  object  to  using  the  terms  Heaven 
and  Hell,  you  can  go  to  Mr.  George  Lucas’  terminology  and  place  witches  and  the  like  with  the 
Dark  Side  of  the  Force.  Despite  the  thinking  that  dressing  children  up  as  goblins,  witches,  and 
so  on  is  a harmless  game,  the  Halloween  festivities  trivialize  what  is  serious  business  so  far  as 
God  and  Satan  are  concerned,  which  boils  down  to  a matter  of  which  of  them  shall  possess  the 
souls  of  men  (generic:  women,  too.  Also  children).  I never  like  being  a party  pooper,  but  that  is 
a party  that  any  God-fearing  soul  should  know  needs  pooping. 

An  Australian  lady  of  my  acquaintance  opined  that  the  American  woman  is  the  world’s  most 
neurotic  creature.  I’d  agree,  but  I’m  not  sure  I’d  stop  with  women.  Now  that  I think  about  it.  I’m 
not  sure  she  did,  either.  But  no  matter.  I have  only  one  comment  to  make,  in  re  what  started  this 
whole  thing,  and  that  is  that  female  types  who  are  offended  by  exposed  male  parts  should  stay 
the  hell  out  of  sports  facilities  used  by  men,  and  not  go  around  making  trouble,  as  happened  to 
a football  player  and  his  school  in  this  slate,  all  of  whom  shall  remain  nameless  here  so  as  not  to 
get  me  sued,  even  though  it’s  been  spread  all  over  the  newspapers.  It  is  my  studied  opinion, 
which  I’m  sure  is  arguable  in  some  quarters  at  least,  that  in  most  cases — please  note  the  “most” — 
sexual  harassment  is  either  accidental  or  invited,  and  a lot  of  imputed  harassment  is  simply 
retribution  for  rejection.  I’ll  cite  only  one  example  out  of  a gazillion,  which  is  that  of  Joseph, 
who  spent  a major  segment  of  his  life  in  an  Egyptian  pokey  for  spurning  the  advances  of  Potiphar’s 
wife.  I’m  sure  it  happens  all  the  time,  and,  to  let  them  off  the  hook,  not  just  to  women,  either. 
That  is  just  one  way  of  abusing  power,  with  the  advantage  in  that  situation  that  though  it  might 
cause  comment,  it  almost  never  causes  significant  trouble  to  the  perpetrator. 


On  Thin  Ice 


Janis  asks  Arlo,  “When  you  look  at  a woman,  do  you  look  first  at  her  eyes  or  her  hair?”  Arlo 
starts  to  answer,  and  suddenly  stops,  looks  at  Jams,  and  thinks,  “ When  . . . ? When  you  look  at 
a woman?” 

That  is  skating  on  the  very  thinnest  of  thin  ice,  all  the  more  hazardous  because  it  appears 
solid  on  the  surface,  its  dangers  hidden.  It  is  the  type  that  most  frequently  collapses  beneath  the 
unwary.  You  may  have  to  pay  for  it,  and  then  pay,  and  pay,  and  pay.  But  the  bill  doesn’t  include 
bodily  harm — or  at  least  not  usually.  And  anyway,  that  was  in  the  funny  papers. 

Mostly,  however,  if  the  strip  is  any  good,  it  is  simply  a parody  variously  exaggerated  of  real 
life.  The  recent  donnybrook  in  the  world  of  health  care  over  what  Columbia/HCA  individually 
and  corporately,  did  or  didn’t  do  that  they  shouldn’t  or  should  have  has  got  the  media  a’buzzin’, 
and  the  brains  of  principles  and  hangers-on  of  various  soils,  from  kinfolk,  stockholders,  and 
just  curious  onlookers,  doing  the  same.  Over  coffee  in  Fellowship  Hall  after  church  the  other 
Sunday  somebody  was  wondering  out  loud  what  all  that  would  do  to  the  career  of  the  junior 
senator  from  Tennessee.  (After  I thought  about  it,  maybe  he’s  not  the  junior  senator.  That  was  a 
snap  judgment,  but  I decided  to  leave  it  that  way,  but  explain  my  reasoning  or  lack  of  it.  Both 
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senators  were  elected  at  the  same  time,  so  that  you  could  make  a case,  I guess,  for  his  being  the 
senior  senator,  since  he  was  elected  for  a full  six-year  term,  and  the  other  one  for  an  unexpired 
term.  I called  him  “junior”  because  he’s  the  younger — by  lots.  Senator  Thompson  is  getting  on 
up  there,  more  or  less  in  my  age  range,  and  Senator  Frist  was  in  school  with  one  of  my  children. 
I rest  my  case,  and  will  apologize  if  necessary.)  My  comment  to  the  wondering  gentleman  was 
that  I guessed  it  would  do  nothing,  since  so  far  as  I know  the  senator  is  clean,  and  except  for 
money,  untainted,  there  is  no  connection.  Our  wonderer  said,  “Yes,  but  his  name  is  Frist.”  I 
commented  that  that’s  guilt  by  association,  which  of  course  I recognize  that  the  media  is  expert 
at  assigning.  Another  of  our  coffee  drinkers  opined  that  he’d  think  that  at  the  very  least  Senator 
Frist  was  skating  on  thin  ice. 

Well,  so  who  ain’t?  Life  itself  these  days  is  of  ice  so  thin  that  it’s  often  practically  still  just 
freezing  water.  Pogo  once  advised  that  one  not  take  life  so  serious,  ’cause  it  ain’t  nohow  perma- 
nent. The  gentleman  who  had  asked  the  original  question  retreated  into  a philosophic  position 
of  counting  his  blessings  each  day,  and  being  thankful,  I guess,  that  he  was  not  as  the  Gentiles, 
figuratively  speaking,  of  course. 

Mention  hazards  these  days  and  the  thoughts  of  nearly  everybody  turns  first  to  such  things  as 
airplane  crashes,  which  are  the  most  highly  visible,  and  along  with  murders,  particularly  if  by 
gunshot,  are  most  highly  prized  by  the  news  media.  Those  are  the  things  that  scare  people  and 
sell  newspapers  and  air  time.  Actually,  with  the  rare  but  thoroughly  publicized  exception,  the 
ice  there  holds  up  pretty  well.  Then  there  are  natural  disasters,  which  can  pretty  well  mess  up 
your  real  estate  and  your  life,  but  the  chances  of  that  happening  are  really  fairly  slim.  Unless 
you  live  in  California,  that  is.  The  folks  who  stayed  out  there  after  the  Oakland  and  Los  Angeles 
quakes  of  a few  years  ago,  which  actually  was  most  of  them,  simply  decided  the  threat  was  a 
small  enough  price  to  pay  for  Paradise.  Reelfoot  Lake  stands  as  a reminder  to  the  knowledge- 
able that  California  hasn’t  a corner  on  that  market.  And  besides,  the  eastern  and  Gulf  coastal 
areas  have  problems  of  their  own  that  at  least  equal  the  quakes.  The  mother  of  a friend  of  mine 
retired  to  Santa  Monica  to  be  with  an  old  school  chum,  only  to  go  back  home  after  the  first 
quiver  of  the  land  in  Paradise — to  Galveston! 

Despite  all  those  spectacular  causes  of  destruction  and  grief,  no  place  anywhere  that  I know 
of  is  more  laden  with  possibilities  for  tragedy  than  our  streets  and  highways.  The  ice  is  really 
thin  there,  even  when  the  surfaces  are  bone  dry.  Not  only  that,  the  people  seem  determined  to 
keep  it  that  way.  We  clamor  for  bigger  cup  holders  in  our  cars,  and  the  fast  food  industry 
continues  seeking  ways  to  make  it  easier  for  their  customers  to  eat  as  they  drive.  Some  commut- 
ers’ automobiles  have  not  one,  but  two  cellular  phones  on  board.  Both  of  those  habits,  and  in 
fact  anything  that  diverts  the  driver’s  attention  at  all,  have  been  shown  to  have  a prominent 
impact  on  the  accident  rate. 

Next  to  the  intoxicated  driver,  the  single  most  significant  road  hazard  is  road  rage.  The  angry 
driver  can  be  identified  by  his  flushed  face  and  fixed,  popping  eyes  with  dilated  pupils,  and  his 
reckless  driving,  characterized  by  following  too  close,  blowing  his  horn,  and  weaving  in  and 
out  of  lanes.  He  becomes  enraged  by  the  least  presumed  affront.  He  is  a person  to  be  avoided  at 
all  costs.  Though  the  “he”  I am  using  is  the  generic  pronoun,  young  men  from  ages  18  to  24 
years  are  in  fact  far  and  away  the  worst  offenders,  to  the  extent  that  a number  of  countries  have 
limited  the  driving  privileges  of  individuals  under  2 1 years,  as  have  some  of  the  United  States — 
soon  perhaps  ours  as  well.  Those  drivers  defend  their  practice  of  tailgating  by  saying  that  it 
prevents  other  drivers  from  cutting  them  off,  thereby  risking  accidents,  and  that  their  own  re- 
flexes are  quick  enough  that  they  can  avoid  rear-ending  the  car  ahead.  Famous  last  words  of  the 
carefree. 

There  is  an  old  Irish  blessing  that  starts  out,  “May  the  road  rise  to  meet  you,  and  the  wind  be 
always  at  your  back.  . . .”  When  I think  of  the  road  rising  to  meet  me,  it  isn’t  something  I 
necessarily  think  of  as  good.  I’d  rather  it  stay  solid  and  in  its  place  under  my  feet  or  wheels. 
Even  better  for  safety,  though,  is  the  way  the  blessing  ends:  “.  . . And  the  Lord  hold  you  in  the 
palm  of  His  hand.”  That’s  the  only  sure  way  of  taking  care  of  the  thin  ice  underfoot  or  wheels. □ 
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Special  Communication 


Dr  Waclley  is  a member  of 
the  Tennessee  Medical 
Association  and  serves  as 
Chief  Health  Officer  for 
the  State  of  Tennessee. 


H.A.L.T.  Hepatitis  C in  Tennessee 

Fredia  Wadley,  MD 

Viral  hepatitis  C has  recently  gained  importance  as  a major  public  health  problem.  It  is 
estimated  that  nearly  4 million  people  in  the  United  States  carry  the  virus,  many  of  whom  are 
unaware  of  their  infection.  The  insidious  and  progressive  damage  to  the  liver  may  not  result  in 
recognizable  symptoms  and  signs  until  late  in  the  illness,  often  after  20  years  or  more.  End 
stage  liver  disease  caused  by  hepatitis  C is  now  the  leading  indication  for  liver  transplantation 
throughout  the  United  States,  and  causes  about  8,000  deaths  annually.  This  number  is  expected 
to  triple  within  the  next  10  to  20  years. 

As  many  as  95,000  Tennesseans  may  have  hepatitis  C,  according  to  estimates  from  the  Cen- 
ters for  Disease  Control  and  Prevention,  and  the  National  Institutes  of  Health.  The  burden  of 
this  disease  in  human  suffering  and  costs  to  society,  already  quite  high,  is  rapidly  increasing. 

CDC  has  placed  its  initial  emphasis  on  the  education  of  physicians  and  other  health  care 
professionals  so  that  the  health  care  and  public  health  communities  will  be  prepared  to  respond 
to  persons  who  seek  testing  and  other  information  about  hepatitis  C.  This  year  the  General 
Assembly  passed  a resolution  to  create  an  annual  Hepatitis  Awareness  Month  in  Tennessee. 
This  month,  October,  marks  the  inaugural  effort.  The  Tennessee  Department  of  Health,  in  part- 
nership with  the  Tennessee  Medical  Association  and  a number  of  other  interested  agencies,  will 
launch  a public  information  campaign  about  hepatitis.  Through  television  and  radio  public 
service  announcements  and  messages  in  newspapers  statewide,  Tennesseans  will  be  encour- 
aged to  “ask  their  doctor”  about  hepatitis  risks,  symptoms,  and  treatment.  In  fact,  we  will  urge 
our  citizens  to  help  us  H.A.L.T.  Hepatitis  in  Tennessee  by  following  these  simple  steps: 

H - Discuss  their  personal  health  history  with  their  physician  if  they  think  one  or  more  of  the 

hepatitis  risk  factors  may  apply  to  them: 

• Have  worked  in  the  health  care  setting  and  been  exposed  to  blood  or  blood  products 

• Received  a blood  transfusion  before  1990 

• Engaged  in  unprotected  sex  with  multiple  partners 

• Used  intravenous  or  intranasal  drugs 

• Obtained  body  piercing  or  tattoos 

A - Ask  their  physician  questions  about  at-risk  behavior  and  possible  symptoms  of  hepatitis 
L - Listen  carefully  to  the  confidential  advice  of  their  physician 

T - Take  appropriate  steps  to  modify  their  behavior  to  reduce  their  risk  and  the  risk  to  others, 

and  seek  treatment  if  indicated 

In  addition  to  spreading  the  message  through  mass  media,  nearly  300  state  and  federally 
funded  health  centers  in  Tennessee  will  distribute  the  easy-to-read  “Getting  Hip  to  Hep”  bro- 
chure produced  by  the  American  Liver  Foundation  that  explains  the  risk  factors  and  symptoms 
of  hepatitis.  The  brochure  is  also  available  for  your  practice  by  calling  1-800-659-  1TMA  (1862). 

Steps  to  ensure  the  safety  of  the  nation’s  blood  supply  through  testing  for  a variety  of  infec- 
tious agents  including  hepatitis  C have  greatly  reduced  the  incidence  of  new  cases.  Further 
reduction  will  depend  upon  changes  in  behavior  which  places  individuals  at  increased  risk  of 
infection.  Through  our  collective  experiences  with  HIV/AIDS,  STDs,  and  other  significant  dis- 
eases affected  by  patient  behavior,  we  know  that  changing  the  course  of  the  threat  will  take 
more  than  a one-month  public  education  campaign.  It  will  require  a shared  commitment  by 
physicians  and  other  health  professionals,  and  a continuing  effort  to  change  personal  behavior 
and  further  reduce  the  incidence  of  this  disease. 

Our  campaign  is  a first  step  in  this  important  effort.  I urge  you  to  personally  join  the  effort  to 
H.A.L.T.  Hepatitis  in  Tennessee. □ 


Tennessee  Medicine  ~ October,  1997 


395 


Practicing  Medicine 


Physicians  Speak  to  City  Hall 

Irish  Bahan  Park 


Several  years  ago,  when 
Blue  Cross  Blue  Shield  of 
Tennessee  informed  Tennes- 
see physicians  that  they  must 
accept  TennCare  patients  or 
lose  participation  in  any  of 
their  other  programs,  pri- 
mary care  physicians  in 
Rutherford  County  formed 
an  Independent  Practice  Association.  As  the  idea  gained  mo- 
mentum, subspecialists  were  invited  to  participate. 
Murfreesboro  neurosurgeon  Warren  McPherson,  MD,  who 
also  serves  as  chairman  of  the  board  of  SVMIC  professional 
liability  insurance  group,  joined  Don  Lloyd,  administrator 
of  a 40-physician  Murfreesboro  medical  group,  in  organiza- 
tional efforts.  “Murfreesboro  is  small  enough  that  the  doc- 
tors know  each  other  and  large  enough  to  treat  almost  every- 
one, and  it  did  not  take  much  convincing  for  the  physicians 
to  band  together,”  notes  McPherson.  Among  the  first  moves 
suggested  by  McPherson,  who  holds  an  MBA  from  Vander- 
bilt, were  to  write  a business  plan  and  engage  an  attorney.  He 

subsequently  was  named 
chairman  of  the  Stones  River 
Regional  IPA. 

For  physicians  in  a medi- 
um-sized town  in  the  Mid- 
south in  1994,  these  steps 
were  characterized  by  the 
physicians  themselves  and 
by  some  of  their  colleagues 
as  somewhat  innovative.  The 
group  was  not  the  first  in  the 
state  to  be  formed,  but  it  was 
among  the  earlier  ones. 

By  1 996  the  group  had  negotiated  fee-for-service  contracts 
with  Prudential  and  Healthnet.  Later  in  the  year  Blue  Cross 
Blue  Shield  cut  surgical  fees  approximately  50%  but  declined 
to  negotiate  with  the  newly  formed  IPA  over  the  move. 

Target  for  Negotiation 

For  several  years  Blue  Cross  Blue  Shield  had  adminis- 
tered the  self-insured  health  plan  for  2,000  Rutherford  County 


Irish  Bahan  Park  is  a communications  consultant  who  specializes 
in  marketing  and  writing  about  health  care. 


employees  and  family  mem- 
bers, one  of  the  largest  plans 
in  the  county.  “Many  of  our 
physicians  weren’t  satisfied. 
We  wanted  an  administrator 
the  doctors  of  this  county 
could  work  with,”  McPher- 
son said.  The  County  Com- 
mission was  responsible  for 
naming  the  administrator  for  their  plan,  and  the  IPA  began 
the  process  of  working  through  various  committees  of  the 
Commission  in  order  to  bring  it  to  a vote. 

In  late  spring  of  this  year,  McPherson  appeared  before  the 
Rutherford  County  Commission,  asking  that  the  Commis- 
sion re-bid  their  contract  for  a health  insurance  claims  ad- 
ministrator and  to  consider  the  physicians’  concerns  as  well 
as  looking  for  the  lowest  cost.  That  night,  50  to  60  of  the 
IPA’s  physicians  were  at  the  meeting  to  support  him,  a group 
that  did  not  go  unnoticed  by  Commission  members.  A repre- 
sentative of  Blue  Cross  Blue  Shield  presented  their  case  as 
well.  Approximately  a week  earlier,  county  employees  had 
received  a letter  from  Blue  Cross  Blue  Shield  of  Tennessee, 
asking  the  employees  to  contact  county  commissioners  to 
rehire  the  company,  explaining  that  they  had  saved  the  county 
and  the  employees  $1,622,267  last  year  alone  and  had  re- 
duced physician  fees  by  $607,000. 

After  reviewing  bids  from  several  other  administrators, 
the  Rutherford  County  Commission  voted  to  hire  William  C. 
Beeler  & Co.  of  Hendersonville,  a third  party  administrator 
that  has  contracted  with  Healthnet  and  has  agreed  to  recog- 
nize and  negotiate  with  the  Stones  River  IPA.  With  this  suc- 
cess, the  group  is  now  talking  with  the  city  of  Murfreesboro 
and  other  large  employers  who  presently  contract  with  Blue 
Cross  Blue  Shield,  as  well  as  talking  directly  with  Blue  Cross 
Blue  Shield  concerning  involvement  with  the  insurance 
company’s  HMO  and  POS  products. 

The IPA 

Other  next  steps  being  considered  by  the  Stones  River  IPA 
are  hiring  a third  party  administrator,  doing  their  own 
precertification,  and  going  directly  to  a shared  risk  arrange- 
ment. The  group  now  monitors  credentialing  of  physicians, 
and  a patient  care  committee  is  studying  patient  care  data 
from  their  Prudential  and  Healthnet  contracts  to  assure  qual- 
ity patient  care.  Their  contract  with  Prudential  includes  a 20% 


A group  of  Rutherford  County  physicians 
convinced  the  Rutherford  County 
Commission  to  change  administrators  of 
the  county’s  self-insured  medical  plan. 


McPherson 
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withhold,  and.  for  the  first  time  in  the  experience  of  many  of 
the  physicians,  they  receive  quarterly  withhold  checks. 

Legal  Concerns 

The  creation  of  the  IPA  has  not  been  simple.  “Any  time  tra- 
ditional competitors,  such  as  physicians,  consider  forming  an 
unintegrated  group  to  deal  with  issues  such  as  pricing,  they 
need  to  seek  the  advice  of  qualified  legal  counsel  who  has  ex- 
pertise in  both  health  care  regulation  and  antitrust  before  pro- 
ceeding,” says  attorney  John  Voigt,  a partner  with  Sherrard  & 

Roe,  PLC,  and  counsel  for 
Stones  River  IPA. 

He  points  out  that  the 
Sherman  Antitrust  Act,  and 
corresponding  state  antitrust 
laws  prohibit  both  monopo- 
lies and  agreements  among 
horizontal  competitors  that  re- 
strain trade,  and  can  subject 
the  persons  involved  to  scru- 
tiny by  the  U.  S.  Justice  De- 
partment, the  Federal  Trade 


Commission,  and  the  state  Attorney  General. 

He  goes  on  to  note,  however,  that  in  1993,  in  response  to 
the  managed  care  tide  sweeping  over  the  health  care  indus- 
try, the  FTC  and  the  Justice  Department  issued  Enforcement 
Guidelines  for  the  Health  Care  Industry,  which  they  subse- 
quently updated  in  1994  and  again  in  1996.  As  updated,  they 
list  nine  “safety  zones”  that  describe  activities  in  which  tradi- 
tional health  care  competitors  may  lawfully  engage.  None  of 
these  safety  zones,  however,  permit  these  competitors  to  en- 
gage in  (1 ) price  fixing,  (2)  group  boycotts,  (3)  division  of  mar- 
kets, or  (4)  tying  arrangements,  where  the  purchase  of  an  item 
is  inextricably  tied  to  the  purchase  of  another  item  or  service. 

Another  aspect  of  antitrust  is  monopoly  law.  Monopoli- 
zation is  defined  as  a single  integrated  entity  of  market  power 
that  so  dominates  a market  that  it  can  raise  or  lower  prices 
and  stifle  competitors. 

Monopoly  is  not  the  goal  of  these  Rutherford  County  phy- 
sicians, nor  is  unbridled  power.  Like  most  organisms,  they 
merely  went  into  a defensive  stance  when  they  felt  threat- 
ened. With  Blue  Cross  Blue  Shield,  they  felt  their  earlier  in- 
teractions with  the  much  larger  entity  threatened  both  their 
ability  to  deliver  quality  patient  care  and  their  bottom  line.G 


Voigt 
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Certified  Public  Accountants 

615-859-9880 


Navigating  the  Health  Care  Maze 


• Tint 


& r A* 


% 


3® 

&////&  I 
' /§  ; 


— / / $?  / 


* 

/ / 


|a\ 

i a\ 

”prcr\ 

. sL . 

ry 

a 


r- 

. Q 

v< 


^ * 
"‘7 


Carter,  Young,  Lankford  & Roach,  P.C.  has  helped  over  100  medical  practices  in  middle 
Tennessee  find  practical  solutions  for  today's  healthcare  issues.  Our  services  include: 


• Practice  Valuation 

• Business  Plan  Development 

• Tax  Preparation  & Planning 


• Computerized  Accounting  Consultation 

• Managed  Care  Contract  Negotiations 

• Reimbursement  and  Capitation  Analysis 


• Practice  Management  Review 

• Accounting  and  Audit  Services 

• Physician  Income  Distribution 


To  receive  a complimentary  issue  of  our  □ Forward  my  complimentary  issue  of  Practice  Management  Advisor  to: 

newsletter,  please  return  this  reply  form  today! 

Name 

CARTER,  YOUNG,  LANKFORD  & ROACH,  P.C. 

314  Bluebird  Drive  Address 

Goodlettsville,  TN  37072 

□ Yes,  Please  contact  me  for  a consultation  at: 

615-859-9880 

Fax:  615-859-0057  Name 

CYLRCPAS@AOL.com 

Phone 
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Practicing  Medicine 


Ask  TMA  . . . 


Q:  A local  medical  clinic  recently  shut  down  and  the  lay- 
man who  owned  it  left  town  with  all  the  medical  records.  Is 
this  legal?  I have  new  patients  without  any  records  and  the 
former  owner  will  not  return  calls  or  respond  to  our  letters. 

A:  No,  under  Tennessee  law,  it  is  illegal  for  lay  persons  to 
own  medical  clinics  that  employ  physicians.  Unlike  other 
businesses,  the  corporate  practice  of  medicine  doctrine  pro- 
hibits entities  other  than  hospitals  or  HMOs  from  employing 
physicians  to  treat  patients.  There  is  also  an  exception  allow- 
ing companies  to  hire  physicians  to  treat  the  companies’ 
employees,  dependents,  and  retirees. 

In  effect,  when  the  lay  owner  left  the  area  with  the  medi- 
cal records  (and  before  while  he  was  operating  the  clinic  that 
employed  physicians),  the  Board  of  Medical  Examiners  could 
have  (and  still  can)  prosecute  him  for  violating  the  medical 
practice  statute  (a  Class  B misdemeanor).  Additionally,  the 
Board  could  potentially  sanction  any  physician  employed  by 
the  clinic  for  similar  violations,  as  well  as  sanctioning  them 
for  potential  violations  of  the  prohibition  against  fee  split- 
ting (assuming  that  the  physicians  split  their  fees  with  the  lay 
owner). 

Q:  I am  a solo  practitioner  and  have  set  up  my  own  home 
page  on  the  World  Wide  Web  that  advertises  the  practice.  I 
also  have  provided  medical  advice  to  patients  from  around 
the  country  and  the  world.  Is  this  legal? 

A:  No,  not  completely.  It  is  legal  to  treat  or  offer  to  treat 
patients  over  the  WWW  within  the  boundaries  of  Tennessee. 
Once  you  cross  those  boundaries,  however,  or  the  bound- 
aries of  the  United  States,  you  are  subject  to  the  laws  of  the 


If  you  have  a question  that  TMA  may  be  able  to  address, 
contact  “Ask  TMA,”  PO  Box  120909,  Nashville,  TN  37212- 
0909,  or  fax  your  question  to  “Ask  TMA”  at  (615)  383-5918. 
TMA  will  respond  in  writing  and  later  reprint  summaries  of  key 
answers  that  will  assist  other  TMA  members.  (Please  include  a 
daytime  phone  number  in  case  TMA  staff  needs  to  clarify  an 
issue  or  provide  follow-up.)  You  may  also  submit  your  ques- 
tions and  read  responses  online  through  TMA’s  homepage 
MEDWIRE  (http://www.medwire.org). 

Disclaimer:  The  information  provided  by  the  TMA  Legal 
Department  in  this  regular  Journal  feature  is  intended  for  infor- 
mational purposes  only  and  is  not  meant  to  provide  (or  be  a 
substitute  for)  particularized  legal  advice  to  or  for  TMA  mem- 
bers or  other  individuals  who  read  this  feature.  Please  consult 
with  your  own  attorney  before  relying  or  acting  upon  any  of  the 
information  provided  here. 


jurisdiction  where  the  patient  resides  whether  their  home  is 
France  or  Orlando,  Fla.  In  effect,  you  are  practicing  a form 
of  “telemedicine.”  Generally  speaking,  you  will  need  to  be 
licensed  in  those  states  and  countries  in  which  your  Web  site 
offers  services. 

There  is  also  substantial  loss  prevention  risk  that  goes  well 
beyond  the  scope  of  this  article.  When  you  reach  into  Illi- 
nois, for  example,  you  become  subject  to  its  laws  just  as  if 
you  physically  traveled  there  and  set  up  a medical  practice, 
or  drove  there  by  car  and  had  an  accident.  The  law  has  not 
yet  evolved  to  account  for  the  type  of  medical  practice  and 
multi-state  services  you  now  offer.  Most  state  medical  licens- 
ing boards  are  only  beginning  to  deal  with  this  issue. 
Tennessee’s  Board  has  drafted  regulations  that,  once  final- 
ized, will  allow  out-of-state  physicians  who  rarely  practice 
telemedicine  in  Tennessee  to  avoid  licensure  requirements. 
The  regulations  gradually  escalate  to  require  that  a non-resi- 
dent physician  obtain  a special  telemedicine  license  if  he  or 
she  regularly  practices  telemedicine. 

Remember,  as  well,  that  you  must  follow  the  BME’s  de- 
tailed advertising  rules — whether  you  advertise  on  the  WWW 
or  any  other  medium.  They  are  outlined  on  pages  59-62  of 
the  TMA  Physicians’  Guide  to  Health  Law  and  Practice 
Management.  [Rule  0880-2-.13.] 

Q:  A local  chiropractor  has  offered  either  to  employ  me 
in  his  practice,  or  to  create  a professional  corporation  whose 
ownership  he  and  I would  share  evenly.  Is  either  arrange- 
ment legal? 

A:  No.  As  note  above  in  the  first  question  answered,  the 
employment  relationship  would  violate  the  corporate  prac- 
tice of  medicine  doctrine.  Physicians  may  employ  other  medi- 
cal doctors,  but  may  not  be  employed  by  limited  license  practi- 
tioners such  as  nurse  practitioners  or  chiropractors  for  example. 

The  Tennessee  Board  of  Medical  Examiners  has  rules  pro- 
hibiting physicians  from  entering  into  or  creating  professional 
corporations  (PCs)  with  anyone  who  is  not  a licensed  medi- 
cal doctor:  “The  combination  of  a physician  and  a non-phy- 
sician professional  within  a PC,  as  contemplated  by  T.C.A. 
§48-3-605(b),  is  specifically  prohibited.”  [Rule  0880-8- 1 -.09.] 
Additionally,  shares  in  a medical  PC  “shall  not  be  offered  for 
sale  or  purchase  to  a person  who  is  not  a physician.”  [Rule 
0880-8- 1 1 4.] 

Q.  Are  TennCare  patient  records  considered  confidential 
even  as  to  HCFA  or  TBI  fraud  and  abuse  investigators? 
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A:  No,  TennCare  patient  records  are  subject  to  review 
by  investigators  with  either  of  these  agencies,  whether  or 
not  a patient  release  has  been  given.  If  you  are  a TennCare 
network  physician,  then  you  signed  a contract  that  gives 
HCFA  and  state  officials  the  right  to  examine  your  TennCare 
patient  records.  Even  if  you  had  not  signed  such  a contract 
(as  was  the  case  with  the  old  Medicaid  system),  federal  law 
allowed  such  agencies  the  authority  to  review  the  patients’ 
charts.  TMA  suggests  that  you  consider  having  one  of  your 
staff  present  to  watch  the  agents  as  they  copy  the  records.  Al- 
ways contact  your  attorney  for  assistance  during  this  process. 

Q:  If  subpoenaed,  is  a physician  required  to  testify  at  a 
trial  in  which  he  or  she  is  not  a party  to  the  lawsuit? 

A:  It  depends  on  the  court  system.  A physician  can  be 
forced  to  take  the  stand  in  either  a federal  trial  or  a state 
criminal  trial.  However,  if  faced  with  a subpoena  to  testify 
at  a state  civil  trial,  T.C.A.  §24-9-101(6)  gives  a physician 
the  right  to  be  deposed  instead  of  being  forced  to  take  the 
stand  at  trial.  [See  page  146  of  the  TMA  Physicians'  Guide 


to  Health  Law  and  Practice  Management.]  The  TMA-Ten- 
nessee  Bar  Association  Code  of  Cooperation  also  offers  some 
guidance: 

A subpoena  may  not  be  issued  requiring  a physi- 
cian to  send  medical  records  to  an  attorney.  Attorneys 
are  required  by  the  rules  of  civil  procedure  to  issue  a 
subpoena  commanding  a witness  to  appear  at  a trial, 
hearing,  or  deposition  and  to  bring  the  records.  The 
purpose  of  this  is  to  prevent  an  attorney  from  getting 
medical  records  from  a doctor  when  the  patient  and 
the  patient’s  attorney  are  not  aware  that  adverse  coun- 
sel is  acquiring  them.  A physician  should  not  refuse  to 
turn  over  records  in  response  to  a subpoena  without 
first  consulting  a personal  attorney. 

A subpoena  may  also  require  a custodian  of  a 
physician ’s  medical  records  to  present  the  medical 
records  and  give  a deposition  as  to  how  the  records 
are  maintained.  The  custodian  of  the  records  must  ap- 
pear with  the  records  at  the  time  and  place  designated 
in  the  subpoena.  □ 


Need  a New  Vehicle?  I’ll  Save  You  Time  and  Money! 


THINKING  ABOUT  A NEW*  CAR,  TRUCK,  VAN,  OR  SPORT  UTILITY  VEHICLE? 
THEN  BUY  OR  LEASE  FROM  MILLER  ROBINSON... 


FOR  5 GOOD  REASONS 


1 ALL  MAKES  AND  MODELS  OF  VEHICLES  AVAILABLE 

2 PERSONALIZED  SERVICE  - that  you  won ’t  get  anywhere  else. 

3 THE  BEST  NEGOTIATED  LEASE  OR  PURCHASE  PRICE  AVAILABLE 
- probably  better  than  what  you  would  get  if  you  shopped  3 or  4 dealers. 

4 TOP  DOLLAR  FOR  YOUR  TRADE-IN  - no  classified  ads  or  haggling 
with  tire  kickers. 

5 YOU  CHOOSE  WHERE  WE  CLOSE  THE  SALE  OR  LEASE  TRANSAC- 
TION - your  home  or  office,  our  office,  wherever  it’s  convenient  for  you. 

*or  quality  pre-owned 


“If  you  want  a nice  change  from  the  usual  vehicle  shopping 
experience,  give  me  a call. j I’ll  show  you  how  simple  and 
affordable  it  can  be."  A.  >/ 


MILLER  ROBINSON 

391-3000 


Hoover  & Associates 

Auto  Leasing/Sales 

217  Donelson  Pike 
Nashville,  TN  37214 
615-391-3000 
Fax  615-391-0158 
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Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

Doctor,  What  Are  My  Risks? 


J.  Kelley  Avery,  MD 

Case  Report 

The  person  asking  the 
question  is  a 42-year-old  wo- 
man who  is  a supervisor  of  the 
deli  in  the  local  grocery  store. 
While  carrying  a tray  of 
chicken,  she  tripped  over  the 
wheel  of  a cart  and  fell  face 
forward,  straining  her  back 
trying  to  keep  from  spilling 
the  chicken.  The  following 
day  she  appeared  at  her  phy- 
sician’s office  complaining 
of  marked  low  back  pain  and 
difficulty  moving  about. 

At  the  time  of  this  injury, 
this  patient  had  a history  of 
insulin-dependent  diabetes, 
coronary  artery  disease  re- 
quiring a coronary  artery  by- 
pass operation  with  six-vessel 
grafting  three  years  earlier; 
she  was  a two  pack  per  day 
cigarette  smoker.  She  also  had 
a history  of  depression.  On 
this  examination,  the  physi- 
cian found  marked  paraverte- 
bral muscle  spasm  in  the  lum- 
bar region,  with  limitation  of 
motion.  She  walked  with  her  back  in  about  20  degrees  of  for- 
ward flexion,  and  the  straight  leg  raising  was  limited  by  pain  at 
about  40  degrees.  She  did  complain  of  some  tingling  on  the 
bottom  of  her  feet  shortly  after  the  fall  but  there  was  no  motor 
deficit  present.  Reflexes  were  normal  and  equal  and  muscle 
strength  was  good  bilaterally.  She  was  treated  conservatively 
with  physical  therapy,  rest,  and  muscle  relaxants.  She  remained 
in  the  hospital  about  a week,  and  on  discharge  her  physician 
said  she  had  achieved  a full  range  of  motion  in  her  lumbar  spine, 
and  could  walk  upright  and  stand  without  difficulty. 

A week  later  she  was  again  complaining  of  back  pain  with 
some  radiation  into  the  right  hip  and  leg.  On  this  occasion,  a 
CT  of  the  lumbar  spine  after  contrast  myelography  showed 
bulging  of  the  disc  at  L5  with  “no  significant  compression  of 
the  thecal  sac.”  The  myelogram  had  also  shown  the  central 
extradural  defect  at  the  L5  level.  A laminectomy  was  per- 


formed with  the  removal  of  this  protruding  lumbar  disc.  Post- 
operatively  she  seemed  to  do  well  with  her  physical  therapy, 
and  she  was  discharged  home  in  about  a week. 

Again  about  a week  after  discharge,  the  patient  was  in  her 
primary  physician’s  office  complaining  of  pain  mostly  in  the 
right  hip.  On  this  occasion  there  was  some  pain  elicited  on 
external  rotation  of  the  hip  and  tenderness  to  pressure  over 
the  hip  joint.  Depo-Medrol  40  mg  was  injected  into  the  hip 
and  Motrin  prescribed.  She  was  cautioned  to  be  extra  careful 
about  checking  her  blood  and  urine  sugar. 

Three  months  after  the  surgery  on  her  back  she  was  en- 
couraged to  return  to  normal  activities  and  to  her  job.  She 
was  advised  not  to  lift  over  40  lb,  and  that  only  occasionally, 
and  to  use  good  body  mechanics  when  lifting  anything.  Six 
months  after  her  surgery  she  was  again  working,  doing  a fair 
amount  of  bending  and  lifting  in  the  bakery  of  the  grocery 
store,  and  thought  she  injured  her  back  again  although  she 
did  not  remember  a specific  injury.  Although  there  were  no 
significant  neurologic  changes,  she  was  given  about  a week 
of  outpatient  physical  therapy.  There  was  documented  “sig- 
nificant improvement.” 

This  patient  continued  to  have  pain  in  her  back  and  leg 
despite  aggressive  conservative  therapy.  Nine  months  after 
the  operation  she  was  admitted  to  the  hospital,  where  a re- 
peat myelogram  was  done.  The  report  was,  “minimal  lateral 
defect  L4  and  the  evidence  of  the  previous  surgery  at  L5.” 
The  MRI  confirmed  the  previous  findings.  Due  to  her  inabil- 
ity to  improve,  her  surgeon  discussed  with  her  the  possibility 
of  epidural  blocks  to  help  her  pain.  She  elected  to  be  dis- 
charged home  to  think  about  the  recommendation. 

A week  after  discharge  she  returned  to  her  surgeon’s  of- 
fice for  follow-up.  The  office  record  states,  “Did  not  remem- 
ber a lot  about  our  previous  conversation  while  in  the  hospi- 
tal.” She  was  again  worked  up  for  the  pain  with  no  new 
findings,  and  was  scheduled  for  outpatient  epidural  block. 

She  was  referred  to  the  anesthesiologist  for  the  epidural 
block.  His  history  and  physical  recorded  the  past  history  ac- 
curately and  stated  that  she  had  “post-laminectomy  scarring.” 
His  plan  was  to  do  the  block  at  L3.  Her  consent  was  obtained 
by  having  her  sign  the  standard  hospital  admission  generic 
form  plus  “Anesthesiologist  to  do  lumbar  and  caudal  block” 
and  signed  by  the  patient. 

One  hour  and  fifteen  minutes  after  the  blocks  she  was  in 
the  recovery  room,  complaining  of  some  pain  in  her  right  leg 
but  denying  any  numbness  in  the  lower  extremities.  She 


Dr.  Avery  is  a member  of  the 
Loss  Prevention  Committee, 
State  Volunteer  Mutual 
Insurance  Company, 
Brentwood. 

The  Case  of  the  Month  is  taken 
from  actual  Tennessee  closed 
claims.  An  attempt  is  made  to 
fictionalize  the  material  in 
order  to  make  it  less  easy  to 
identify.  If  you  recognize  your 
own  case,  please  be  assured 
that  it  is  presented  solely  for 
the  purpose  of  emphasizing  the 
issues  presented. 
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moved  her  legs  well.  When  she  was  released  from  recovery 
she  had  numbness  of  the  buttocks  but  had  good  sensation 
and  movement  in  her  legs.  Shortly,  she  was  able  to  walk  to 
the  rest  room  and  void.  Discharge  instructions  were  given 
and  she  was  allowed  to  go  home. 

About  12  hours  after  the  block  she  was  in  her  hometown 
hospital  emergency  department  complaining  of  severe 
suprapubic  pain.  She  was  found  to  have  a large  bladder,  and 
2,300  cc  of  urine  was  obtained  by  catheterization.  The  next 
day  she  was  seen  by  her  orthopedic  surgeon,  who  summa- 
rized his  examination  by  recording,  “Indicates  fairly  good 
pain  relief  but  difficulty  voiding.” 

The  difficulty  voiding  persisted  and  another  neurologic 
evaluation  was  done  with  CT,  MRI,  myelogram,  etc.  The  di- 
agnosis arrived  at  by  a number  of  consultants  was  a persis- 
tent neurogenic  bladder  possibly  due  to  the  caudle  and  epi- 
dural block. 

Two  years  after  the  block  she  had  a hysterectomy.  At  that 
time  she  still  had  difficulty  voiding  and  complained  of  some 
residual  pain  in  the  right  leg,  numbness  in  the  saddle  area,  and 
loss  of  some  rectal  tone.  She  was  kept  on  antibiotics  because  of 
her  self-catheterization  program.  A lawsuit  was  filed  in  the  pro- 
scribed time  charging  the  anesthesiologist  with  failure  to  ob- 


tain informed  consent  and  negligent  administration  of  the  blocks. 

Loss  Prevention  Comments 

This  patient  presented  all  the  elements  of  persistent  back 
pain  without  good  clinical  corroboration  of  injury.  Examina- 
tions and  imaging  studies  were  equivocal  at  best,  but  pain 
persisted.  She  had  a history  of  depression  and  displayed 
marked  anxiety  episodes  during  evaluation  and  treatment. 
She  was  a diabetic,  and  although  she  was  under  good  control 
the  possibility  of  neuropathy  was  present.  Laminectomy  was 
done  on  a “budging  disc  which  did  not  seem  to  displace  the 
contents  of  the  dural  sac.”  No  motor  deficits  were  ever  found. 

There  was  no  criticism  of  the  surgeon  or  the  anesthesiolo- 
gist for  doing  the  procedures  except  some  less  than  convinc- 
ing testimony  as  to  the  method  used  in  doing  the  blocks.  The 
case  for  the  patient  rested  on  the  fact  that  there  was  no  docu- 
mentation of  a good  explanation  of  the  risks  and  benefits  to 
this  high-risk  patient.  One  reviewer  believed  that  the  neuro- 
genic bladder  was  probably  the  result  of  diabetic  neuropathy 
but  admitted  that  there  was  no  way  to  prove  that  in  view  of 
the  temporal  relationship  between  the  blocks  and  the  complaints. 

This  was  felt  to  be  a very  dangerous  case  and  settlement 
was  the  better  option  than  trial  of  this  lawsuit. □ 
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Plasma  Fibrin  D-Dimer  in 
Pregnancies  Complicated  by 
Partial  Placental  Abruption 

Ran  Neiger,  MD;  Heidi  J.  Krohn,  Michele  0.  Trofatter,  MT 


Introduction 

Abruptio  placentae,  the 
separation  of  a normally  im- 
planted placenta  before  the 
delivery  of  the  fetus,  compli- 
cates about  one  in  150  deliv- 
eries.1 The  frequency  of  the 
diagnosis  varies  in  different 
reports  because  of  the  differ- 
ence in  the  criteria  used  for 
diagnosis,  and  the  diverse 
clinical  presentations.  Al- 
though abruptio  placentae 
has  been  associated  with  ad- 
vanced maternal  age,  high 
parity,  hypertension,  trauma, 
and  consumption  of  tobacco 
and  cocaine,  in  most  cases 
the  etiology  is  unknown.  Pla- 
cental abruption  has  serious 
implication  on  fetal  well-be- 
ing: rates  of  perinatal  mortal- 
ity in  cases  of  complete 
abruption  range  between 
20%  and  35%. 2,1  In  cases  of 
partial  separation  of  the  placenta,  when  both  mother  and  fe- 
tus are  stable,  pregnancy  may  be  managed  expectantly.  De- 
pending on  its  extent,  partial  abruption  of  the  placenta  may 
cause  maternal  anemia,  fetal  growth  impairment,  and  preterm 
labor,  and  is  associated  with  prolonged  antenatal  hospital- 
ization. Partial  abruption  has  a high  rate  of  recurrence  in  the 
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index  pregnancy  and  in  future 
pregnancies.1  The  current 
clinical  and  laboratory  meth- 
ods used  for  the  assessment 
of  patients  with  symptoms  of 
partial  placental  abruption 
are  unreliable  and  insensitive. 
Very  often,  after  the  currently 
available  diagnostic  mea- 
sures have  been  exhausted, 
the  obstetrician  is  still  uncer- 
tain as  to  whether  or  not  par- 
tial placental  abruption  has 
occurred,  especially  when  the 
bleeding  episode  is  mild  and 
resolves  spontaneously.  Un- 
less some  of  the  retropla- 
cental  bleeding  was  con- 
cealed and  has  formed  a clot, 
the  placenta  when  examined 
postpartum  may  not  exhibit 
the  expected  findings,  i.e.,  an 
organized  clot,  a depression 
in  the  maternal  surface,  or 
placental  infarcts.  Detection 
of  partial  placental  abruption  is  even  less  likely  when  the 
bleeding  is  from  a marginal  separation  of  the  placenta. 

The  separation  of  the  placenta  from  the  uterine  wall  causes 
release  of  tissue  thromboplastin,  which  starts  the  coagula- 
tion and  fibrinolysis  cascade,  leading  to  consumption  of 
plasma  fibrinogen  and  production  of  fibrin  degradation  prod- 
ucts.4 Plasma  fibrin  D-dimer,  one  of  the  stable  dimeric  prod- 
ucts of  fibrin  degradation,  is  a sensitive  indicator  of  coagula- 
tion abnormalities.5  The  D-dimer  test  can  detect  subclinical 
coagulopathy,  and  has  been  found  useful  in  detecting  pre- 
eclampsia-related coagulation  and  fibrinolysis.6'10  Our  hypoth- 
esis was  that  detecting  plasma  D-dimer  would  provide  labo- 


ABSTRACT 

Objective:  To  evaluate  the  value  of  the  plasma  fibrin 
D-dimer  test,  a sensitive  indicator  of  coagulation  abnormali- 
ties, as  a method  of  affirmation  of  partial  placental  abruption. 

Methods:  Fibrin  D-dimer  studies  were  obtained  on  25 
healthy,  normotensive  gravidas  with  late  second  and  third  tri- 
mester uterine  bleeding  and  a clinical  diagnosis  of  partial  pla- 
cental abruption.  The  test  was  repeated  24  hours  later  if  bleed- 
ing persisted.  The  results  were  compared  with  D-dimer  tests 
done  on  30  healthy,  term  gravidas.  Postpartum,  all  placentas 
were  evaluated  for  evidence  of  abruption,  and  those  suspected 
of  abruption  were  sent  for  pathologic  evaluation. 

Results:  Three  of  34  D-dimer  tests,  performed  on  25  women 
who  had  28  bleeding  episodes,  were  mildly  elevated.  At  deliv- 
ery, 12  of  the  25  placentas  showed  evidence  of  abruption,  and 
six  had  pathologic  findings  suggesting  abruption.  One  of  the 
16  D-dimer  tests  done  on  these  12  women  was  mildly  elevated, 
and  2 of  the  18  tests  done  on  the  other  13  women,  whose  pla- 
centas appeared  normal,  were  mildly  elevated.  All  30  D-dimer 
studies  in  the  control  group  were  normal.  The  difference  be- 
tween the  study  group  and  the  controls’  results  was  not  sig- 
nificant (P=0.3). 

Conclusion:  We  did  not  find  the  fibrin  D-dimer  test  to  be 
of  value  in  substantiating  the  diagnosis  of  partial  placental 
abruption. 
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ratory  confirmation  when  a partial  placental  abruption  was 
suspected. 

Materials  and  Methods 

The  study  population  included  25  healthy,  normotensive 
gravidas  with  a singleton  pregnancy,  who  had  late  second  or 
third  trimester  uterine  bleeding  and  a clinical  diagnosis  of 
partial  abruption.  All  had  ultrasound  studies  for  dating,  as- 
sessment of  the  fetus,  and  placental  status,  grading,  and 
location.  Fibrin  D-dimer  studies  were  performed  on  admis- 
sion on  peripheral  venous  blood  samples,  and  repeated  24 
hours  later  if  bleeding  persisted.  Demographic  data  were  col- 
lected on  each  patient  and  pregnancy  outcome  was  docu- 
mented. Plasma  fibrin  D-dimer  values  were  measured  using 
monoclonal  antibodies  DD-3BD,  coupled  to  latex  beads 
( Dimertest).  The  assay  is  a rapid,  sensitive,  and  specific  labo- 
ratory test  for  fibrinolysis,  with  a sensitivity  of  2 p,g/ml.  D- 
dimer  results  were  compared  with  those  of  30  healthy,  term 
gravidas  who  served  as  controls.  Statistical  analysis  was  done 
using  Fisher’s  exact  test,  and  significance  was  set  at  P=0.05. 

Results 

Thirty-four  D-dimer  tests  were  performed  on  25  women 
who  had  28  bleeding  episodes  at  28.7  ± 4.5  weeks  gestation 
(range  21.5  to  39.1  weeks).  Their  average  age  was  22.9  ± 
5.4  years,  gravidity  was  2.5  ± 1,  and  parity  was  1 ± 1.  The 
average  gestational  age  at  delivery  was  33.6  ± 5.3  weeks 
(range  23  to  42  weeks).  Thirteen  women  were  delivered  within 
seven  days  of  the  bleeding  episode.  The  placentas  of  all  25 
were  examined  at  delivery.  Twelve  placentas  had  clinical 
evidence  of  abruption,  and  eight  of  the  12  were  examined  by 
a pathologist,  who  confirmed  the  diagnosis  of  abruption  in 
six.  Sixteen  D-dimer  tests  were  performed  on  these  12 
women,  and  one  was  mildly  elevated.  The  13  women  whose 
placentas  appeared  normal  at  delivery  had  a total  of  18  D- 
dimer  tests,  obtained  during  14  bleeding  episodes,  and  two 
results  were  mildly  elevated.  The  D-dimer  test  results  of  these 
25  women  were  compared  with  those  of  30  term,  healthy 
women  who  served  as  controls,  which  were  all  normal.  The 
difference  between  the  study  and  the  control  groups’  D-dimer 
results  was  not  significant  (P= 0.3). 

Discussion 

It  is  usually  easy  to  diagnose  and  document  a complete 
placental  abruption,  or  a partial  abruption  severe  enough  to 
cause  acute  fetal  distress.  Confirming  the  clinical  diagnosis 
of  the  more  common  form,  a partial  separation  where  uterine 
bleeding  is  not  excessive  and  both  mother  and  fetus  are  stable, 
is  more  challenging.  Although  in  cases  of  partial  abruption 
patients’  signs  and  symptoms  may  vary  considerably,  most 
of  the  time  their  vital  signs  and  laboratory  findings  are  nor- 
mal. The  most  common  sign  is  vaginal  bleeding,  which  is 


present  in  78%  of  cases.11  The  quantity  of  bleeding  cannot  be 
used  to  assess  the  degree  of  abruption  since  a small  degree  of 
separation  may  be  associated  with  profuse  bleeding,  and  in 
some  cases  where  there  is  complete  separation,  there  may  be 
no  bleeding  at  all.1  Other  common  signs  and  symptoms  in- 
clude uterine  tenderness,  uterine  contractions  and  hypertonus, 
back  pain,  and  fetal  distress."  Subclinical  partial  abruption 
may  also  be  the  cause  of  unexplained  preterm  labor.12  Nega- 
tive sonographic  findings  do  not  exclude  the  diagnosis  of 
placental  abruption;  a retroplacental  clot  can  be  detected 
sonographically  only  in  2%  to  25%  of  women  with  placental 
separation.413  Electronic  fetal  monitoring,  combined  with  a 
high  degree  of  awareness,  are  more  likely  to  aid  in  making 
the  correct  diagnosis. 

The  presence  of  fibrin  D-dimer  specifically  reflects  fibrin 
formation  resulting  from  activation  of  the  coagulation  cas- 
cade.5 During  the  last  trimester,  there  is  an  increase  in  mater- 
nal plasma  D-dimer  levels.1415  The  fibrin  D-dimer  test  has 
been  found  to  be  useful  in  early  detection  of  pregnancy  com- 
plications associated  with  coagulation  abnormalities  such  as 
preeclampsia  and  preterm  labor,  and  in  pregnancies  associ- 
ated with  low  birth  weight  and  low  Apgar  scores.6'10  Since 
placental  abruption  is  usually  associated  with  coagulopathy,4 
our  hypothesis  was  that  the  high  sensitivity  of  the  D-dimer 
test  might  make  this  a useful  confirmatory  test  for  this  diag- 
nosis. We  tested  gravidas  with  uterine  bleeding  in  the  second 
half  of  pregnancy,  whose  placenta  was  normally  implanted, 
in  whom  we  diagnosed  partial  abruption.  Our  results  show 
that  in  most  cases,  even  when  an  abruption  was  eventually 
documented  clinically  and  pathologically,  the  D-dimer  test 
remained  negative. 

In  contrast  with  our  findings,  Nolan  et  al15  recently  re- 
ported significantly  increased  average  D-dimer  value  in  a 
group  of  14  patients  who  were  clinically  diagnosed  with 
abruptio  placentae,  twice  the  mean  value  of  the  control  group. 
Although  the  method  of  confirmation  was  not  described, 
Nolan  et  al  reported  that  abruptio  placentae  was  confirmed 
in  all  cases  in  the  abruption  group,  with  involvement  ranging 
from  approximately  10%  to  30%  of  the  placental  surface  area. 
It  is  unlikely  that  the  difference  between  our  D-dimer  results 
and  those  reported  by  Nolan  and  his  colleagues  are  due  to 
dissimilarity  in  the  extent  of  placental  separation  between 
patients,  since  they  found  no  significant  correlation  between 
the  degree  of  clinical  abruption  and  maternal  D-dimer  levels. 
Although  Nolan  et  al  used  an  enzyme-linked  immunosorbent 
assay  (ELISA)  for  measuring  D-dimer,  which  is  more  sensi- 
tive than  the  monoclonal  antibody  method  we  used,  it  cannot 
account  for  the  difference  in  results  since  our  assay  would 
have  detected  D-dimer  values  similar  to  those  reported  by 
Nolan  et  al  in  their  abruption  group.  Moreover,  an  examina- 
tion of  Nolan’s  findings  also  suggests  that  the  D-dimer  test 
has  a limited  utility  in  cases  of  partial  placental  abruption: 
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although  the  mean  D-dimer  value  of  the  abruption  group  was 
higher  than  that  of  the  control,  D-dimer  values  in  both  groups 
had  a very  wide  range,  and  actually  overlapped  (917-8800 
vs  824-3434  ng/dl).  As  a result,  the  mean  D-dimer  levels  of 
the  two  groups  were  within  one  standard  deviation  of  each 
other  (3393  ± 2086  vs  1750  ± 839  ng/dl),  which  means  that 
this  test  could  not  be  used  to  confirm  clinically  diagnosed 
partial  placental  abruption. □ 
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An  Unusual  Cause  of  Chest  Pain 
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N.  A.  Kuinari,  MD;  Thomas  M.  Roy,  MD 


Introduction 

Although  an  infrequent 
occurrence,  fibrous  dysplasia 
is  the  most  common  benign 
tumor  of  the  rib  cage.1  It  is 
currently  considered  a devel- 
opmental anomaly,  with  pro- 
liferation of  fibrous  tissue  in 
the  medulla  that  leads  to  cor- 
tical thinning  and  subsequent  bone  expansion.2  This  benign 
proliferation  of  fibrous  tissue  and  bone  is  usually  manifested 
as  a slowly  enlarging,  painless  mass  in  the  posterolateral  rib 
cage.  Most  lesions  cease  to  grow  when  the  patient  reaches 
puberty,3  and  the  rib  lesions  are  incidental  findings  on  chest 
radiograph.4 

Rarely,  fibrous  dysplastic  tumors  may  continue  to  grow 
and  become  quite  large,  or  even  start  to  expand  after  periods 
of  dormancy.5  This  is  attributed  to  cystic  degeneration  with 
central  hemorrhage.  Patients  who  experience  such  a rapid 
enlargement  may  notice  swelling  or  experience  a pathologic 
fracture.6  Although  right-sided  chest  discomfort  after  rapid 
growth  of  a previously  stable  lesion  of  fibrous  dysplasia  has 
been  reported,5  our  patient  suffered  dull  left  chest  pain  with 
radiation  to  his  neck  and  left  arm  simulating  angina  pectoris. 

Case  Report 

A 49-year-old  man  had  intermittent  left  anterior-superior 
chest  and  shoulder  pain  that  had  started  24  hours  earlier.  The 
pain  was  dull  and  worsened  with  activity.  When  he  experi- 
enced radiation  of  the  pain  to  his  neck  and  left  arm,  he  was 
brought  to  the  office  by  his  wife  to  seek  evaluation  for  pos- 
sible angina  pectoris. 
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State  University,  Johnson  City. 

Reprint  requests  to  Veterans  Affairs  Medical  Center  111-B, 
P.O.  Box  4000,  Mountain  Home,  TN  37864-4000  (Dr.  Roy). 


He  denied  nausea,  dia- 
phoresis, or  dyspnea  during 
his  painful  episodes.  He  also 
denied  fevers,  chills,  weight 
loss,  and  other  systemic  symp- 
toms. He  considered  himself 
in  good  physical  condition 
and  worked  daily  as  a carpen- 
ter. He  had  smoked  one  pack 
of  cigarettes  each  day  since  age  17.  He  had  a family  history 
of  atherosclerotic  coronary  artery  disease. 

The  patient  was  afebrile,  and  his  vital  signs  were  normal. 
The  left  anterior-superior  chest  was  tender  to  palpation,  and 
he  experienced  pain  on  active  and  passive  abduction  of  his 
left  upper  extremity.  The  remainder  of  his  physical  examina- 
tion was  negative. 

Cardiac  enzymes  were  normal,  as  were  his  resting  elec- 
trocardiogram and  echocardiogram,  complete  blood  count, 
serum  electrolytes,  and  biochemical  profile.  Radiographs  of 
the  left  shoulder  and  chest  suggested  a soft  tissue  mass  in  the 
left  upper  lobe  of  lung.  CT  scan  of  the  chest  demonstrated  a 
lobulated  mass  with  calcified  margins  that  extended  into  the 


Figure  1.  CT  scan  of  the  chest  showing  lobulated  mass  with  calcified 
borders  extending  into  the  soft  tissue  with  destruction  of  the  anterior- 
lateral  portion  of  the  first  rib. 


ABSTRACT 

We  present  a patient  with  left  chest  and  neck  pain  due  to 
fibrous  dysplasia  of  the  first  rib.  This  condition  was  not  con- 
sidered as  part  of  the  differential  diagnosis  of  chest  discom- 
fort, since  it  is  typically  painless.  We  believe  this  is  the  first 
patient  described  with  fibrous  dysplasia  of  the  rib  with  left 
chest  pain  that  mimicked  angina  pectoris. 
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soft  tissue  of  the  chest  wall.  There  was  destruction  of  the 
anterior-lateral  portion  of  the  first  rib  (Fig.  1),  and  the  mass 
impinged  on  but  did  not  invade  the  brachial  plexus. 

A standard  strength  intradermal  PPD  was  nonreactive,  and 
fungal  serologies  were  unremarkable.  A fine-needle  aspira- 
tion performed  under  CT  guidance  yielded  unremarkable 
cytologic  and  microbiologic  findings.  An  excisional  biopsy 
confirmed  the  diagnosis  of  fibrous  dysplasia.  The  mass  and 
the  first  rib  were  resected  with  wide  surgical  margins,  and  he 
has  had  no  further  symptoms  and  no  evidence  of  residual 
disease  after  one  year. 

Discussion 

Fibrous  dysplasia  of  the  first  rib  is  extremely  uncommon, 
the  first  English  language  account  of  first  rib  involvement 
having  been  reported  in  1990. 7 When  fibrous  dysplasia  oc- 
curs in  the  first  rib,  expansion  of  the  tumor  may  impinge  on 
adjacent  neurologic  and  musculoskeletal  structures  to  cause 
symptoms.  A patient  with  first  rib  fibroplasia  and  right-sided 
thoracic  outlet  syndrome  has  been  reported  in  the  French  lit- 
erature/ Our  patient  demonstrates  that  left-sided  first  rib  in- 
volvement with  fibrous  dysplasia  can  also  produce  symp- 
toms that  may  mimic  angina  pectoris. 

Radiologic  studies  are  essential  in  recognizing  the  rib  le- 
sion, but  are  of  limited  value  in  determining  its  etiology.  The 
radiographic  appearance  of  fibrous  dysplasia  varies  with  time. 
The  lesion  may  appear  lytic  early  in  its  course,  but  later  may 
appear  either  more  or  less  lucent,  depending  on  the  amount 
of  woven  bone  calcification.  These  lesions  may  also  have  a 
sclerotic  rim.6 

Since  66%  of  rib  neoplasms  are  malignant  and  can  be  con- 
firmed by  positive  cytology,  the  first  diagnostic  intervention  is 
generally  fine-needle  aspiration/  In  cases  of  fibrous  dysplasia, 
an  accurate  diagnosis  by  this  modality  is  extremely  difficult 
due  to  the  great  degree  of  histologic  variation  that  is  present 
from  the  aberrant  healing  process.  An  osseous  component  is 


irregularly  distributed  and  consists  of  woven  bone  with  incon- 
spicuous osteoblastic  rimming.  Intramedullary  hemorrhage 
with  focal  bone  and  marrow  necrosis  is  found  in  conjunction 
with  fibrous  repair  tissue/ Excisional  biopsy  is  the  preferred 
method  of  sampling  adequate  for  confirming  the  various  com- 
ponents as  parts  of  a dysfunctional  healing  process. 

Treatment  of  choice  is  surgery  with  intent  to  cure.61"  Al- 
though classified  as  benign  tumors,  there  is  some  evidence 
that  fibrous  dysplasia  of  the  bone  may  rarely  become  trans- 
formed into  a malignant  osteosarcoma. 11,12  Surgical  resection 
with  wide  margins  eliminates  this  possibility  and  also  insures 
that  the  fibrodysplastic  lesion  does  not  recur.17 

In  summary,  we  have  reported  the  case  of  a patient  with  a 
chest  wall  mass  involving  the  left  first  rib.  This  benign  chest 
wall  tumor  most  certainly  had  a slow  and  gradual  growth,  as 
evidenced  by  the  presence  of  calcium  in  its  perimeter.  It  is 
presumed  that  it  expanded  after  it  underwent  cystic  degen- 
eration with  hemorrhage.  Its  location  on  the  left  first  rib  and 
its  critical  mass  caused  our  patient  to  experience  left  chest 
pain  with  radiation  to  the  neck  and  left  arm,  symptoms  pre- 
viously unreported  with  fibrous  dysplasia. □ 
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HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doctors  who  are 
suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional  illness,  or  both,  including 
certain  behaviors  problematic  for  physicians.  The  thrust  of  the  program  is  rehabilitative,  not  punitive. 
The  Committee  is  composed  of  physicians  who  have  special  expertise  in  these  areas,  some  from  per- 
sonal experience.  Effective  treatment  for  these  illnesses  is  achieved  most  easily  when  the  disease  or 
illness  is  detected  early.  The  Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sym- 
pathy which  enables  a physician’s  impaired  condition  to  deteriorate. 

HELP  USTO  HELP 

Call  the  TMF  Physicians  Health  Program  at  (615)  893-7755  in  Murfreesboro.  Telephone  message 
service  available  around  the  clock. 
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Special  Item 

Narrow  Therapeutic  Index  Drugs: 
Another  Hazard  for  the  Elderly 

James  S.  Todd,  MD 


Introduction 

Narrow  Therapeutic  Index 
(NTI)  drugs  are  those  drugs 
for  which  the  therapeutic 
range  is  so  narrow  that  slight 
changes  in  dosage  can  result 
in  either  lack  of  therapeutic 
effect  or  toxic  effect  on  the 
patient.  This  is  of  particular 
clinical  significance  for  eld- 
erly patients.  Because  many 
elderly  patients  have  multiple 
diseases  and  often  take  mul- 
tiple drugs,  the  potential  for 
drug  interactions  and  other  causes  of  altered  bioavailability 
is  increased.  Elderly  patients  also  receive  more  NTI  drugs, 
which  are  themselves  associated  with  a high  risk  of  toxic 
reactions  and  drug  interactions. 

A few  simple  statistics  highlight  the  magnitude  of  this 
problem.  The  elderly  now  constitute  approximately  12%  of 
the  population  and  are  the  largest  users  of  pharmaceutical 
products.  They  receive  30%  of  all  written  prescriptions  (twice 
as  many  as  the  general  population)  and  40%  of  all  nonpre- 
scription drugs.  In  addition,  many  elderly  patients  often  take 
more  than  one  drug  on  a daily  basis.  In  one  study  of  high- 
risk,  ambulatory,  elderly  patients,  20.8%  were  identified  as 
having  at  least  one  potential  drug-drug  interaction;  95%  of 
that  group  were  taking  four  or  more  prescription  drugs.  Be- 
cause of  these  concerns,  elderly  patients  must  be  monitored 
closely  to  assure  that  the  combination  of  these  drugs  does 
not  result  in  adverse  reaction.  Because  of  their  nature,  moni- 
toring of  NTI  drugs  in  the  elderly  is  especially  important. 


Dr.  Todd,  formerly  executive  vice-president  of  the  AMA,  was  one 
of  the  founders  of  the  Health  Alliance  for  NTI  Patient  Safety.  Dr 
Todd  passed  away  this  summer. 

This  article  is  reproduced  with  permission  from  the  Journal  of  the 
Medical  Association  of  Georgia,  vol  86,  no  2,  April  1997. 
Copyright  1997,  Medical  Association  of  Georgia. 


NTI  Drugs  Defined 

The  therapeutic  index  of 
a drug  characterizes  indi- 
vidual response  to  the  drug, 
and  each  drug  has  its  own 
unique  therapeutic  index. 
Drugs  are  defined  as  having 
a narrow  therapeutic  index — 
or  range — when  there  is  less 
than  a two-fold  difference  in 
median  lethal  dose  (LD50) 
and  the  median  effective  dose 
(ED^0)  values,  or  when  there 
is  less  than  a two-fold  differ- 
ence in  the  minimum  toxic  concentration  and  minimum  ef- 
fective concentration  in  the  blood.  Safe  and  effective  use  of 
NTI  drugs  requires  careful  dosage  titration  and  patient  moni- 
toring. Relatively  small  changes  in  the  systemic  concentra- 
tions of  a drug  or  its  bioavailability  can  lead  to  marked 
changes  in  response.  For  NTI  drugs,  there  is  a narrow  win- 
dow between  patient  benefit  and  patient  risk.  Slight  decreases 
in  blood  levels  of  the  drug  may  result  in  a subtherapeutic 
response,  while  slight  increases  may  result  in  toxic  reactions. 

Currently,  the  FDA  recognizes  about  two  dozen  prescrip- 
tion medications  as  having  a narrow  therapeutic  range.  These 
include  some  widely  used  drugs,  such  as  anticoagulant  and 
anticonvulsant  drugs,  antiasthmatics,  and  at  least  one  anti- 
depressant, among  others.  Drugs  considered  by  the  FDA  to 
have  a narrow  therapeutic  range,  as  listed  in  a 1992  FDA 
Compliance  Program  Guide  are:  Aminophylline  tablets,  car- 
bamazepine  tablets,  clindamycin  capsules,  clonidine  tablets, 
dyphylline  tablets,  disopyramide  capsules,  ethinyl  estradiol/ 
progestin  oral  contraceptive  tablets,  guanethidine  tablets, 
isoetharine  mesylate  metered  dose  inhaler,  isoproterenol 
metered  dose  inhaler,  lithium  carbonate  capsules  and  tablets, 
metaproterenol  tablets,  minoxidil  tablets,  oxtriphylline  de- 
layed-release  tablets,  phenytoin  capsules,  prazosin  capsules, 
primidone  tablets,  procainamide  hydrochloride  capsules  and 
extended  release  tablets,  quinidine  sulfate  capsules  and  tab- 


Concern  over  the  issue  of 
interchange  of  NTI  drug  formulations 
led  to  the  formation  of  a coalition 
of  organizations  that  want  to  raise 
awareness  of  this  issue  and  seek  a 
greater  level  of  protection  for  patients 
who  are  taking  NTI  drugs. 
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lets,  quinidine  gluconate  tab- 
lets, theophylline  tablets  and 
extended  release  tablets,  val- 
proic acid  capsules,  valproate 
sodium  syrup,  and  warfarin 
sodium  tablets. 

Many  of  these  drugs,  such 

as  digoxin,  phenytoin,  theo-  

phylline,  and  warfarin  so- 
dium, are  used  to  treat  critical  medical  conditions  in  the  el- 
derly. They  are  associated  with  a high  risk  of  toxic  reactions 
and  complex  drug  interactions  and  have  highly  individual- 
ized dosing,  requiring  close  supervision  by  the  physician  or 
health  care  provider  to  ensure  their  safe  use.  All  of  these  fac- 
tors mean  the  use  of  NTI  drugs  by  elderly  patients  requires 
special  consideration. 

Arbitrary  Drug  Substitutions 

In  the  past  few  years,  the  practice  of  medicine  has  in- 
creasingly been  complicated  by  encroachments  on  the 
physician’s  authority.  As  issues  related  to  cost  control  exert 
growing  influence  over  every  facet  of  medicine,  often  the 
first  response  of  those  who  claim  to  be  in  charge  of  control- 
ling costs  is  to  impose  limitations  on  the  choices  and  author- 
ity physicians  have  in  prescribing  certain  medications.  As 
physicians,  we  must  remain  ever  vigilant  in  firmly  rejecting 
cost  control  measures  that  could  potentially  endanger  our 
patients. 

Not  so  long  ago,  many  states  had  laws  and  regulations 
strictly  limiting  or  even  preventing  the  arbitrary  substitution 
of  generic  drug  formulations.  In  recent  years,  however,  the 
pendulum  has  decisively  swung  in  the  opposite  direction. 
Today,  state  formulary  laws  and  regulations  encourage,  and 
sometimes  mandate,  the  substitution  of  generic  drug  formu- 
lations whenever  possible.  Managed  care  plans,  PBMs  and 
other  health  care  organizations  have  similar  policies. 

Few  would  argue  against  the  use  of  generic  drug  formula- 
tions when  appropriate.  Often  they  provide  significant  sav- 
ings with  no  compromise  in  treatment  and  patient  safety.  In 
the  case  of  NTI  drugs,  however,  there  is  significant  concern 
that  blanket  substitution  policies  can  compromise  patient 
safety.  In  fact,  there  is  a growing  awareness  of  increased  risk 
to  patients  taking  NTI  drugs 
if  they  are  not  given  special 
protections  from  blanket 
drug  substitution  policies. 

As  Richard  R.  Abood, 

R.Ph,  JD,  professor  of  phar- 
macy administration  at  the 
University  of  Pacific  warned: 

“In  most  instances  there 
won’t  be  a problem  with  ge- 


Elderly patients  must  be  monitored 
closely  to  assure  that  the  combination 
of  NTI  drugs  does  not  result  in 
adverse  reaction. 


Drugs  are  defined  as  having  a narrow 
therapeutic  index — or  range — when 
there  is  less  than  a two -fold  difference 
in  median  lethal  dose  (LD50)  and  the 
median  effective  dose  (EDS0)  values. 


neric  substitution,  but  when 
dealing  with  B-rated  products 
and  those  with  narrow  thera- 
peutic windows  and  where 
you  are  doing  therapeutic  in- 
terchanges, you’d  better  be 
sure  you  are  not  subjecting  the 

patient  to  an  extra  adverse 

risk.” 

Physicians  as  well  as  patients  stand  to  lose  if  forced  and/ 
or  undisclosed  substitutions  of  NTI  drug  formulations  lead 
to  clinical  problems.  Surveys  show  NTI  drugs  dominate  the 
list  of  medications  which  most  often  lead  to  claims  against 
pharmacists.  As  more  attention  is  paid  to  the  role  of  NTI 
drugs — and  how  the  FDA’s  generic  approval  process  ap- 
plies— it  is  imperative  that  physicians  take  the  time  to  fully 
understand  the  issues  surrounding  NTI  drugs  and  their  sub- 
stitution to  protect  themselves  and  their  patients. 

The  cumulative  movement  toward  blanket  substitution 
policies  makes  it  difficult  to  coordinate  patient  monitoring 
with  product  substitution  because  a patient  can  be  switched 
from  one  formulation  to  another  formulation  at  the  pharmacy 
level  without  the  knowledge  of  the  physician. 

FDA  Involvement 

While  the  FDA  has  recognized  the  special  nature  of  NTI 
drugs,  no  specific  guidelines  or  criteria  for  bioavailability  and 
bioequivalence  have  been  established  to  reflect  the  special 
clinical  concerns  for  NTI  drugs.  Based  on  the  FDA’s  current 
methodology,  two  formulations  of  the  same  drug  or  two-drug 
formulations  from  different  manufacturers  are  deemed 
bioequivalent  when  they  are  equivalent  with  respect  to  the  rate 
and  extent  of  drug  absorption.  In  today’s  environment,  substi- 
tution is  often  made  based  on  an  assumption  that  formula- 
tions approved  as  bioequivalent  provide  the  same  dose-effect. 

FDA’s  current  standard  states  that,  “Two  formulations 
whose  rate  and  extent  of  absorption  differ  by  -20%/+25%  or 
less  are  generally  considered  bioequivalent.  The  use  of  the 
-20%/+25%  rule  is  based  on  a medical  decision  that,  for  most 
drugs,  a -20%/+25%  difference  in  the  concentration  of  the 
active  ingredient  in  the  blood  will  not  be  clinically  signifi- 
cant.” Under  FDA  standards  in  determining  bioequivalence, 

a test  product  is  compared 
t()  a reference  product 
and  not  to  all  other  marketed 
formulations  of  the  same 
drug.  This  presents  the  pos- 
sibility— if  not  the  probabil- 
ity—that  bioavailability  pro- 
files of  different  formulations 
of  the  same  drug  may  vary. 
For  NTI  drugs,  this  deci- 
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sion  may  potentially  increase  the  risk  associated  with  drug 
substitution  and  the  interchange  of  products  from  different 
manufacturers.  Since  therapeutic  equivalence  is  assumed  and 
not  established,  there  is  a potential  for  negative  consequences 
when  product  interchange  occurs — especially  if  the  treating 
physician  has  no  knowledge  of  the  substitution. 

The  Health  Alliance  for  NTI  Patient  Safety 

Concern  over  the  issue  of  interchange  of  NTI  drug  for- 
mulations led  to  the  formation  of  a coalition  of  organiza- 
tions that  want  to  raise  aware- 
ness of  this  issue  and  seek 
a greater  level  of  protection 
for  patients  who  are  taking 
NTI  drugs.  Formation  of  the 
Health  Alliance  for  NTI  Pa- 
tient Safety  (the  “Alliance”) 
was  announced  in  January  of 
this  year  by  the  American 
Medical  Association,  the  Epi- 
lepsy Foundation  of  America, 
and  the  Association  of  Black 
Cardiologists.  Because  of  is- 
sues surrounding  the  use  of 
NTI  medications  by  elderly 
patients,  the  United  Seniors 
Association  recently  joined 
the  Alliance. 

The  Alliance  intends  to  work  through  member  organiza- 
tions and  the  media  to  raise  awareness  of  NTI  drugs  and  of 
the  need  to  provide  greater  protections  for  the  patients  who 
take  them.  In  fact,  one  of  the  main  ways  in  which  the  Alli- 
ance seeks  to  increase  NTI  patient  safety  is  by  protecting 
the  authority  of  treating  physicians  to  approve  or  disapprove 
of  any  substitution  of  NTI  drug  formulations  given  their 
patients.  The  Alliance’s  mission  statement  includes  the  fol- 
lowing objectives: 

• To  communicate  to  all  who  make  decisions  about  the  avail- 
ability of  NTI  medications  that  the  substitution  of  NTI  drugs 
should  never  be  mandatory,  and  that  any  substitution  or  inter- 
change should  take  place  only  under  strict  guidelines  meant 
to  ensure  each  patient  receives  proper  dosages  at  all  times. 

• To  provide  that  substitution  of  NTI  medications  be  made 
only  with  the  express  knowledge  and  consent  of  the  patient 
and  the  treating  physician. 

• To  request  that  the  FDA  establish  individual  bioequi- 
valency and  therapeutic  standards  for  generic  formulations 
of  NTI  medications  to  reduce  the  risk  of  product  variability. 

• To  encourage  individual  states  to  protect  patient  health 
and  safety  by  establishing,  through  law  and/or  regulation, 
strict  standards  regarding  the  substitution  and  interchange 
of  NTI  drugs,  including  that  they  not  be  substituted  without 


the  express  knowledge  and  consent  of  both  the  patient  and 
the  treating  physician. 

It  should  be  noted  that  such  actions  are  not  designed  to 
prevent  the  prescription  of  generic  NTI  drug  formulations, 
but  rather  to  preserve  the  rights  of  patients  taking  these  drugs 
and  the  physicians  who  prescribe  them. 

The  goal  of  the  Health  Alliance  for  NTI  Patient  Safety — 
which  deserves  the  support  of  physicians  throughout  the 
United  States — is  to  prevent  product  interchange  without 
patient  and  physician  approval.  This  includes  interchange 

from  branded  to  generic,  ge- 
neric to  generic,  or  generic 
to  branded.  In  short,  a patient 
should  remain  on  the  formu- 
lation (branded  or  generic) 
upon  which  he  or  she  is  sta- 
bilized unless  the  physician 
feels  a change  is  appropri- 
ate. These  protections  are  es- 
pecially important  relative 
to  the  treatment  of  elderly 
patients. 

A number  of  states  are 
beginning  to  take  the  NTI  is- 
sue seriously.  To  date,  legis- 
lation has  been  introduced 
into  several  state  legislatures 
to  create  exemptions  from 
mandatory  substitution  of  NTI  drug  formulations  and  to  pro- 
vide that  such  substitution  should  take  place  only  with  the 
express  knowledge  and  consent  of  patients  taking  NTI  drugs 
and  their  treating  physicians.  Some  states,  whose  substitution 
rules  are  governed  by  administrative  or  regulatory  processes, 
are  also  taking  a serious  look  at  how  they  can  provide  formal 
protection  for  patients  taking  NTI  drugs.  A number  of  these 
states  are  looking  at  ways  to  provide  mechanisms  by  which 
new  drugs  recognized  as  having  a narrow  therapeutic  range — 
as  well  as  other  prescription  medications  the  medical  com- 
munity believes  deserve  special  recognition — can  be  granted 
protection  against  blanket  substitution  rules  in  the  future. 

Georgia  does  not  currently  mandate  the  substitution  of 
generic  drug  formulations,  but  such  substitutions  may  take 
place  unless  the  physician,  in  his  or  her  own  handwriting, 
writes  “brand  necessary”  on  the  prescription  form.  Without 
such  a notation,  not  only  can  substitution  take  place,  the  phy- 
sician may  well  not  be  notified.  In  the  case  of  NTI  drugs, 
patient  safety  may  be  compromised.  The  Medical  Associa- 
tion of  Georgia  should  take  the  lead  in  working  for  an  ex- 
emption of  NTI  drugs  from  substitution  without  physician 
notification  and  approval.  Elderly  patients  are  foremost 
among  those  who  will  benefit  from  these  important 
protections. □ 


The  cumulative  movement  toward 
blanket  substitution  policies  makes  it 
difficult  to  coordinate  patient  monitor- 
ing with  product  substitution  because  a 
patient  can  be  switched  from  one  for- 
mulation to  another  formulation  at  the 
pharmacy  level  without  the  knowledge 
of  the  physician. 
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Introduction 

The  past  decade  has  produced  a new  understanding  of  the 
molecular  mechanisms  leading  to  cell  death  in  focal  cerebral 
ischemia.1,2  With  that  new  knowledge,  there  has  been  an  up- 
surge in  the  development  of  neuroprotective  agents,  and  many 
are  now  in  various  stages  of  clinical  testing.1  Many  believe 
that  we  have  entered  a “Golden  Age”  of  clinical  trials  in  stroke. 
While  there  is  good  reason  for  optimism,  we  should  keep  in 
mind  that  very  few  clinical  trials  of  acute  stroke  have  ever 
shown  benefit. 

New  Ideas  in  Siroke  Treatment 

For  any  treatment  to  be  effective,  it  must  be  administered 
as  soon  as  possible  after  stroke  onset.1-2  This  is  one  of  the 
more  important  lessons  gained  from  animal  research  in  the 
past  decade.  “Time  is  brain”  is  the  new  rallying  cry  among 
stroke  experts,  and  most  new  clinical  trials  require  that  en- 
rollment of  patients  occurs  within  three  to  six  hours  of 
ischemia  onset.  This  of  course  complicates  recruitment,  since 
most  patients  do  not  come  to  the  ER  during  the  early  hours 
of  stroke.  The  challenge  now,  however,  is  to  educate  the  pub- 
lic to  recognize  stroke  symptoms  and  to  seek  medical  help  as 
early  as  possible.  Fortunately,  this  effort  has  received  fresh 
impetus  with  the  success  of  t-PA  thrombolysis  during  the  first 
three  hours  of  stroke.4  That  positive  study  is  entirely  consis- 
tent with  animal  studies  that  have  shown  recirculation 
achieved  after  three  to  four  hours  of  ischemia  produces  little 
or  no  benefit.  Furthermore,  administering  thrombolytic 
therapy  after  six  hours  of  stroke  risks  catastrophic  brain  hem- 
orrhage.'’ Just  how  safe  and  effective  t-PA  is  during  the  three- 
to  six-hour  interval  after  ischemia  onset  is  currently  under  study. 
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A number  of  different  methods  undergoing  clinical  trials 
aim  to  improve  blood  How  to  the  ischemic  brain.  The  role  of 
intra-arterial  thrombolytic  therapy  in  acute  stroke  and  the  best 
methodology  to  open  an  occluded  artery  are  currently  under 
study.  A phase  III  trial  is  being  launched  to  test  a fibrinogen 
depleting  agent,  ancrod,  started  within  three  hours  of  stroke 
and  continued  over  five  days.  Nimodipine  and  nicardipine, 
are  calcium  channel  blockers  and  well-known  vasodilators 
that  raise  cerebral  blood  How  (these  drugs  may  have  a direct 
neuronal  cytoprotective  effect  as  well);  they  are  now  in  the 
late  stages  of  clinical  testing.  While  intravenous  heparin  is 
commonly  used  to  treat  acute  stroke,  its  efficacy  has  never 
been  adequately  tested,  and  consequently  its  use  remains 
controversial.  New  insight  into  the  efficacy  of  acute  anti- 
coagulation should  be  forthcoming  with  the  completion  of 
the  ongoing  trial  of  low  molecular  weight  heparinoids  (Trial 
of  Org  10172  in  Acute  Stroke  Treatment  or  “TOAST”). 

While  the  timely  restoration  of  cerebral  blood  flow  must 
be  a major  goal  of  any  stroke  therapy,  there  are  novel  ideas 
for  protecting  the  brain  before  the  patient  ever  arrives  in  the 
ER  for  thrombolysis.  There  are  trials,  currently  in  the  plan- 
ning stage,  that  will  have  EMS  personnel  administer  neuro- 
protective agents  out  in  the  field.  This  presumes  the  drug  to 
be  safe  overall,  especially  in  cerebral  hemorrhage,  so  that  it 
could  be  given  without  the  benefit  a doctor’s  examination  or 
a cranial  CT.  Ideally,  the  neuroprotectant  would  do  no  harm 
if  the  EMS  diagnosis  turned  out  to  be  something  other  than 
ischemic  stroke,  and  in  those  patients  with  early  ischemic 
stroke,  conditions  would  be  optimal  for  successful  protec- 
tion of  the  brain.  We  would  expect  that  early  intervention 
would  increase  the  amount  of  brain  rescued  with  subsequent 
thrombolysis  and  reperfusion.  It  is  even  possible  that  the  early 
ischemic  brain,  primed  with  a neuroprotectant,  might  benefit 
from  thrombolysis  and  reperfusion  initiated  outside  the  now 
conventional  three-hour  therapeutic  window. 

Another  new  strategy  is  to  hinder  or  modify  the  pathologic 
cellular  changes  that  occur  after  blood  flow  has  been  restored. 
Some  investigators  believe  that  morphologic  changes  trig- 
gered by  ischemia  are  not  passive  irreversible  events,  but  are 
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brought  about  by  dynamic,  pathologic  processes  that  can  be 
antagonized  in  the  post-ischemic  period.  Free  radical  scav- 
engers such  as  tirilazad  may  attenuate  the  potential  damage 
of  reperfusion.  There  is  some  evidence  that  leukocytes  ad- 
here to  ischemic  blood  vessels  and  promote  inflammatory 
injury  during  the  post-ischemic  phase.  Leukocyte  adhesion 
inhibitors  such  as  anti-ICAM-1  may  hinder  this  inflamma- 
tion, and  such  agents  are  being  evaluated  in  acute  stroke  treat- 
ment. Another  agent,  citicoline,  provides  cytidine  and  cho- 
line for  new  membrane  formation  in  the  post-ischemic 
restoration  of  dendrites,  axons,  and  nerve  terminals. 

Yet  another  strategy,  the  induction  of  cerebral  hypother- 
mia, is  not  really  new,  but  its  testing  in  clinical  trials  is  new. 
Animal  studies  have  shown  that  a reduction  in  brain  tem- 
perature by  a few  degrees  dramatically  reduces  infarct  size 
while  a rise  of  a few  degrees  expands  the  infarct  size.6  Every 
physician  knows  that  temperatures  of  105°F  and  greater  cause 
neurons  to  die,  and  everyone  has  read  stories  of  the  miracu- 
lous recovery  of  children  drowned  in  icy  lakes.  Neurosurgeons 
use  hypothermia  and  cardiac  bypass  to  arrest  cerebral  circu- 
lation to  clip  aneurysms  at  the  top  of  the  basilar  artery,  the 
so-called  “Mount  Everest  of  Neurosurgery.”  If  all  goes  well, 
the  brain  typically  survives  without  any  blood  flow  at  room 
temperature  for  30  to  45  minutes,  and  prospective  neuro- 
psychological studies  have  shown  no  cognitive  impairment 
other  than  amnesia  for  the  time  of  surgery.  In  fact,  when  neuro- 
protective  agents  have  been  compared  against  hypothermia 
in  animal  experiments,  none  have  exceeded  hypothermia  in 
neuroprotection,  and  some  drugs  have  been  found  to  be 
neuroprotective  because  they  induce  hypothermia. 

Perhaps  the  most  intriguing  new  idea  is  to  give  combina- 
tions of  drugs  attacking  the  ischemia  cascade  at  many  points 
before  and  after  thrombolytic  therapy  is  carried  out,  the  so- 
called  “stroke  cocktail.” 

The  Cascade  of  Molecular  Events 
Triggered  by  Ischemia 

Ischemia  depletes  cerebral  stores  of  ATP,  creatine-phos- 
phate, and  other  high  energy  molecules  resulting  in  a failure 
of  many  cellular  functions.  In  and  of  itself  this  does  not  re- 
sult in  irreversible  change.  The  failure  of  the  ATP-dependent 
sodium/potassium  membrane  pumps,  however,  does  not  al- 
low repolarization  of  depolarized  membrane,  and  this  leads 
to  the  activation  of  voltage-dependent  calcium  and  sodium 
channels,  and  the  pathologic  release  of  glutamate  from  pre- 
synaptic  and  other  cellular  stores.  Glutamate  is  ordinarily  an 
excitatory  neurotransmitter  tightly  regulated  in  the  extracel- 
lular space.  Its  pathologic  presence  in  high  concentrations 
causes  the  activation  of  several  different  classes  of  glutamate 
receptors  that  control  calcium  and  sodium  entry:  these  in- 
clude including  the  N-methyl-D-aspartate  (NMDA)  recep- 
tor, the  alpha-amino-3-hydroxy-5-methyl-4-isoxazole  propi- 


onic acid  (AMPA)  receptor  and  metabotrophic  receptors,  all 
of  which  cause  an  influx  of  calcium  and  sodium.  This  influx 
is  also  achieved  through  activated  voltage-dependent  calcium 
and  sodium  channels.  The  upshot  is  that  intracellular  calcium 
concentration  rises  10,000-fold  above  its  ordinary  concen- 
tration, leaving  a multitude  of  calcium  sensitive  enzymes, 
and  structural  and  regulatory  proteins  functionally  paralyzed. 

If  this  state  of  paralysis  is  not  reversed  either  spontane- 
ously or  through  therapy,  the  cell  is  lost.  Furthermore,  this 
reversal  must  be  achieved  rapidly,  within  10  to  30  minutes, 
to  save  cells  in  regions  of  severe  ischemia.  For  practical  pur- 
poses, regions  of  deep  ischemia  are  not  salvageable,  and  go 
on  to  infarction.  In  brain  regions  of  intermediate  ischemia, 
however,  limited  energy  supplies  permit  membrane  repolar- 
ization and  restoration  of  calcium  homeostasis  at  least  tem- 
porarily, providing  a reprieve  for  the  cell.  Then  another  wave 
of  depolarization,  anaerobic  glycolysis,  and  ionic  fluxes  hits 
the  cell.  A cell  may  thus  experience  many  cycles  of  “anoxic” 
membrane  depolarization  and  repolarization  before  it  be- 
comes exhausted  and  succumbs.  Its  demise  typically  occurs 
during  the  first  one  to  three  hours  of  stroke,  and  it  occurs  in 
the  “ischemic  penumbra”  that  surrounds  the  infarcted  core. 
In  animal  studies,  this  penumbra  is  eminently  salvageable 
with  timely  recirculation  and  with  neuroprotectants.7 

Neuroprotectants 

Piracetam  increases  cAMP  and  adenylate  kinase  levels  to 
reverse  cellular  energy  depletion  and  prevent  the  patho- 
physiologic events  accompanying  depolarization.  A phase  III 
trial  has  been  initiated  this  year.  The  most  heavily  studied  of 
the  neuroprotective  agents  have  been  modulators  of  the 
NMDA  receptor,  a complex  structure  regulating  a calcium/ 
sodium  channel  with  binding  sites  for  glutamate,  magnesium, 
polyamines,  and  glycine.  Glutamate  toxicity  is  believed  to 
be  mediated  primarily  through  this  receptor.8  Thus,  excess 
glutamate  added  to  culture  medium  causes  neurons  to  die,  a 
process  that  is  prevented  by  NMDA  antagonists.  In  animal 
studies,  NMDA  antagonists  abolish  the  recurrent  cycles  of 
membrane  depolarization  in  the  ischemic  penumbra  and  con- 
sistently attenuate  infarct  size  when  treatment  is  started  be- 
fore or  after  an  ischemic  insult.  Researchers  have  held  high 
hope  for  this  group  of  neuroprotectants. 

Unfortunately,  NMDA  antagonists  are  structurally  related 
to  phencyclidine  (also  known  as  “PCP”  or  “angel  dust”)  which 
has  its  own  distinct  binding  site  on  the  NMDA  receptor.  Con- 
sequently, most  NMDA  antagonists  tend  to  have  similar 
neuropsychological  and  cardiovascular  side  effects.  The  psy- 
chotic side  effects  in  particular  have  curtailed  the  clinical 
development  of  several  agents  that  showed  great  promise  in 
animal  studies,  including  the  competitive  NMDA  antagonists 
D-CPPene  and  selfotel  and  the  noncompetitive  NMDA 
blocker  dextrorphan.  Phase  III  trials  of  eliprodil,  a polyamine 
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receptor  antagonist  with  negligible  psychomimetic  side  ef- 
fects, were  discontinued  after  an  interim  analysis  showed  a 
lack  of  efficacy.  Cerestat  is  a noncompetitive  NMDA  recep- 
tor antagonist  with  mild  side  effects  that  is  now  under  clini- 
cal study.  Phase  II  trials  of  an  NMDA  noncompetitive  an- 
tagonist, remacemide  desglycine,  have  been  initiated.  A phase 
I trial  of  gly statin  ( ACEA- 1 02 1 ),  a modulator  of  the  glycine 
site  on  the  NMDA  receptor  complex,  is  currently  underway. 
There  is  hope  that  this  compound  may  have  fewer  of  the  side 
effects  associated  with  other  NMDA  antagonists. 

Another  proposed  deleterious  effect  of  glutamate  is  the 
activation  of  the  nitric  oxide  synthetase  (NOS)  pathway  lead- 
ing to  the  release  of  nitric  oxide.  Lubeluzole  is  believed  to  be 
neuroprotective  at  least  partly  through  inhibition  of  the  NOS 
pathway.  Two  phase  III  trials  have  indicated  that  this  drug  is 
safe  and  effective  in  acute  stroke,  and  another  study  is  now 
addressing  its  combined  use  with  t-PA. 

Gamma-amino-butyric  acid  (GABA)  receptor  agonists 
have  been  used  to  counter  membrane  depolarization  by  pro- 
moting hyperpolarization  via  the  chloride  channel.  The 
antiepilepsy  drug  clomethiazole  is  such  an  agonist.  It  is  well 
tolerated  in  stroke  patients  and  is  currently  being  tested  in  a 
large  phase  III  trial. 

Lifarizine  is  a sodium  channel  blocker  that  in  phase  II 
trials  caused  hypotension  in  elderly  women  with  a trend  to 
poorer  outcome.  Despite  other  indications  of  efficacy,  these 
results  led  to  the  withdrawal  of  the  planned  phase  III  trials. 
A similar  agent,  BW6  19C89,  has  demonstrated  neuronal 
vacuolization  and  CNS  side  effects  at  high  doses  which  have 
delayed  its  development.  A phase  II  trial  is  near  completion. 
Fosphenytoin,  a precursor  of  the  antiepileptic  phenytoin,  is  a 
sodium  channel  blocker  that  is  now  in  phase  III  trials. 

Pretreatment  with  Nimodipine,  an  inhibitor  of  voltage- 
dependent  calcium  channels  of  the  L-type,  has  been  shown 
to  protect  against  focal  cerebral  ischemia  in  both  animal  ex- 
periments and  in  clinical  trials  of  subarachnoid  hemorrhage. 
When  given  after  ischemia  onset,  the  benefit  is  not  as  evi- 
dent. A meta-analysis  did  not  demonstrate  any  overall  ben- 
efit for  post-treatment  clinical  studies,  but  further  analysis 
found  a potentially  positive  effect  for  patients  treated  within 
12  hours  after  stroke.  Currently  under  study  is  a trial  of 
nimodipine  in  which  patients  are  treated  within  six  hours  of 
stroke  onset. 

Conclusion 

Rapid  treatment  with  t-PA  thrombolytic  therapy  is  now 
the  standard  of  care  in  the  United  States.  In  addition  to  re- 
opening clogged  cerebral  arteries,  it  should  be  possible  to 
modify  with  neuroprotectants  the  ischemic-injury  cascade  of 
molecular  events  brought  on  by  ischemia  and  perhaps  by 
reperfusion.  Animal  research  has  produced  many  plans  of 
attack  on  the  ischemic  cascade,  and  the  various  strategies  are 


in  different  stages  of  clinical  development.  One  particularly 
promising  approach  features  combinations  of  neuroprotectant 
and  thrombolytic  therapies  guided  by  the  new  imaging  tech- 
nologies. It  is  therefore  imperative  that  clinicians  refer  their 
stroke  patients  to  medical  centers  that  are  actively  engaged 
in  acute  stroke  research. □ 
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Venomous  Snakebites 


Janet  L.  Strong,  MD;  Karen  S.  Hunter,  MD;  Blaine  L.  Enderson,  MD 


Introduction 

The  American  Association  of  Poison  Control  Centers  re- 
ported 1,266  snakebites  by  Crotalid  species  (pit  vipers)  in 
1994,  with  two  recorded  deaths  during  this  period.1  Though 
uncommon,  Crotalid  envenomation  constitutes  a medical 
emergency  and  physicians  should  be  familiar  with  basic  prin- 
ciples of  management,  since  timely  and  appropriate  care  can 
make  a significant  difference  in  outcome.  We  report  two  cases 
of  snakebite  treated  at  the  University  of  Tennessee  Medical 
Center  at  Knoxville  (UTMCK)  as  a framework  for  review  of 
current  treatment. 

Case  Reports 

Case  1.  A 28-year-old-white  man  sustained  a timber  rattle- 
snake bite  on  his  right  wrist.  Care  was  delayed  for  nine  hours, 
by  which  time  the  patient  had  progressive  swelling, 
hematemesis,  and  hematuria.  Initial  laboratory  values  were 
hemoglobin  17.5  gm/dl,  platelet  count  6,000/cu  mm,  PT  30 
seconds,  PTT  >100  seconds.  Electrolytes  were  normal  ex- 
cept for  a BUN  of  24  mg/dl  and  creatinine  of  2.7  mg/dl.  He 
was  given  IV  fluids,  15  vials  of  antivenin,  platelets,  FFP,  teta- 
nus toxoid,  and  antibiotics  prior  to  transfer  to  the  UTMCK, 
where  he  was  found  to  have  a compartment  syndrome  of  the 
right  arm,  with  the  dorsal  compartment  pressure  measuring 
50  mm  Hg  and  the  ventral  pressure  35  mm  Hg.  Fasciotomies 
and  carpal  tunnel  release  were  performed,  and  the  urine  was 
alkalinized.  He  required  several  operative  procedures  for 
debridement  and  skin  graft  closure  of  his  wounds.  Persistent 
thrombocytopenia  required  repeated  platelet  transfusions 
prior  to  surgical  procedures.  He  was  discharged  one  week 
after  injury  with  all  laboratory  values  normalized  and  wounds 
healing. 

Case  2.  A 47-year-old  white  woman  was  bitten  by  a cop- 
perhead distal  to  her  right  elbow  as  she  was  reaching  into  her 
rabbit  cage.  On  evaluation,  local  swelling  and  tenderness  were 
noted.  No  systemic  signs  or  symptoms  were  identified,  and 
laboratory  data  were  normal.  Six  vials  of  antivenin  were  ad- 
ministered. During  the  infusion  the  patient  became  hypoten- 
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sive  and  dyspneic.  Treatment  with  additional  IV  fluids,  epi- 
nephrine, diphenhydramine,  and  dopamine  was  begun  with 
gradual  resolution  of  symptoms,  and  she  was  transferred  to 
UTMCK  where  admission  to  the  ICU  was  required  for  ob- 
servation. Local  wound  care  was  begun.  Hematologic  studies 
remained  normal,  and  she  was  discharged  improved  on  day  3. 

Discussion 

Effective  management  of  venomous  snakebites  requires 
an  understanding  of  snakes  and  their  habits,  the  pathophysi- 
ology of  envenomation,  appropriate  first  aid  measures,  accu- 
rate assessment  of  the  degree  of  envenomation,  and  the  timely 
and  appropriate  use  of  antivenin  therapy.2,3 

The  Snake  and  its  Habits.  There  are  three  genera  of 
Crotalidae  (pit  vipers)  which  inhabit  the  United  States: 
Crotalus  and  Sistrurus  (rattlesnakes)  and  Agkistrodon  (water 
moccasin  and  copperhead).  In  the  southeastern  states,  both 
cottonmouth  and  copperhead  are  indigenous,  as  well  as 
Pygmy,  Canebrake,  Timber,  and  Eastern  Diamondback  rattle- 
snakes. Habitats  will  vary  with  species  from  open  grassland, 
to  swamp,  to  wooded  hills.  Victims  may  be  bitten  within  the 
confines  of  their  own  home  or  yard.  These  reptiles  are  poiki- 
lothermic  creatures  and  are  most  active  during  the  warm 
months  of  the  year,  primarily  in  the  afternoons  and  early 
evening.  The  snake  will  position  itself,  coiled  and  immobile, 
along  the  path  of  passing  prey.  Aided  by  a highly  developed 
sense  of  smell  and  a heat  sensing  “pit”  located  in  the  maxil- 
lary bone,  the  snake  will  rapidly  uncoil,  fangs  erected,  and 
inject  its  venom  into  the  prey.  Strike  range  is  usually  about 
one  half  the  length  of  the  snake  and  the  direction  slightly 
downward. 

The  function  of  snake  venom  is  to  immobilize  the  prey, 
keeping  it  within  the  snake’s  sensory  range,  and  to  initiate 
the  process  of  digestion.  Hollow  fangs  located  in  the  upper 
jaw  are  connected  to  venom  sacs  situated  on  either  side  of 
the  head  (analogous  to  human  parotid  glands).  The  “pit”  is  a 
heat  sensing  organ  located  between  the  reptile’s  nose  and 
eye  and  provides  information  about  the  size  and  distance  of 
the  prey,  allowing  the  snake  to  make  adjustments  in  the 
amount  of  venom  discharged  and  the  force  and  direction  of 
the  strike.  It  is  thought  that  the  size  of  the  human  being  con- 
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fuses  this  sensory  input,  often  resulting  in  little  or  no 
envenomation.  As  many  as  25%  of  bites  may  be  “dry.” 

Pathophysiology.  The  venom  itself  is  a mixture  of  pro- 
teins and  enzymes  in  aqueous  solution.  The  components  will 
vary  with  species.  The  lethal  components  are  low  molecular 
weight  peptides  that  cause  vascular  endothelial  cell  damage 
and  lyse  plasma  membranes  of  cells,  resulting  in  increased 
vascular  permeability,  fluid  losses,  hemoconcentration,  lac- 
tic acidosis  and,  ultimately,  death  of  the  prey.  Various  en- 
zymes cause  tissue  destruction,  aiding  in  digestion  of  the  prey. 
Major  enzymes  include  trypsin-like  substances,  hyalu- 
ronidase,  phospholipase  A,,  L-amino  acid  oxidase,  throm- 
bin-like enzymes,  collagenase,  RNAse,  DNAse,  and  argin- 
ine ester  hydrolase. 

Depending  on  the  amount  and  composition  of  the  venom, 
a variety  of  hemostatic  abnormalities  can  be  seen.  Platelet 
aggregation  at  the  site  of  vascular  endothelial  damage  oc- 
curs. A thrombin-like  enzyme  present  in  the  venom  clots  fi- 
brinogen. Some  species  contain  significant  fibrinolytic  ac- 
tivity as  well.  Hence,  the  patient  may  present  with  a full  blown 
DIC  syndrome,  or  some  modification  thereof.  Hemodynamic 
changes  will  represent  the  summation  of  increased  vascular 
permeability  and  hemorrhage.  Respiratory  compromise  may 
be  secondary  to  upper  airway  swelling  or  pulmonary  insuffi- 
ciency. Nausea,  vomiting,  and  diarrhea  are  seen  with  severe 
envenomation.  GI  hemorrhage  may  be  present  with  coagu- 
lopathy. Acute  renal  failure  may  result  from  hypotension  or 
rhabdomyolysis,  and  hematuria  reflects  the  presence  of  clot- 
ting abnormalities.  Myonecrosis  is  uncommon,  but  can  be 
seen  when  venom  is  injected  into  the  muscle.  The  venom  of 
the  Mojave  rattlesnake  contains  neurotoxic  elements  as  well. 

First  Aid  Measures.  Many  misconceptions  exist  which  may 
potentially  increase  the  morbidity.  First  and  foremost  the  vic- 
tim should  be  kept  supine  and  quiet,  well  out  of  range  of  a 
possible  repeat  strike.  The  majority  of  bites  will  occur  on  an 
extremity,  which  should  be  splinted  as  if  it  were  fractured, 
and  placed  in  a position  level  with,  if  not  slightly  below  the 
level  of  the  heart.  A gently  constricting  band  may  be  applied 
proximal  to  the  bite,  just  snug  enough  to  impede  superficial 
venous  and  lymphatic  outflow.  The  application  of  tight  tour- 
niquets, use  of  ice,  or  attempts  at  incision  and  drainage  may 
all  increase  the  extent  of  local  tissue  damage  and  should  not 
be  used.  Transportation  to  a medical  facility  should  be  ar- 
ranged as  soon  as  possible.  The  snake  should  be  killed  or 
captured  if  possible  and  accompany  the  victim,  since  a de- 
finitive identification  will  aid  in  assessing  the  extent  of  fur- 
ther treatment.  Care  must  be  exercised  handling  the  carcass, 
since  the  bite  reflex  may  function  for  30  minutes  or  more 
and  could  result  in  a second  victim. 

General  Resuscitative  Measures.  Examination  of  the  pa- 
tient should  include  an  assessment  of  cardiopulmonary  sta- 
tus, evaluation  of  the  bite  for  fang  marks  and  local  reaction, 


neurologic  status,  and  any  obvious  signs  of  bleeding.  The 
extent  of  local  reaction  and  systemic  symptoms  should  be 
reassessed  and  documented  every  15  to  30  minutes  until  no 
further  progression  is  noted.  The  bite  should  be  cleansed. 
Tetanus  prophylaxis  and  broad-spectrum  antibiotic  coverage 
are  recommended. 

Treatment  should  occur  in  an  acute  care  setting.  IV  ac- 
cess, preferably  with  two  lines  in  an  unaffected  upper  ex- 
tremity, should  be  established  and  crystalloid  resuscitation 
begun.  Blood  products  and  vasopressors  may  be  necessary 
in  more  severe  envenomations.  Supplemental  oxygen  is  given 
as  needed  and  emergency  airway  equipment  assembled.  A 
Foley  catheter  may  aid  in  fluid  management.  Laboratory 
evaluation  should  include  a CBC  with  platelets,  DIC  profile, 
CPK,  serum  electrolytes,  glucose,  BUN,  creatinine,  and  a uri- 
nalysis. Blood  type  and  hold  is  indicated  for  more  severe 
envenomations. 

Determining  the  Degree  of  Envenomation.  Envenomation 
is  classified  as  none,  mild,  moderate,  or  severe  (or  grades  0, 
1, 2,  3).  No  envenomation  (grade  0)  implies  no  local  or  sys- 
temic symptoms,  despite  the  presence  of  fang  marks.  Mild 
envenomation  (grade  1 ) consists  of  local  swelling,  erythema, 
and  tissue  necrosis,  without  any  systemic  symptoms  or  labo- 
ratory abnormalities.  Moderate  envenomation  (grade  2)  is 
characterized  by  progressive  swelling  proximal  to  the  bite 
and  one  or  more  systemic  symptoms  or  laboratory  abnor- 
malities. With  severe  envenomation  (grade  3)  there  is  marked 
local  response,  significant  systemic  symptoms,  and  multiple 
laboratory  abnormalities.  It  is  important  to  perform  frequent 
assessments  of  the  patient  as  the  degree  of  envenomation  may 
not  be  apparent  at  the  time  of  the  initial  evaluation.  Rattle- 
snake bites  are  much  more  likely  than  copperhead  or  cotton- 
mouth  to  cause  significant  envenomation. 

The  Use  of  Antivenin.  Treatment  with  antivenin  has  been 
the  mainstay  of  therapy  for  snakebites,  but  as  illustrated  by 
the  second  case,  it  carries  significant  risks  of  its  own.4  The 
currently  available  preparation,  Wyeth  Antivenin  (Crotalidae) 
Polyvalent,  is  derived  from  immunization  of  healthy  horses 
with  the  venoms  of  C.  adamanteus  (Eastern  diamondback), 
C.  atrox  (Western  diamondback),  C.  durissus  terrificus  (tropi- 
cal rattlesnake),  and  Bothrops  Atrox  (Fer-de-Iance).  The  se- 
rum is  refined,  concentrated,  and  packaged  in  a freeze-dried 
form  for  reconstitution  at  the  time  of  use.  The  product  is  ca- 
pable of  neutralizing  the  toxic  effects  of  the  venom  of  all 
crotalids  native  to  North  America. 

Because  of  its  complications,  antivenin  should  only  be 
used  in  case  of  severe  (grade  3)  envenomation.  Severe  enven- 
omation is  more  likely  to  occur  with  rattlesnake  bites  and 
rarely  with  copperhead  bites.  Anaphylactic  and  anaphylac- 
toid reactions  do  occur,  therefore  appropriate  emergency 

( Continued  on  page  417) 
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Tennessee’s  AIDS  Centers  of 
Excellence  Project 


Wendy  J.  Long,  MD,  MPH 

A new  health  care  initiative  benefiting  people  living  with 
AIDS  and  HIV  is  underway  in  the  state  of  Tennessee.  The 
AIDS  Centers  of  Excellence  Project  is  a collaborative  effort 
to  assure  that  people  living  with  HIV/AIDS  can  readily  iden- 
tify and  access  care  from  providers  capable  of  delivering  and/ 
or  coordinating  the  full  range  of  health  care  services  they 
may  require  over  the  course  of  their  illness. 

Background  Information 

The  eligibility  of  the  uninsurable  population  for  TennCare 
has  created  a unique  situation  in  that  the  diagnosis  of  HIV 
infection  virtually  automatically  qualifies  an  individual  for 
TennCare.  As  a result,  a large  percentage  of  HIV-infected 
persons  in  Tennessee  are  enrolled  in  the  TennCare  program. 
Providing  high-quality  services  to  this  vulnerable  population 
is  a high  priority  for  providers  and  managed  care  organiza- 
tions. This  is  particularly  challenging,  given  the  constant  in- 
flux of  new  treatment  information  and  study  findings. 

Prior  to  the  Centers  of  Excellence  initiative,  not  all  HIV- 
positive TennCare  patients  were  referred  to  a provider  with 
expertise  in  treating  HIV/AIDS,  and  managed  care  organiza- 
tions (MCOs)  had  identified  problems  concerning  the  qual- 
ity of  care  these  patients  received.  Provision  of  preventive 
services  and  appropriate  use  of  antiretrovirals  were  of  par- 
ticular concern.  In  addition,  providers  had  expressed  frustra- 
tion with  the  time-consuming  prior  authorization  procedures 
that  the  MCOs  had  implemented  in  an  effort  to  assure  qual- 
ity and  control  costs.  Finally,  primary  care  providers  were 
unsure  of  their  ongoing  responsibilities  and  their  abilities  to 
fulfill  them  following  referral  of  a patient  to  an  HIV/AIDS 
specialist. 

Project  Implementation 

The  AIDS  Centers  of  Excellence  concept  was  developed 
through  a collaborative  process  involving  providers,  public 
health  and  TennCare  staff,  MCO  representatives,  consumers, 
and  advocates.  It  will  consist  of  a coordinated  network  of 
clinics  and  private  practices  across  the  state  that  will  provide 
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a comprehensive  approach  to  AIDS  and  HIV  treatment  and 
will  address  the  problems  previously  cited.  A steering  com- 
mittee and  four  subcommittees  have  been  formed  and  are 
currently  meeting  to  set  the  direction  for  the  project. 

The  Centers  of  Excellence  subcommittee  has  defined  cri- 
teria for  designation  as  a “Center  of  Excellence.”  These  cri- 
teria address  such  issues  as  level  of  expertise  in  caring  for 
HIV-positive  patients,  procedures  the  center  must  be  able  to 
perform,  linkage  with  AIDS  service  organizations,  social  ser- 
vice, case  management,  availability  of  referral  and  ancillary 
services,  access  standards,  level  of  care  requirements,  agency 
mission,  medical  records,  communication,  and  commitment 
to  teaching  and  research.  The  next  step  for  this  subcommit- 
tee is  the  development  of  an  application  process  for  inter- 
ested providers. 

The  protocol  subcommittee  has  developed  treatment  guide- 
lines  addressing  initiation  of  antiretroviral  therapy,  initial 
antiretroviral  regimens,  evaluation  of  antiretroviral  efficacy, 
protease  inhibitor  therapy,  choice  of  protease  inhibitor,  use 
of  the  non-nucleoside  reverse  transcriptase  inhibitors,  and 
prophylaxis.  This  committee  meets  regularly  to  update  exist- 
ing guidelines,  as  new  information  becomes  available.  In 
upcoming  meetings,  this  subcommittee  will  address  wasting 
and  CMV  treatment. 

The  community  liaison  subcommittee  is  responsible  for 
assuring  that  centers  are  linked  with  available  social  service 
resources  and  making  recommendations  to  eliminate  gaps 
and  reduce  duplication  in  the  social  service  network.  They 
are  currently  focusing  on  the  delivery  of  case  management 
services  and  the  need  to  identify  the  role  of  the  medical  care 
coordinator  vs.  the  social  service  coordinator.  Health  care 
represents  only  one  area  in  which  people  living  with  HIV/ 
AIDS  may  need  assistance.  In  many  cases,  however,  the  health 
care  delivery  system  is  an  individual’s  first  contact  with  an 
HIV/AIDS  service  provider.  The  community  liaison  subcom- 
mittee will  work  to  assure  that  each  center  coordinates  with 
other  AIDS  service  organizations  in  such  a way  that  patients 
receive  information  and/or  are  readily  linked  with  support 
services  and  agencies  that  can  address  other  needs  the  pa- 
tient might  have. 
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Finally,  a data  management/evaluation  subcommittee  has 
been  formed  to  identify  the  data  that  should  be  collected  and 
analyzed  in  order  to  assess  the  impact  of  the  project  on  HIV/ 
AIDS  care  in  Tennessee.  Centers  will  utilize  a computerized 
data  collection  system  that  will  facilitate  outcome  monitor- 
ing in  association  with  treatment  and  demographic  variables, 
making  the  model  extremely  attractive  for  clinical  trials  and 
other  research  projects. 

Project  Goals 

When  the  project  is  fully  implemented,  all  HIV-positive 
patients  enrolled  in  TennCare  will  have  the  option  of  referral 
to  a Center  of  Excellence  for  medical  management.  All  cen- 
ters will  utilize  treatment  guidelines  developed  by  consensus 
and  continuously  be  revised  to  reflect  the  current  standard  of 
care.  Patients  will  experience  the  obvious  benefits  of  having 
their  care  managed  by  experts,  and  further,  will  benefit  di- 
rectly and  indirectly  from  the  increased  focus  on  research 
and  evaluation.  Additionally,  patients  will  benefit  from 
a system  that  is  designed  to  respond  quickly  to  changes  in 
technology. 

MCOs  will  benefit  from  the  use  of  treatment  guidelines 
that  focus  on  prevention  of  opportunistic  infections  and  from 
any  clinical  trials  that  fund  treatment  or  laboratory  tests  for 
their  enrollees.  Inappropriate  treatment  will  be  reduced  or 
eliminated  when  the  patient’s  medical  care  is  managed  by  a 


Center  of  Excellence. 

A major  goal  of  the  project  is  to  create  a treatment  envi- 
ronment that  is  not  only  patient  friendly,  but  also  provider 
friendly.  Prior  to  initiation  of  the  project,  there  were  several 
characteristics  of  the  health  care  delivery  system  that  had  the 
potential  to  result  in  barriers  to  a provider’s  ability  to  deliver 
high-quality  care.  The  recent  implementation  of  managed  care 
for  a large  segment  of  the  population  and  the  rapidly  chang- 
ing standard  of  care  in  the  treatment  of  HIV/AIDS  were  just 
two  of  these  characteristics.  By  creating  a system  in  which 
MCOs  and  providers  work  together  proactively,  and  by  cre- 
ating a mechanism  that  facilitates  immediate  response  to  new 
treatment  recommendations,  these  potential  barriers  to  care 
are  minimized.  For  example.  Centers  of  Excellence  provid- 
ers may  be  exempt  from  certain  prior  authorization  proce- 
dures, provided  that  they  are  operating  in  accordance  with 
the  agreed  upon  treatment  guidelines. 

The  Centers  of  Excellence  project  has  been  somewhat 
unique  in  that  several  different  groups  with  goals  that  are 
often  perceived  as  quite  divergent  have  come  together  around 
an  important  health  care  issue,  and  have  been  able  to  move 
forward  with  an  amazing  degree  of  consensus.  The  results 
should  benefit  patients,  providers,  and  the  managed  care  and 
public  health  systems.  For  more  information  about  this 
project,  contact  Sheryl  Parker,  the  project  coordinator,  at 
(615)  532-3052. □ 
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measures  should  be  available  prior  to  administration.  Prior 
history  of  allergy  to  equine  products  might  not  preclude  ad- 
ministration of  the  antivenin  when  indicated,  but  extreme 
caution  should  be  exercised.  Serum  sickness  occurs  in  as  many 
as  75%  of  those  treated  with  antivenin,  especially  when  higher 
doses  are  used.  Antivenin  should  be  given  at  a center  pre- 
pared to  deal  not  only  with  the  snakebites,  but  also  with  the 
possible  side  effects  of  the  antivenin. 

Other  Measures.  Most  snakebites  seen  in  East  Tennessee 
are  due  to  copperheads,  and  usually  do  not  require  antive- 
nin. 5 Therefore,  management  of  these  patients  frequently 
becomes  one  of  wound  care  only.  Local  wound  care  of  el- 


evation and  gentle  cleansing  is  usually  all  that  is  required, 
though  some  debridement  of  the  bite  site  may  be  necessary. 
Compartment  syndrome  requiring  fasciotomy  is  unusual,  and 
should  be  assessed  by  measured  compartment  pressure  prior 
to  any  surgical  intervention.  □ 
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A 66-Year-Old  Man  With  Bloody  Diarrhea 


Case  Report 

A 66-year-old  white  man  with  a history  of  alcohol  abuse 
and  peripheral  vascular  disease  was  admitted  to  Vanderbilt 
University  Hospital  with  hematochezia.  He  had  been  well 
until  the  day  of  admission  when  he  awoke  at  2:30  am  with 
mild  to  moderate  lower  abdominal  pain  after  which  he  passed 
a large  bloody  stool.  During  the  day  he  had  ten  more  bloody 
stools,  each  of  approximately  200-300  cc.  Physical  exami- 
nation showed  him  to  be  afebrile,  tachycardic  (130/min),  and 
not  hypotensive  or  orthostatic.  He  had  a soft,  diffusely  ten- 
der lower  abdomen  with  normal  bowel  sounds.  There  were 
no  masses,  guarding,  or  rebound  tenderness.  Stool  was  guaiac 
positive.  Initial  laboratory  studies  showed  a leukocytosis  with 
22,000  WBC/cu  mm  with  a differential  of  88%  segmented 
neutrophils.  Other  blood  tests  were  normal.  A nasogastric 
tube  was  placed,  yielding  nonbloody  gastric  aspirate. 

The  patient  was  initially  treated  with  intravenous  hydra- 
tion. Colonoscopy  revealed  a diffuse  hemorrhagic  colitis  from 
cecum  to  rectum,  but  the  terminal  ileum  was  normal.  Mul- 
tiple biopsies  obtained  from  several  portions  of  the  colon  re- 
vealed “focal  ulceration,  gland  loss,  acute  and  chronic  in- 
flammation, focal  lamina  propria  fibrosis,  and  hemorrhage.” 
A mesenteric  arteriogram  was  performed  to  determine 
whether  his  bloody  stools  were  due  to  ischemic  colitis,  but 
he  had  no  vascular  occlusion. 

Because  of  a concern  that  the  patient’s  hemorrhagic  colitis 
could  be  caused  by  a bacterial  infection,  he  was  initially 
treated  with  intravenous  levofloxacin.  Subsequently,  stool 
culture  grew  E.  coli  0157:H7,  confirmed  by  the  Tennessee 
State  Reference  Laboratory.  On  further  questioning,  the  pa- 
tient reported  that  two  days  prior  to  onset  of  the  diarrhea  he 
had  prepared  and  eaten  undercooked  hamburger  meat.  He 
subsequently  made  a complete  recovery  and  was  discharged 
from  the  hospital. 

Discussion 

Escherichia  coli  0157:H7  is  a common  pathogen  of  the 
human  gastrointestinal  tract,  and  disease  caused  by  this  or- 
ganism frequently  manifests  itself  as  hemorrhagic  colitis.  The 


Presented  by  Jim  Jirjis,  MD,  chief  medical  resident,  and  Sean 
Harris,  MD,  second-year  medical  resident,  Vanderbilt  University 
Medical  Center,  Nashville. 


organism  produces  Shiga-like  toxins  (SLT),  which  are  re- 
sponsible for  the  colitis.  The  toxins  are  enteropathic,  causing 
net  secretion  of  fluid  from  colon,  and  are  also  directly  cyto- 
toxic to  gastrointestinal  epithelium.  The  bacterium  also  causes 
hemolytic-uremic  syndrome,  most  commonly  in  children 
younger  than  ten  years  of  age. 

Clinically,  patients  infected  with  E.  coli  0157:H7  usually 
report  a prodrome  of  fever  and  campy  abdominal  pain,  fol- 
lowed in  one  or  two  days  by  nonbloody  diarrhea  and  nausea. 
Subsequently,  the  diarrhea  becomes  bloody  in  90%  of  pa- 
tients, and  the  appearance  of  blood  is  often  heralded  by  an 
increase  in  abdominal  pain.  The  bloody  diarrhea  usually  lasts 
four  to  ten  days,  and  resolves  spontaneously.  Though  stool 
samples  obtained  from  outbreaks  demonstrate  that  90%  of 
cases  result  in  hematochezia,  the  organism  may  also  cause 
nonbloody  diarrhea.1  Further,  although  E.  coli  0157:H7  can 
be  found  in  the  stool  of  asymptomatic  contacts  of  symptom- 
atic patients  who  are  culture  positive,  it  is  unclear  whether  a 
long-term  carrier  state  exists  for  this  pathogen.2 

Sources  of  E.  coli  0 1 57:H7  infection  include  ground  beef 
(especially  undercooked),  lunch  meat,  unpasteurized  cow’s 
milk,  mayonnaise,  drinking  and  swimming  water,  bovine 
manure,  unpasteurized  apple  cider,  and  potatoes.3 

Diagnosis  of  E.  coli  0157:H7  is  made  by  isolating  the 
organism  in  sorbitol-MacConkey  agar,  with  subsequent  im- 
munofluorescence or  ELISA  confirmation  of  the  isolate. 
There  is  also  a verotoxicity  assay  and  a serologic  test.1  Many 
laboratories  will  not  attempt  to  identify  this  bacterium  unless 
the  physician  specifically  orders  it.  Hence,  “routine”  stool 
culture  usually  fails  to  recover  the  organism. 

Therapy  for  E.  coli  0157:H7  is  supportive,  and  antibiot- 
ics are  generally  not  recommended.  Volume  repletion  is  an 
important  component  of  therapy.  Interestingly,  one  study  has 
identified  prior  antibiotic  use  as  a risk  factor  for  a poor  out- 
come.3 Though  not  directly  studied,  antimotility  agents  carry 
the  theoretical  risk  of  delaying  the  clearance  of  bacteria  and 
toxin.  Further,  the  use  of  an  antimotility  agent  in  patients 
infected  with  E.  coli  0157:H7  has  been  demonstrated  to  be  a 
risk  factor  for  the  development  of  HUS.3Q 
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News  and  Views 


TMA  Alliance  Report 


Make  Legislation  a Family  Affair 

Medicine  has  become  radically  different  as  government’s  role 
in  health  care  continues  to  grow.  Since  the  future  of  medicine  is 
no  longer  being  determined  by  the  profession,  the  time  for  phy- 
sicians and  spouses  to  play  a role  is  still  very  critical.  We  can- 
not afford  to  stand  by  any  longer  and  watch  while  decisions 
about  health  care  are  decided  by  Congress,  state  legislators,  and 
other  regulatory  and  administrative  agencies.  We  must  readjust 
our  political  and  legislative  strategies  to  deal  with  the  changes 
occurring  in  our  political  system.  In  our  changing  system  there 
are  only  “players”  or  “victims.”  There  are  no  observers.  Your 
own  involvement  today  is  as  much  a part  of  practicing  medicine 
today  as  patient  care.  The  main  goal  this  year  for  the  legislation 
committee  in  the  TMAA  is  to  get  our  physicians  and  spouses 
active  at  least  one  time.  You  have  a right  and  a responsibility  to 
make  your  voice  heard  to  your  elected  officials.  This  is  as  easy 
as  a letter,  fax,  e-mail,  or  phone  call. 

The  AMA  has  made  it  extremely  easy  for  you  to  know  of 
any  political  federal  alerts.  You  need  only  to  call  the  AMA 
Grassroots  Hotline  at  (800)  833-6354.  You  or  your  spouse  can 
call  this  number  and  listen  for  an  issue  overview,  talking  points, 
and,  with  your  ME#,  can  quickly  and  directly  access  your  own 
legislature.  This  system  eliminates  the  need  for  faxes  and  lengthy 
telephone  conversations.  You  can  even  call  to  follow  up  on  the 
action  and  to  find  out  how  your  legislator  voted. 

Hopefully,  each  county  alliance  will  participate  in  the  alert 
system,  and  take  advantage  of  this  unique  opportunity.  You  can 
contact  your  local  county  TMAA  legislative  chairman  for  more 
information,  or  you  can  contact  Brenda  Seals  at  (423)  531-0974 
if  you  are  interested  in  being  contacted  when  there  is  a federal 
alert. 

Brenda  Seals 

TMAA  Legislative  Chairman 


Letters  to  the  Editor 


Traumatic  Pseudoaneurysm 

To  the  Editor: 

I would  like  to  compliment  Drs.  Pennington  and  Lewis  on 
their  article  concerning  traumatic  pseudoaneurysm  of  the  su- 
perficial temporal  artery  reported  in  the  July  1997,  issue  of  Ten- 
nessee Medicine. 

I,  however,  would  like  to  take  issue  with  their  conclusion 
that  they  have  resected  an  abnormal  pseudoaneurysm  and  em- 
bedded pieces  of  glass  after  injury  for  cosmetic  reasons.  Repair 
of  a traumatic  pseudoaneurysm  cannot  be  done  for  cosmetic 
reasons.  Cosmetic  surgery  as  defined  by  the  American  Society 
of  Plastic  & Reconstructive  Surgeons  and  adopted  by  the  AMA 
Committee  on  Definitions  of  Cosmetic  & Reconstructive  Sur- 
gery indicates  that  cosmetic  surgery  is  done  on  completely  nor- 
mal structures  of  the  body.  It  is  not  normal  to  have  a pseudo- 
aneurysm of  the  superficial  temporal  artery  or  embedded  glass 


in  your  forehead.  Therefore,  any  operation  done  on  a traumatic 
injury  such  as  this  cannot  be  done  for  cosmetic  reasons.  This  is 
a purely  reconstructive  operation  done  to  return  this  patient  to  a 
normal  appearance  and  remove  the  foreign  bodies.  I commend 
the  authors  for  their  reconstructive  procedure  done  with  a mini- 
mum of  expensive  diagnostic  tests,  but  would  caution  them  to 
be  careful  about  how  they  use  the  term  cosmetic. 

George  L.  Burrus,  MD 
6027  Walnut  Grove  Road  #216 
Memphis,  TN  38120 


O O C DAYS 

(Out  of  Control  Days) 

Ten  suggestions  for  the  prevention  and  therapy  for  OOC  Days 
[pronounced  ook]  in  a medical  office! 
lO.Repeat  five  times:  “I  LOVE  MANAGED  CARE.” 

9.  Remember  that  the  telephone  is  the  “lifeline”  to  our  patients. 
Always  utilize  ASAP: 

Acknowledge  the  patient’s  concerns. 

Sympathize  with  the  patient’s  frustrations  (“I’m  sorry”  or  “I 
understand”  goes  a long  way). 

Accept  responsibility  to  help,  a real  support  for  the  patient. 
Promise  to  help  find  a solution  and  follow  through. 

8.  Promote  a spirit  of  cooperation  with  fellow  workers,  be  a 
team  player. 

7.  Prioritize  and  plan  your  work.  A few  quiet  minutes  at  the 
beginning  of  the  day  can  help  you  identify  and  organize  your 
work  day. 

6.  View  your  job  in  terms  of  service  to  other  people: 

• Shifting  the  focus  of  your  work  to  others  can  give  a fresh  and 
less  self-centered  perspective. 

• The  secret  to  retaining  our  enthusiasm  is  seeing  ourselves  as 
providing  a valued  service  to  others. 

5.  Repeat  five  times  “I  LOVE  MANAGED  CARE.” 

4.  Give  full  attention  to  the  patient: 

• When  you  are  with  a patient  make  them  the  priority  of  that 
moment.  If  distractions  occur,  such  as  the  phone  ringing,  main- 
tain eye  contact  with  the  patient,  limit  the  distraction  and  go 
immediately  back  to  the  patient’s  needs  and  concerns. 

• The  patient’s  time  is  important.  Make  a concentrated  effort  to 
keep  the  office  on  schedule,  notify  the  patient  if  there  are  de- 
lays and  seek  a way  to  help  the  situation  such  as  arranging  an- 
other appointment,  offering  the  phone  for  the  patient  to  com- 
municate their  delays  or  do  their  business  during  the  wait. 

3.  Phone  calls  usually  cause  undue  confusion  for  both  you  and 
the  patient.  Some  suggestions: 

• If  it  is  necessary  to  put  a patient  on  hold,  let  them  know  how 
long  they  will  have  to  hold. 

• If  on  hold  for  longer  than  indicated  time,  tell  them  you  are 
working  on  their  call  or  offer  to  call  them  back  if  that  would  be 
more  convenient  for  them. 

• Always  thank  the  caller  for  holding. 

• In  order  to  prevent  misinformation,  pull  chart  or  other  perti- 
nent information  to  accommodate  the  situation. 
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2.  Remember  to  repeat  five  times  “I  LOVE  MANAGED 
CARE.”  You  may  make  yourself  start  tolerating  the  idea! 

1.  ATTITUDE-ATTITUDE-ATTITUDE 

• Things  work  best  for  those  who  make  the  best  of  the  way 
things  work  out. 

• Take  a moment  every  day  to  be  thankful  for  something  or 
someone;  family,  friends,  employment,  church,  opportunities. 

By  Tammie  Armstrong  and  Lisa  Jenkins 

After  Word 

These  tips  for  the  frustrations  of  a typical  busy  medical  of- 
fice day  were  compiled  by  two  senior  staff  persons  (authors 
listed  above)  at  The  Gynecology  Center  for  presentation  at  the 
spring  office  retreat.  While  other  offices  may  have  additions  or 
subtractions  to  these  suggestions,  it  is  of  utmost  importance  to 
utilize  some  mechanisms  for  management  of  the  stress  inher- 
ent in  dealing  with  patients  and  now  the  managed  care  situa- 
tions. Our  philosophy  is  that  contented  and  confident  employ- 
ees are  vital  elements  in  competent  compassionate  medical  care. 

Ray  King,  MD 
1925  Ailor  Ave. 

Knoxville,  TN  37921 


Paracelsus — As  Good  As  Any  and 
Better  Than  Some 

George  Bauer  (Georgius  Agricola,  1494-1555)  and 
Theophrastus  Bombastus  von  Hohenheim  (Paracelsus,  1493- 
1541)  are  counted  among  the  first  medical  humanists  and  Re- 
naissance physicians.  Both  trusted  in  their  original  observations; 
both  interested  themselves  in  occupational  ills  of  miners.  “Von 
der  Bergsucht”  was  Paracelsus’  treatise  on  the  subject. 

Much  influenced  by  his  medical  professor  in  Ferrara,  Italy 
(Niccolo  Leoniceno,  1428-1524),  Paracelsus  did  not  hesitate  to 
openly  disagree  with  established  authority  when  his  own  observ- 
ations told  him  the  published  ancients  were  wrong.  Of  these,  he 
held  up  only  Hippocrates  as  worthy  of  imitation. 

Paracelsus  was  born  in  Switzerland,  but  moved  his  practice 
and  his  teaching  from  city  to  city  in  the  German-speaking  world, 
managing  to  stay  ahead  of  his  critics  and  enemies,  and  acces- 
sible to  those  courts  and  communities  that  had  yet  to  be  of- 
fended by  him!  He  was  fatally  mugged  in  Salzburg,  although  a 
more  acceptable  tradition  has  been  passed  around  that  he  died 
of  mercury  poisoning  brought  on  by  his  own  repeated  labora- 
tory exposures  to  same. 

Entranced  by  astrology  and  a cosmologic  “unifying  hypoth- 
esis” of  ultimate  illness  causality,  and  not  entirely  willing  to 
give  up  alchemy,  Paracelsus  was  in  other  ways  the  most  mod- 
ern of  medical  figures.  He  insisted  on  lecturing  in  the  vernacu- 
lar and  not  in  Latin  (a  most  radical  departure  from  tradition. 
Even  today  in  Austria,  I have  seen  hospital  physicians  write 
notes  in  Latin  to  their  American  counterparts). 

He  had  a flair  for  the  dramatic,  evidenced  by  publicly  burn- 
ing the  texts  of  Galen  and  Avicenna.  “I  am  as  good  as  Celsus,  if 


not  better,”  he  opined,  and  thus  coined  his  new  name  of  “Para- 
celsus.” 

Dangerously  forthright,  impulsive,  and  confident  in  his  own 
abilities,  he  boldly  proceeded  to  experiment  therapeutically  with 
minerals  and  metals  considered  poisonous — but  very  carefully, 
and  watching  closely  his  patients’  individual  responses.  He  first 
advocated  iodine  for  goiter  (der  Kropf)  and  mercury  for  dropsy 
and  syphilis.  He  beautifully  described  allergic  rhinitis 
(“Rosenfieber”). 

Further,  he  maintained  that  every  physician  should  be  his 
own  surgeon,  and  stop  referring  to  barber-surgeons  or  battle- 
field-trained  medics,  none  of  whom  had  formal  medical  train- 
ing anyhow.  Formal  anatomical  training  in  medical  school  ought 
to  better  equip  a physician/surgeon,  taught  Paracelsus.  And  thus 
he  practiced. 

Finally,  he  believed  there  was  no  place  in  modern  medicine 
for  a theory  of  witchcraft  or  demon  possession.  The  mentally 
ill,  insisted  Paracelsus,  ought  to  receive  humane  treatment  in 
“asylums.”  Since  prior  practice  had  been  to  bum  or  hang  the 
mentally  afflicted,  Paracelsus  was  leaping  far  ahead  of  his  time 
here  as  well. 

Impulsive,  free  with  his  opinions,  teaching  clearly  by  ex- 
ample and  precept,  and  seeming  to  ignore  the  dangers  of  icono- 
clasm,  Paracelsus  appealed  to  the  young,  and  attracted  freethink- 
ers who  also  wanted  to  learn  by  empiric,  firsthand  patient 
experience.  From  Paracelsus  they  learned  to  individualize  drug 
dosage,  for  the  proper  dose  for  one  person  might  be  too  much 
for  the  next,  and  poisonous. 

Paracelsus  was  his  own  pharmacist,  but  kept  a trained  assis- 
tant. This  worthy  was  told  to  dispose  of  one  mysterious  flask 
upon  his  master’s  death  (he  was  to  throw  it  into  the  Salzach. 
And  so  he  did).  Since  the  mystique  surrounding  Paracelsus  in- 
cluded the  jealous  fear  that  he  really  did  own  the  “Philosopher’s 
Stone,”  or  in  some  other  manner  possess  the  secret  for  making 
gold  from  base  metals,  people  began  promptly  to  pan  the  Salzach 
for  gold.  Lo,  there  it  was!  (It  had  been  there  all  along,  of  course, 
washed  out  of  the  region  of  Unterberg.) 

Salzburg’s  citizens  have  so  revered  Paracelsus  that  they  have 
kept  his  bones  safe,  hiding  them  again  and  again  during  wars. 
They  are  high  and  dry  now,  behind  masonry  in  a local  church. 
Before  the  last  re-interment,  they  were  subjected  to  modern 
20th  century  chromosomal  analysis.  Paracelsus  was  XXY 
(Klinefelter’s  syndrome).  A painting,  from  life,  by  Jan  Van 
Scorel,  shows  Paracelsus  as  a somewhat  beefy  redhead,  filling 
the  foreground,  and  towering  above  the  city  below  in  the 
hinterground — his  beloved  Salzburg.  Like  so  many  redheads  of 
today,  he  looks  like  someone  worth  knowing.  He  probably  would 
consider  the  title  of  this  paper  (borrowed  from  a commercial 
dairy  of  bygone  years)  as  well  beneath  contempt!  □ 
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In  Memoriam 


William  Arthur  Bryant,  age  77.  Died  July  28,  1997.  Graduate 
of  Loma  Linda  University  School  of  Medicine.  Member  of 
Rutherford  County/Stones  River  Academy  of  Medicine. 

J.  Tom  Currey,  age  94.  Died  July  29,  1997.  Graduate  of  Uni- 
versity of  Illinois  Medical  Center.  Member  of  Chattanooga- 
Hamilton  County  Medical  Society. 

Charles  R.  Riggs,  age  75.  Died  July  24,  1997.  Graduate  of 
Univeristy  of  Tennessee  College  of  Medicine.  Member  of  Mem- 
phis-Shelby  County  Medical  Society. 

James  Mac  Sams,  age  81.  Died  July  25,  1997.  Graduate  of 
Jefferson  Medical  College.  Member  of  Washington-Unicoi- 
Johnson  County  Medical  Association. 

Dan  J.  Scott  Jr.,  age  66.  Died  July  29.  1997.  Graduate  of  Uni- 
versity of  Tennessee  College  of  Medicine.  Member  of  Mem- 
phis-Shelby  County  Medical  Society. 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Steven  K.  Austin,  MD,  Chattanooga 
Bradley  Boland,  MD , Chattanooga 
Quentin  L.  Fannin,  MD,  Chattanooga 
Gilbert  Ghearing,  MD,  Dunlap 
Kent  A.  Grotefendt,  MD,  Chattanooga 
James  W.  Kennedy,  MD,  Chattanooga 
Richard  M.  Lynn,  MD,  Chattanooga 
Barbara  Mansmann,  MD,  Ft.  Oglethorpe  GA 
Bruce  Pendley,  MD,  Chattanooga 
Joseph  C.  Portera,  MD,  Chattanooga 
Kimberlea  Roe,  MD,  Chattanooga 
Eugene  H.  Ryan,  MD,  Chattanooga 
Jacqueline  D.  Shaw,  MD,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

Michael  B.  Ibach,  MD,  Jackson 

GREENE  COUNTY  MEDICAL  SOCIETY 

Lawrence  H.  Reid,  MD,  Greeneville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Tammy  E.  Baker,  MD,  Knoxville 
Robert  M.  Craft,  MD,  Knoxville 
Jeffrey  H.  Fokens,  MD,  Knoxville 
David  G.  Goldman,  MD,  Knoxville 
Mark  W.  Jackson,  MD,  Knoxville 
Stanley  S.  Kelsey,  MD,  Maryville 
Kenneth  R.  Lister,  MD,  Knoxville 
Tod  A.  McMillan,  MD,  Knoxville 
Torn!  B.  Pattni,  MD,  Knoxville 


Phillip  J.  Seifert,  MD,  Knoxville 
Nelson  B.  Smith,  MD,  Powell 
Thomas  F.  Stout,  MD,  Knoxville 
Mar y M.  Varn,  MD,  Knoxville 

LAKEWAY  MEDICAL  SOCIETY 

Sivasubramanian  Thirumahilmaran,  MD,  Morristown 

MAURY  COUNTY  MEDICAL  SOCIETY 

Christopher  P.  Ashley,  MD,  Columbia 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Beverly  C.  Johnson,  MD,  Clarksville 
Fritz  F.  Lemoine  Jr.,  MD,  Clarksville 

NORTHWEST  TENNESSEE  ACADEMY  OF  MEDICINE 

Jeffrey  T.  Triplett,  MD,  Union  City 

ROANE-ANDERSON  COUNTY  MEDICAL  SOCIETY 

Wilda  C.  Leary,  MD,  Oak  Ridge 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

David  M.  Chatman,  MD,  Murfreesboro 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Kenneth  S.  Babe  Jr.,  MD,  Gallatin 


Board  of  Medical  Examiners 


Minutes  - July  1997 

Name:  Jerry  U.  Carter,  MD  (Dyersburg) 

Action:  An  erroneous  press  release  issued  by  the  Department  of 
Health  on  February  14,  1997  mistakenly  reported  that  the  Board  of 
Medical  Examiners  had  found  “violations”  of  the  Tennessee  stat- 
utes and  rules  governing  medical  practice  by  Dr..  Carter.  The  Board 
did  not  at  that  time  find,  and  never  has  found,  any  such  violation  by 
Dr.  Carter.  The  Department  and  the  Board  regret  any  suggestion  to 
the  contrary,  and  apologize  to  Dr.  Carter.  In  addition,  the  press 
release  also  erroneously  implied  that  certain  conditions  agreed  to 
by  Dr.  Carter  were  not  agreed,  but  rather  imposed.  All  such  condi- 
tions to  Dr.  Carter’s  licensure  status  were  in  fact  agreed,  and  the 
Department  regrets  and  apologizes  for  any  implication  to  the  con- 
trary (published  in  the  April  1997  issue  of  Tennessee  Medicine). 

Name:  Warren  T.  Hill,  MD  (Goodlettsville) 

Violation:  Prescribing  controlled  substances  for  durations 
not  medically  necessary,  advisable,  or  justified  for  a diagnosed 
condition. 

Action:  Per  agreed  order,  assessed  civil  penalties  totaling 
$600. 

Name:  Jaykrishna  S.  Patel,  MD  (Tazewell) 

Violation:  Unprofessional,  dishonorable,  or  unethical  con- 
duct; dispensing,  prescribing,  or  otherwise  distributing  any  con- 
trolled substance  or  any  other  drug  in  violation  of  the  law. 

Action:  Per  agreed  order,  reprimanded  and  assessed  civil 
penalty  of  $500. 
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AMA  Physician  Recognition  Awards 


The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  July  1997.  This  list,  sup- 
plied by  the  AMA,  does  not  include  members  who  reside  in 
other  states.  Physicians  can  receive  the  PRA  certificate  valid  for 
one,  two,  or  three  years.  For  the  one-year  award,  physicians  re- 
port 50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1;  for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1 . Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

Ronald  B.  Addlestone,  MD,  Nashville 
Edward  E.  Anderson,  M D,  Nashville 
Elaine  M.  Bunick,  MD,  Oak  Ridge 
Charles  M.  Cowden,  MD,  Hendersonville 
John  B.  Hackworth,  MD,  S.  Pittsburg 
Nat  E.  Hyder  Jr,  MD,  Johnson  City 
David  V.  MacNaughton,  MD,  Chattanooga 
Thomas  V.  Roe,  MD,  Savannah 
Jerry  E.  Sanders,  MD,  Knoxville 
Mary  C.  Schanzer,  MD,  Memphis 
Jon  R.  Simons,  MD,  Knoxville 
William  D.  Smith,  MD,  Bristol 
David  T.  Watson,  MD,  Knoxville 
Craig  Wierum,  MD,  Nashville 
Rodger  J.  Zwemei ; MD,  McMinnville 


University  of  Tennessee 

Continuing  Education  Schedule 


Memphis 

Nov  3-7  Advances  in  Medicine — Maui,  Hawaii 

Nov  21  Pediatric  Advanced  Life  Support  Recertification 
Course 

Dec  6 Clinical  Update  for  the  Comprehensive  Ophthalmolo- 
gist 

Jan  12-13  Pediatric  Advanced  Life  Support  Provider  Course 

Feb  16-19  10th  Annual  Update  in  Obstetrics  and  Gynecology — 
Grand  Cayman  Island,  BWI 

Feb  21-22  Radiology  Conference 

Feb  23-24  Pediatric  Advanced  Life  Support  Provider  Course 

March  7-14  Current  Issues  in  Obstetrics  and  Gynecology — 
Snowmass  Village,  Colo. 

March  15-20  31st  Annual  Review  Course  for  the  Family  Physician 

April  2-4  Symposium  on  Critical  Care  and  Emergency  Medi- 
cine— Hot  Springs,  Ark. 

April  20-21  Pediatric  Advanced  Life  Support  Provider  Course 


Nov  7-8 
Nov  8 
Nov  19-21 


Knoxville 

Cardiology:  State  of  the  Heart 

Tennessee  Society  of  Neurology 

Advanced  Cardiac  Life  Support  Provider  Course 


Chattanooga 

Feb  22-27  Clinical  Medicine — Maui,  Hawaii 

April  12-16  Primary  Care  Medicine  Update — San  Juan,  PR. 


For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38 1 63, 
Tel.  (901)448-5547. 


CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization 
conducting  such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME.  Inquiries  regarding  application  for  accreditation  as  a sponsor  of 
CME  should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 

Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

Dec  5-6  23rd  Annual  High-Risk  Obstetrics  Seminar 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-82 1 1 MCN,  Nashville,  TN  37232,  Tel.  (6 1 5) 
322-4030. 


Meharry  Medical  College 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physicians  to 
participate  in  the  service’s  activities  for  a period  of  one  day  to  one 
week.  This  program  provides  an  opportunity  for  physicians  to  study 
in  depth  for  a specified  period.  The  schedule  of  activities  is 
individualized  in  response  to  the  physician’s  request  by  the 
participating  department.  The  experience  includes  conferences,  ward 
rounds,  audiovisual  materials  and  contact  with  patients,  residents 
and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical  College. 
Credit:  AMA  Category  1 of  the  Physician’s  Recognition  Award, 
AAFP,  and  Continuing  Education  Units  from  Meharry  Medical 
College.  Application:  For  information  contact  Henry  A.  Moses, 
PhD.,  Director  of  Continuing  Education,  Meharry  Medical  College, 
1005  D.B.Todd  Blvd.,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 


East  Tennessee  State  University 

Continuing  Education  Schedule 

Nov  1-2  Pumpkin  Patch  Pediatric  Conference 

Nov  2 Women’s  Health  Conference 

For  information  contact  Office  of  Continuing  Medical  Education, 
James  H Quillen  College  of  Medicine,  East  Tennessee  State  Univer- 
sity, PO  Box  70559,  Johnson  City,  TN  37614,  Tel.  (423)  929-4341. 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF  Health  Professions 
Toll  Free 

1-800-423-USAF 


Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows:  $35  for  the  first  50 
words  ($25  for  TMA  members),  25  cents  for  each  additional  word. 
Count  as  one  word  all  single  words,  two  initials  of  a name,  single  num- 
bers, groups  of  numbers,  hyphenated  words,  and  abbreviations.  Adver- 
tisers may  utilize  a box  number  for  confidentiality,  if  desired,  in  care  of 
Tennessee  Medicine,  PO  Box  f 20909,  Nashville,  TN  37212-0909.  Use 
of  this  box  in  an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the  2nd  month 
preceding  the  desired  month  of  publication,  and  will  be  subject  to  ap- 
proval. No  phone  orders  will  be  accepted.  Payment  must  accompany 
order.  Each  listing  will  be  removed  after  its  first  publication  unless  oth- 
erwise instructed.  Fee-for-service  agency  advertisements  are  not  ac- 
cepted in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box  120909,  2301 
21st  Ave.  South,  Nashville,  TN  37212-0909.  Phone  (615)  385-2100. 


THE  DAY  HAS  COME! 

HCFA's  proposed  filing  date  is  October  1997.  DS/MB 
offers  physicians  and  dentists  a complete  software  pack- 
age including: 

• ECP  and  electronic  patient  statement  filing. 

• Purchase,  lease  & outsource  options. 

• Full  technical  support. 

•Track  HMOs,  patients,  referrals,  revenues. 

Don 't  wait  until  the  last  minute.  Call  DS/MB  @ 

(615)  331-3934  and  ask  for  Dee  Sloan  today. 


Immediate  Emergency  Medicine 
Opportunities  in 


Tennessee 

Kentucky 

Virginia 

Georgia 

Emergency  Coverage  Corporation,  a physician 
staffing  group  located  in  Knoxville,  Tennessee,  has 
full-  or  part-time  opportunities  available  in  rural 
emergency  departments  in  Tennessee,  Kentucky,  Virginia 
and  Georgia.  Physicians  who  have  completed  a residency 
in  Emergency  Medicine  or  a Primary  Care  specialty  with 
Emergency  Medicine  experience  will  be  considered. 

Emergency  Coverage  Corporation  provides  flexible 
schedules,  competitive  compensation  and  paid  malprac- 
tice insurance. 


For  more  information,  fax  your  CV 
to  Jackie  Thurman  or  Deborah  Witt 
at  (423)  693-4064  or  call 

1-800-577-7707 


ECC 

EMERGENCY  COVERAGE 
CORPORATION 


COLUMBIA  OPPORTUNITIES 
NORTHEASTTENNESSEE 

NORTHEASTTENNESSEE  POSITIONS  AVAILABLE — All  located  in  the  same  area.  Family-oriented  com- 
munity, located  in  the  beauty  of  the  mountains  and  lakes.  Population  57,000. 

#1  Need  three  Family  Practice  physicians  to  join  a practice  of  five  already  established  primary  care  phy- 
sicians. The  practice  will  pay  you  an  exceptional  base  salary,  superior  benefits,  plus  incentives.  Plans 
are  being  made  to  move  to  a new  site  by  December  1997.  Excellent  call  schedule! 

#2  Primary  Care  physician  seeking  partner  for  private  practice.  Will  discuss  salary  guarantee  for  your  first 
year  and  other  incentives. 

#3  Family  Practice,  IM/Peds,  or  Peds  physicians  to  join  an  already  established  group,  seeking  to  form  a 
multispecialty  group.  Will  discuss  either  salaried  or  guarantee  assistance.  New  office  building  in  pro- 
cess with  move  expected  in  summer  of  1998. 

#4  Need  one  Family  Practice  physician  to  join  two  other  FPs.  Will  work  with  them  in  their  office  while  they 
phase  out  toward  retirement,  therefore  leaving  their  practice  to  someone  they  are  sure  will  give  their 
patients  quality  care. 

For  more  information  and  confidential  consideration  on  any  of  the  positions  listed  above,  please  contact: 

Anne  Helvey,  Director  of  Physician  Services 
Columbia  North  Side  Hospital,  Columbia  Sycamore  Shoals  Hospital 
Columbia  Johnson  City  Specialty  Hospitals 
401  Princeton  Road,  Johnson  City,  TN  37601 
Phone  (423)  854-5805  or  Fax  (423)  854-5748 
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List  of  Advertisers 


Team  Health  has  Immediate  Opportunities 


Directorships  & Regular  Staffing  Opportunities 

Greater  Chattanooga  Area  — Annual  ED  patient  volumes  for 
these  facilities  in  the  Chattanooga  area  range  from  12,000  to  18,000. 
Chattanooga  is  home  to  the  Tennessee  Aquarium  and  the  Chatta- 
nooga Choo  Choo. 

Greater  Knoxville  Area  — These  facilities  in  the  Knoxville 
area  have  annual  ED  patient  volumes  ranging  from  12,000  to 
40,000.  Knoxville  is  located  in  the  foothills  of  the  Smoky  Mountains 
in  beautiful  East  Tennessee. 

Greater  Nashville  Area  — This  area  has  several  facilities  with 
ED  volumes  ranging  from  18,000  to  30,000.  There’s  never  a dull 
moment  with  all  of  the  recreational  and  cultural  opportunities 
provided  by  Tennessee’s  state  capital. 

Tri-cities  Area  — Approximate  annual  ED  patient  volume 
for  these  facilities  is  18,000  to  23,000.  The  Tri-cities  area  is 
nestled  in  the  foothills  of  the  Appalachian  and  Great  Smoky 
Mountains  of  northeast  Tennessee. 
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Biosite  Diagnostics 390 

Carolyn  Avery  & Associates,  Inc 4 1 3 

Carter,  Young,  Lankford,  & Roach,  PC 397 
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Team  Health  is  seeking  EM,  IM  or  FP  physicians  for  these 
emergency  medicine  opportunities.  We  offer  competitive 
compensation,  flexible  scheduling  with  no  on-call  and  paid 
malpractice  insurance. 


For  more  information  about  these 
opportunities,  call  Lee  Ann  Long  at 

1-800-909-8366 


TEAM 

HEALTH 


Visit  us  on  the  Internet  at  http://www.team-health.com 


Team  Health 426 

Tennessee  Consultation  Center 388 

The  TMA  Association  Insurance  Agency,  Inc 402 

U.S.  Air  Force 424 

U.S.  Air  Force  Reserve 401 


> nation's  fastest  growing 
' locum  tenens  firm” 


YOUR  BEST  MOVE  FOR 

LOCUM  TENENS 


• Nationwide  opportunities 

• Excellent  per  diem  pay 

• Occurrence  malpractice 

• Paid  travel,  licensure,  lodging 


Ask  for : 

J.J.  COX,  ext.  2370  or 
Brian  Lund,  ext.  2379 

(800)  685-2272 

http://ivivwJocumsnet.com 


Staff  Care  is  proud  to  sponsor 
the  Country  Doctor  of  the  Year  Award 


Unable  to  place  J-1  or  H-1  physicians 


INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
tor, John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover 
letter  should  identify  one  author  as  correspondent  and  should  include  his  complete 
address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must 
be  typewritten,  double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow 
wide  margins  on  each  page  to  facilitate  editing.  Pages  should  be  numbered  and 
clipped  together  but  not  bound  Along  with  the  typed  manuscripts,  we  encourage 
you  to  submit  an  IBM-compatible  3-1/2"  high-density  diskette  containing  the 
manuscript  in  WordPerfect  or  ASCII  format;  the  transmittal  letter  should  identify 
the  format  used. 

Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medi- 
cine is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  prop- 
erty of  Tennessee  Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a 
condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright  owner- 
ship of  such  material  to  Tennessee  Medicine.  No  contribution  will  be  published 
unless  such  a conveyance  is  made. 

References — References  should  be  limited  to  20  for  major  communications  and  10 
for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive 
order,  not  alphabetically.  Personal  communications  and  unpublished  data  should  be 
included  only  within  the  text.  The  following  data  should  be  typed  on  a separate  sheet 
at  the  end  of  the  paper:  names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last 
pages,  and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  al: 
Cancer  in  parents  of  children  with  cancer.  N Engl  J Med  333:1594-1599,  1995. 
Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be 
identified  on  the  back  with  the  author’s  name,  the  figure  number,  and  the  word 
“top,”  and  must  be  accompanied  by  descriptive  legends  typed  on  a separate  sheet. 
Tables  should  be  typed  on  separate  sheets,  be  numbered,  and  have  adequately 
descriptive  titles.  Each  illustration  and  table  must  be  cited  in  numerically  con- 
secutive order  in  the  text.  The  Editor  will  determine  the  number  of  illustrations  and 
tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement 
from  both  the  author  and  publisher  giving  Tennessee  Medicine  permission  to  repro- 
duce them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspon- 
dent author  before  publication. 
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Searching  the  WORLD 
Wide  Web  for  H 


these  destinations  is  on  the  World  Wide  Web. 
Passport  Health  Communications  offers  cost-effective,  easy  to 
understand  Internet  solutions  for  the  health  care  industry. 


• Practice.Net  — easy,  inexpensive  access  to  the  future 
with  your  own  custom-designed  Web  page. 

• OneSource  — immediate  access  to  eligibility,  claims 
status,  provider  panels  and  more  with  just  a point 
and  click. 

• Internet  Consulting  — development  of  long-term 
communications  strategy  utilizing  the  Internet. 


For  more  information,  check  out  our  web  site: 

www.passporthealth.com  or  call  1-888-661-5657 


PASSPORT  HEALTH  COMMUNICATIONS 


Your  ticket  to  the  Internet 


Well,  J\±  Least  You 
Know  What's  Causing 
Your  Patjaitatiorrs. 


* 


D 

Practicing  medicine  is  exciting  enough  without  having  to  face  the 
prospect  of  catastrophic  litigation.  Let  the  insurance  professionals 
at  physician  owned  and  operated  State  Volunteer  Mutual  Insurance 
Company  help  keep  your  stress  level  in  check.  For  over  20  years, 
our  financial  strength  and  security,  powerfully  demonstrated  by  an 
outstanding  rating,  has  helped  physicians  endure  an  increasingly 
hostile  legal  environment.  Join  the  more  than  9,500  practicing 
physicians  who  have  chosen  SVMIC  as  their  malpractice  insurer. 
It’ll  do  your  heart  good. 


STATE  VOLUNTEER  MUTUAL  INSURANCE  COMPANY 

For  more  information,  contact  Randy  Meador  or  Susan  Decareaux 
P.O.  Box  1065 
Brentwood,  TN  37024-1065 

1-800-342-2239  or  (615)  377-1999  • FAX  (615)  377-9192 
e-mail  address:  svmic@svmic.com 
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James  R.  Lyle  Jonathan  I.  Katz 

President  Regional  Sales  Manager 

Healthcare  Consultants  MAG  Mutual  Insurance 

of  America,  Inc.  Company 


MICHAEL  McGEEHAN 

Senior  Advanced  Underwriter 
MAG  Mutual  Financial 
Services,  Inc. 


Tom  Harkins 
Senior  Account  Exe 
MAG  Mutual  Insu™,^ 
Company 


Carol  A.  Quaif 
Vice  President 
MAG  Mutual  Insurance 
Agency,  Ltd. 


We're  Not  Actually  Physicians, 
But  We  Do  Know  How  To  Operate. 


MAG  Mutual  Insurance 
Company  is  as  close  to  the  health- 
care community  as  any  group  of 
people  can  be  without  actually 
practicing  medicine. 

We  were  formed  by  physicians. 
We  are  directed  by  physicians  and 
healthcare  executives.  We  are  owned 
by  our  physician,  hospital  and 
managed  care  organization  policy- 
holders. And  the  needs  of 
these  groups  are  our  exclusive 
focus.  We  know  how  to 
operate  in  this  arena. 

We've  developed  a 
strong  reputation 
as  a medical  pro- 
fessional liability 


insurance  company  and  along  with 
our  affiliate  companies  of  the  MAG 
Mutual  Group,  we  also  provide 
physicians  with  a complete  range  of 
office  and  workers'  compensation 
coverages,  group  health  insurance, 
practice  management  consulting 
and  physician  billing  services. 

This  impressive  array  of  prod- 
ucts, services  and  benefits  provides 
a one-stop  shop  for  physicians. 

More  than  6,300  physi- 
cians approve  of  how  we 
operate.  Now  we  welcome 
the  opportunity  to  prove 

ourselves  to  you. 
For  information, 
call  1-800-282-4882. 


MAG  MUTUAL 
INSURANCE  COMPANY 


A Member  of  MAG  Mutual  Group 
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Adversity  dees  not  discriminate... 
Protect  purself  and  your  employees. 

Examine  the  best  group  long  term 
disability  coverage  for  physicians  and  staff. 

The  TMA  Association  Insurance  Agency  is  now  offering  the 
leading  group  long  term  disability  protection  available  — the 
“Income  Protection  Plan”  for  medical  practices  with  two  or 
more  doctors;  and  a separate  long  term  disability  plan,  the 
“Salary  Continuance  Plan”  for  medical  clinic  employees. 

We  believe  these  two  plans  offer  the  best  group  disability 
insurance  value  available  for  your  premium  dollars. 

For  a competitive  quote  and  complete  plan  information,  give  us  a call  today  at 
423-629-2400  or  toll  free  at  1-800-347-1109. 


H Long  Term  Income  Protection  Plan 

for  physicians  and  administrators 

• Provides  his/her  specialty  definition  of 
disability 

• Up  to  $15,000  of  monthly  benefit  for  larger 
practices 

• Offers  a choice  of  plans:  the  non-integrated 
no  offset  plan  or  a percent  of  salary  plan 
with  potential  integration 

• Contractual  HIV+/Hepatitis  B benefit 
option 

• Elimination  period  satisfied  with  total  or 
partial  disability,  with  no  minimum  period  of 
total  disability  required 

• Benefits  payable  to  age  65  or  beyond,  based 
upon  age  when  disability  commences 

• Only  four  rate  increases  in  38  years 
Underwritten  By: 

Continental  Casualty  Company 

CM 

For  All  the  Commitments  You  Make® 


I Long  Term  Salary  Continuance  Plan 

for  medical  clinic  employees 

• A broad  definition  of  total  disability 

• Minimum  payments  for  loss  of  limb(s)  or  sight, 
whether  or  not  disability  persists 

• Insured  W-2  income  — thus  covering  overtime 
earnings  and/or  bonus 

• 3-month  survivor  benefit 

• Minimum  benefit  based  on  10%  of  monthly 
benefit  or  $100  whichever  is  greater 

• A 24-month  own-occupation  provision  is 
included 

• Only  one  rate  increase  in  38  years 

Recommended  and  Sponsored  By: 


THE  TMA  ASSOCIATION  INSURANCE  AGENCY,  INC. 
1089  Bailey  Avenue  • Chattanooga,  Tennessee  37404 
1-800-347-1109  • (423)  629-2400  • Fax  (423)  629-1109 
E-mail:  tma@assoc-admin.com 


President’s  Comments 


Medical  Education 

The  first  experience  I had  with  medical  education  was  talking  to  the  county  doctor  in  our 
rural  community  and  watching  him  work.  He  took  care  of  everybody’s  medical  problems  in  that 
part  of  the  county.  He  liked  to  show  me  his  store  of  medicines  in  the  side  room  of  his  small 
office  building  that  served  as  an  examining  room,  operating  room,  pharmacy,  and  office.  He 
pulled  teeth  outside  on  the  little  back  porch.  Apart  from  those  huge  brown  jugs  of  funny  smell- 
ing medicines,  the  most  fascinating  thing  about  his  all-purpose  office  building  was  his  books. 
They  were  all  very  big  and  were  obviously  well  worn.  He  was  always  reading,  always  studying. 
As  a child,  I wondered  what  those  big  books  said  to  him.  Why  did  he  read  so  much?  Why  so 
many  books?  I now  know  why — he  was  a dedicated  student.  Everybody  loved  him  and  trusted  him. 

The  business  part  of  Dr.  Harris’s  practice  was  simple.  He  charged  for  the  cost  of  the  medi- 
cine only.  There  were  no  insurance  forms.  1 reckon  there  was  no  available  insurance  to  have  any 
forms  in  those  days.  No  Blue  Cross,  no  Medicare,  no  TennCare.  I doubt  if  he  would  have 
thought  it  would  be  ethical  to  bill  the  government  to  treat  his  patients  anyway.  You  sec  he  never 
sent  a bill.  He  trusted  people  to  pay  what  they  felt  it  was  worth.  He  truly  believed  that  if  you 
couldn’t  afford  to  be  a doctor  you  shouldn’t  be  one. 

Medical  Education  has  really  changed  since  Dr.  Harris’s  day.  The  amount  of  information  available  for  teaching  has  grown 
logarithmically  in  the  past  few  years.  The  trappings  for  teaching  have  also  changed  a lot.  More  high-tech  tools,  computer 
analysis  of  the  data,  chi  square  tests  on  everything.  Several  drugs  compete  for  formulary  support  for  each  disease.  New  ways  of 
doing  old  surgical  procedures  for  many  problems  and  the  ever-present  curriculum  committee  allocating  time  allowed  for  each 
subject.  These  are  a few  of  the  things  that  are  new.  But  the  Basics  are  still  the  same:  Lots  of  books,  hours  of  study,  tireless 
energy,  and  dedicated  students. 

Medical  Education  may  be  on  the  brink  of  some  serious  changes.  The  cost  for  four  years  of  medical  school  at  private 
universities  has  become  astronomical.  Is  there  a cheaper  way  to  teach?  Lots  of  efforts  are  afoot  to  decrease  the  costs. 

Medical  care  may  also  be  on  the  brink  of  some  even  more  serious  changes.  We  are  all  being  pounded  daily  to  lower  costs  of 
medical  care.  Considerations  of  the  cost  containment  issues  have  become  a part  of  the  modern  day  medical  curriculum.  I 
wonder  what  Dr.  Harris  would  think  of  that.  I know  he  would  approve. 

The  medical  students  of  today  are  aware  of  these  things  that  will  affect  their  professional  lives.  They  are  aware  that  the 
current  administration  in  Washington  has  allowed  HCFA  to  offer  hundreds  of  millions  of  your  tax  dollars  to  hospitals  and 
universities  to  stop  training  residents  in  many  specialties.  They  know  that  the  State  Legislature  in  Tennessee  went  against  the 
advice  of  the  TMA  and  the  State  Board  of  Medical  Examiners  and  made  phen-fen  an  unrestricted  drug.  They  know  that 
physicians  are  better  equipped  to  decide  medical  issues  than  consumers,  bureaucrats,  and  insurers  are.  How  do  I know?  I learn 
from  them  and  try  to  help  them  respond.  This  year  at  the  annual  meeting  of  the  AMA  25  Vanderbilt  students  and  four  surgical 
residents  attended  their  section’s  meetings.  They  participated,  debated,  spoke  on  resolutions  that  affected  them  at  the  house  of 
delegates,  and  participated  in  the  process.  Afterwards  a member  of  the  TMA  Membership  Committee  (Dean  John  Chapman) 
and  I had  a wonderful  dinner  with  them.  It  was  a glorious  occasion.  They  are  so  involved,  so  eager,  so  intelligent.  I am  still 
learning  from  them.  They  will  make  a difference  in  the  future  of  medicine.  Lots  of  books,  hours  of  study,  tireless  energy,  and 
dedicated  students. 

I have  been  fortunate  to  have  been  around  those  who  were  involved  in  teaching  during  my  entire  career.  What  a stimulus  it 
has  been  to  be  associated  with  some  of  the  great  teachers.  Being  a part  of  the  system  and  circumstances  of  medical  education 
has  felt  like  being  a member  of  a large  family,  a respected  family,  and  a family  with  great  responsibility. 

I could  not  have  been  more  blessed  than  to  have  been  allowed  to  be  a school  teacher  doctor.  Over  3,000  students  have  come 
my  way,  and  nearly  that  many  surgical  residents.  They  have  made  me  stay  alert.  I too  have  well-used  books  now.  I have  read 
some  over  and  over.  So  many  books.  So  many  new  things  to  learn  and  to  remember.  Like  Dr.  Harris,  I have  tried  to  remain  a 
student.  I hope  1 have  kept  abreast  of  most  new  advances,  especially  in  Surgery.  I think  the  real  students  would  tell  me  if  I fail 
to  do  so. 


R.  Benton  Adkins,  Ml) 
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If  There’s  Anything  the  Medical  Community 
Should  Be  Able  to  Agree  On,  It’s  This: 

Patients  Come  First. 


A frank  discussion  of  DuPont  Pharma’s  efforts  to  safeguard  the  interests 
of  patients  taking  narrow  therapeutic  index  (NTI)  medications 


Those  of  us  involved  in  America’s 
health  care  system  must  never  ignore 
those  who  are  meant  to  benefit  from 
it:  The  patients. 

DuPont  Pharma  joins  with  those  who 
are  concerned  about  the  interests  of 
millions  of  Americans  who  rely  upon 
one  or  more  of  a small  number  of 
prescription  medications  known  as 
narrow  therapeutic  index  (NTI)  drugs. 

NTI  drugs  are  a special  class  of  about 
two  dozen  prescription  drugs  which 
are  of  particular  concern  to  patients 
and  health  care  professionals.  Too  lit- 
tle of  an  NTI  drug  may  result  in  inef- 
fective therapy.  Too  much  may  result 
in  toxic  effect  to  the  patient.  With 
these  drugs,  there  is  little  margin  for 
error.  Yet,  properly  used,  they  are 
essential  to  the  treatment  of  many 
critical  medical  conditions. 

There  is  concern  about  switching 
patients  from  one  formulation  of  an 
NTI  drug  to  another,  without  notify- 
ing the  prescribes  or  patients. 
Therapy  with  NTI  drugs  must  be 
monitored  carefully. 


DuPont  Pharma  is  committed  to 
helping  safeguard  the  interest  of 
patients  who  take  NTI  drugs.  To 
that  end  we: 

i 

■ support  efforts  in  a number  of 
states  to  ensure  patients  and  pre-  i 
scribers  know  and  approve  of 
substitutions  of  NTI  drug  formula- 
tions. Common-sense  “right-to- 
know”  regulations  will  safeguard 
the  interests  of  patients,  physi- 
cians, pharmacists  and  other 
health  care  professionals. 

■ support  the  adoption  of  stricter 
standards  for  the  approval  of  : 
generic  formulations  of  all  NTI 
medications,  to  reduce  the 
potential  for  variability  between  ; 
all  formulations  of  NTI  drugs  i 
available  to  patients. 

■ philosophically  and  financially 

support  the  Health  Alliance  for 
NTI  Patient  Safety,  a national 
coalition  of  medical,  patient  and 
consumer  organizations  commit- 
ted to  the  protection  of  people 
who  rely  on  NTI  drugs. 


We  manufacture  an  important  NTI 
drug  and  we  know  that  some  will 
suggest  our  efforts  are  meant  to  dis- 
courage competition.  In  fact,  we 
believe  that  generics  can  play  an 
important  role  in  reducing  health 
care  costs.  In  the  case  of  NTI  med- 
ications, however,  patient  safety 
must  come  first.  The  simple  mea- 
sures we  propose  safeguard  the 
interest  of  patients  who  take  — as 
well  as  health  care  professionals  who 
dispense  — both  innovator  and 
generic  drug  formulations. 

We  invite  the  entire  medical  com- 
munity — including  physicians, 
pharmacists  and  other  pharmaceuti- 
cal manufacturers  — to  join  us  in 
working  to  provide  protections  for 
patients  taking  NTI  medications. 
The  focus  of  our  healthcare  system 
should  always  remain  on  the 
patient.  We  should  all  be  able  to 
agree  on  that. 


DU  PONT 
PHARMA 


DuPont  Pharma 

Wilmington,  DE  19880-0723 


Editorials 


Up  TennCare  and  the  MCOs 

One  of  the  biggest  extant  nightmares  for  doctors  and  their  patients  is  TennCare  and  the 
MCOs  with  which  it  contracts.  There  is  no  fix  of  which  I am  aware  that  will  extinguish  the  fires 
of  frustration  kindled  in  the  breasts  of  the  recipients  of  their  largesse,  but  there  are  measures 
available  to  the  cognoscenti  that  can  to  some  extent  mitigate  the  heat.  We  publish  in  this  issue  of 
Tennessee  Medicine  an  expose  of  their  apparently  arcane  mumbo-jumbo  that  is  designed  to 
bare  their  secrets  for  your  edification  and  your  patients’  welfare. 

Relief  is  built  into  both  the  act  and  the  regulations,  but  it  has  been  hidden  and  disguised  by 
the  MCOs,  whether  deliberately  or  not,  to  the  extent  that  those  relief  measures  might  as  well  not 
exist.  The  article  by  Angela  Meyer  entitled  “Navigating  TennCare's  Appeals  Process”  enumer- 
ates the  avenues  of  appeal,  and  redress  that  the  MCOs  are  required  to  follow.  There  is,  of  course, 
the  90-day  appeal  process  that  patients  file  through  their  MCO.  However,  there  is  also  an  expe- 
John  B.  Thomison,  MD  dited  appeals  process  requiring  a 31 -day  disposition  that  is  not  well  known  and  has  not  been 

adequately  distributed.  A copy  of  the  expedited  appeal  form  created  by  the  Tennessee  Health 
Care  Campaign  is  published  with  the  article,  along  with  a How  chart  showing  how  the  expedited 
appeals  process  works. 

I call  this  process  to  your  attention  for  your  early  perusal  and  action,  since  it  addresses  a 
problem  that  is  a source  of  severe  frustration  for  both  yourselves  and  your  patients,  with  the 
additional  danger  of  its  potential  for  harm  to  your  patients,  possibly  life  threatening. 


Hot  on  the  Gold: 

A Paean  to  Perfection 


Once  there  was  a figure  skater  named  Sonja  Henie.  Sonja  was  a doll.  She  made  movies  back 
in  the  1950s  and  appeared  in  some  TV  specials,  thereby  introducing  the  larger  public  to  figure 
skating.  That  was  her  second  successful  career.  As  an  1 1 -year-old,  in  1923  she  won  the  Norwe- 
gian figure  skating  championship,  and  did  it  again  the  next  year.  She  ruled  the  ice  as  the  female 
World  Figure  Skating  Champion  from  1927  to  1935,  during  which  she  gathered  in  three  Olym- 
pic Gold  Medals  in  the  Winter  Games  of  1928,  1932,  and  1936,  after  which  she  turned  profes- 
sional. After  moving  to  the  United  States,  she  toured  in  ice  shows  until  the  1950s,  setting  the 
tone  of  women’s  figure  skating,  as  well  as  the  design  of  the  costumes.  She  died  in  1969. 

Though  this  is  going  to  be  mostly  about  women’s  figure  skating,  I need  to  say  a word  here 
about  the  beginnings  of  men’s  figure  skating,  because  it  owes  its  beginnings  largely  to  a well- 
known  ABC  commentator  named  Dick  Button,  who,  having  become  delighted  with  ice  skating 
while  serving  in  Europe  during  and  after  the  Second  World  War,  formed  a group  of  like-minded 
men  that  would  make  up  the  U.S.  men’s  contingent  at  the  1948  Olympic  Winter  Gaines,  in 
which  he  won  the  Gold  Medal.  He  won  it  again  in  1952,  and  is  widely  credited  with  having 
introduced  the  modern  style  of  figure  skating. 

Women’s  figure  skating  had  been  the  private  domain  of  the  Europeans,  mostly  Sonja  Henie 
and  a few  Hungarians,  until  Tenley  Albright,  a young  recovering  victim  of  poliomyelitis  skated 
into  the  world  championship  in  1953,  winning  it  again  in  1955.  She  climaxed  her  skating  career 
by  winning  the  Olympic  Winter  Gaines’  Gold  Medal  in  1956,  retiring  from  skating  immedi- 
ately afterwards  to  enter  Harvard  Medical  School,  rejecting  a lucrative  offer  to  turn  profes- 
sional. She  is  now  a Boston  surgeon.  The  1 956  Olympics  was  the  first  to  receive  wide  television 
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coverage,  though  figure  skating  was  eclipsed  by  skiing  and  speed  skating.  Its  popularity  has 
continued  growing,  until  nowadays  you  can  find  figure  skating  on  the  tube  several  times  during 
almost  any  week  in  season,  and  not  too  infrequently  out  of  it. 

Though  that  popularity  was  slow  in  coming,  it  was  helped  along  by  a number  of  accom- 
plished, attractive  U.S.  skaters.  Following  Tenley  Albright’s  retirement,  both  Carol  Heiss  and 
Peggy  Fleming,  now  also  an  ABC  commentator,  won  Olympic  Gold,  and  for  more  than  two 
decades  Dorothy  Hamill  has  been  the  U.S.  dowager  queen  of  the  ice,  having  captured  the  Olympic 
Gold  Medal  in  1976. 

Many  marvelous  U.S.  ladies  have  distinguished  themselves  on  the  world’s  ice  rinks,  and  any 
enumeration  of  them  will  inevitably  omit  significant  ones.  But  here  goes,  with  the  disclaimer 
that  there  is  not  space  to  include  nearly  all  of  them.  In  1983  Rosalyn  Sumners  became  the  world 
ice  queen,  and  was  the  odds  on  favorite  to  win  the  Olympic  Gold  the  following  year.  She  didn’t. 
She  narrowly  missed,  taking  the  Silver  Medal,  deposed  by  a 16  year  old  skater  from  East  Ger- 
many by  the  name  of  Katerina  Witt.  Rosalyn  suffered  a decline  afterwards  that  was  marked  by 
growing  pains,  loss  of  desire,  and  minor  injuries.  She  has  re-emerged  in  the  past  few  years  as 
one  of  the  loveliest  and  most  talented  of  all  the  professional  figure  skaters. 

Though  Rosalyn’s  loss  was  a severe  disappointment,  so  far  as  I am  concerned  Katerina,  who 
held  the  world  title  during  1984  and  1985,  and  again  in  1987  and  1988,  more  than  made  up  for 
it.  She  missed  the  world  title  by  a narrow  margin  in  1986,  being  unseated  by  the  United  States’ 
Debbie  Thomas,  the  first  black  woman  to  compete  at  this  level.  In  1988,  along  with  the  world 
title,  Katerina  again  captured  the  Olympic  Gold. 

You  hear  remarks  nowadays  that  figure  skating  has  become  the  sport  of  young  children.  That 
is  true  for  the  women,  but  it  does  not  apply  to  the  men.  In  addition,  it  has  always  been  a sport  of 
young  children.  Sonja  Henie  won  the  world  title  at  13,  and  won  her  first  Olympic  Gold  Medal 
at  14.  Michelle  Kwan  won  the  U.S.  and  world  title  at  15,  and  was  knocked  out  of  the  U.S.  title 
at  age  16  by  14  year  old  Tara  Lipinski.  Oksana  Baiul,  who  hails  from  the  Ukraine  and  is  now 
living  and  training  in  Las  Vegas,  won  the  Olympic  title  in  1994  at  age  15,  and  is  currently 
recovering  from  her  own  disastrous  time. 

Those  of  you  who  have  had  teen-age  daughters  are  certain  not  to  be  surprised  that  even  the 
most  stable  and  consistent  of  them  may  have  bad  days,  and  one  bad  moment  may  lead  to  an- 
other, and  the  whole  program  come  unraveled,  as  happened  to  Michelle,  one  of  skating’s  most 
consistent  skaters,  who  in  her  long  program  fell  not  once,  but  three  times.  Oksana  suddenly 
grew  six  inches  and  gained  20  pounds,  predictably  causing  her  problems,  and  it’s  not  surprising 
that  she  injured  her  back.  Why  any  backs,  not  to  mention  knees,  ankles,  and  feet,  survive  the 
punishment  is  beyond  me,  anyway.  When  in  her  prime  the  ever  remarkable  Katerina  Witt  once 
fell,  leaving  her  admirers  aghast,  she  said,  “Well,  what  did  you  expect?  So  I fell.  I’m  only 
human.  I’m  not  an  automaton!”  Which  was  news  to  her  admiring  public. 

Which  brings  me  to  my  logical  conclusion.  With  the  present  popularity  of  the  beautiful, 
graceful  art  of  figure  skating,  notwithstanding  the  hard  physical  labor  it  involves,  its  consequent 
considerable  rewards,  prominent  among  which  are  the  joys  of  the  skating  itself,  make  the  lure 
of  professional  skating  nigh  onto  irresistible.  As  Rosalyn  Sumners  observed,  “I’m  being  paid  to 
do  what  I love  best.”  After  all  her  struggles  with  herself,  her  body,  and  the  ice,  she  is  a lovely 
sight  to  behold.  The  professional  skaters  compete  among  themselves,  but  the  competition  is 
among  comrades.  There  are  many,  many  superb  skaters  in  their  ranks.  Kristi  Yamaguchi,  who 
started  out  as  a gangling  child,  won  the  world  title  in  1991  and  1992,  when  she  also  won  the 
Olympic  Gold,  was  widely  known  and  admired  as  one  of  the  most  consistent  skaters  ever.  She 
fell  and  lost  a competition.  Of  course.  Though  a seasoned  amateur,  now  just  turned  profes- 
sional, she  is  still  very  young.  Denise  Bielman,  from  Switzerland,  was  the  first  woman  to  do  a 
triple  lutz.  That  was  in  1978.  She  still  charms  her  audiences,  and  is  the  European  favorite. 

And  then  there  is  Katerina  Witt,  who  for  me  is  for  a variety  of  reasons  in  a class  by  herself. 
Some  time  after  her  second  Olympic  Gold  Medal  she  defected  to  the  United  States,  prompted  to 
some  extent  by  her  friendship  with  that  peerless  male  skater  Brian  Boitano.  They  share  a passion 
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for  perfection  in  skating,  as  well  as  a taste  for  showmanship.  Though  it  would  be  easy  to  view  their 
careers  as  being  in  decline,  I think  that  because  of  their  artistry  their  stars  continue  rising.  Along 
with  Kristi  Yamaguchi,  Rosalyn  Sumners,  Karen  Kadavy,  and  most  of  the  earlier  female  skat- 
ers, Katerina’s  art  emphasized  grace  over  spectacular  athleticism.  Those  superb  women,  some 
at  an  advanced  age  for  skaters  (Katerina  is  30),  added  a few  triple  jumps  to  their  repertoire,  and 
Kristi  has  for  a long  time  been  the  best  of  all  the  skaters,  both  athletically  and  artistically. 

Is  it  worth  all  the  pain  and  effort?  The  odds  against  reaching  the  pinnacle  of  success  in  any 
area  of  life  are  great,  but  figure  skating  and  gymnastics,  along  with  ballet,  a kindred  passion  that 
is  practiced  to  at  least  some  extent  by  most  if  not  all  of  the  really  successful  skaters,  present 
problems  beside  which  those  of  other  pursuits  pale  in  comparison.  Each  day  literally  thousands 
of  children,  inspired  by  those  few  who  made  it  to  the  top,  put  on  skates  religiously,  and  struggle 
upwards  by  falling  downwards.  Lots.  Some  get  hurt,  sometimes  badly.  Children  are  supple  and 
they  don’t  weigh  much,  and  they  haven’t  far  to  fall.  On  the  other  hand,  their  joints  are  immature, 
with  still  open  epiphyses,  and  damage  can  be  long  in  healing,  creating  a bonanza  for  those  in  the 
growing  field  of  sports  medicine.  Perhaps  worst  of  all  is  the  loss  of  their  childhood,  often  sacrificed 
to  a doting  parent’s  dreams  of  glory  that  proffer  scant  promise  of  ever  being  even  partially  fulfilled. 

For  this  reason  I never  begrudge  the  stars  their  income,  no  matter  how  outrageous  it  may 
seem.  Rather,  I question  the  wisdom  of  the  public  and  marvel  more  at  their  profligacy  than  at 
the  cupidity  of  the  stars  and  especially  of  their  managers  and  agents.  Taken  in  the  context  of  the 
meager  reward  the  public  is  willing  to  allot  to  those  who  care  for  and  teach  their  children  and 
risk  their  lives  for  the  public  safety,  the  public’s  infatuation  with  sports  and  entertainment  suc- 
cesses and  their  “just”  rewards  becomes  a travesty. 

That  travesty  is  equalled  only  by  the  outrageous  differentials  between  those  at  the  top  of  the 
upper  echelons  in  the  workplace  and  those  in  the  lower  echelons.  But  I suppose  the  two  are  of 
a pattern. 


The  Moth  and  the  Flame 


I used  to  be  appalled  by  how  the  high-flown  rhetoric  of  politicians  about  such  things  as 
education,  family  values,  and  so  on  would  quickly  crumble  in  the  face  of  reality,  and  principle 
be  sacrificed  routinely  on  the  altar  of  compromise.  Though  I am  now  still  appalled  by  it  to  some 
extent,  having  found  that  the  whole  business  is  only  about  holding  onto  office  I have  become 
not  a little  amused  by  it — though  at  the  same  time  still  incensed.  To  get  the  public’s  mind  off 
such  sordid  realities,  the  Roman  Emperors  put  on  games  such  as  gladiatorial  combat,  later 
replaced  by  throwing  Christians  to  the  lions.  We  have  gotten  so  civilized  now,  though,  that 
although  we  continue  putting  people  into  arenas,  we  do  it  for  slightly — sometimes  ever  so 
slightly — less  violent  pursuits,  managed  by  private  enterprise,  such  as  boxing,  wrestling,  bas- 
ketball, and  football,  not  necessarily  in  that  order.  The  messier  activities  are  reserved  for  the 
government,  meaning  of  course  the  people  who  make  it  up,  since  government  itself  is  inert. 

With  the  help  of  the  media,  Washington  now  feeds  us  witch  hunts  instead  of  arena  activities, 
and  courts-martial  instead  of  immolation,  hypocritically  showcasing  the  peccadillos  of  military 
men  and  women,  as  if  the  public,  not  to  mention  the  commander-in-chief,  are  unaware  of  what 
is  bound  to  happen  when  you  mix  men  and  women  together  willy-nilly,  or  even  not  willy-nilly, 
and  how  somebody  is  always  going  to  cry  foul  when  spurned,  or  even  when  not  spurned,  and 
not  even  touched  (or  sometimes  because  they  were  not  even  touched).  The  responsibility  for  all 
that  lies  with  those  who  have  demanded  that  women  be  treated  like  men  and  distributed  accord- 
ingly. They  are  also  well  aware  of  what  happens  when  it  is  assumed  they  are.  It  is  the  well- 
known  moth  and  flame  scenario,  in  which  the  moth  generally  gets  burned. 
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As  it  turns  out,  the  moth  may  be  either  male  or  female,  which  the  feminists  I think  had  not 
counted  on.  A young  woman  everybody,  including  herself,  assumed  for  a variety  of  reasons 
would  rise  to  the  top,  stubbed  her  figurative  toe,  and  carried  an  astonishing  complement  of 
upper  brass  from  assorted  branches  of  service  with  her  on  her  unscheduled  flight  downward.  It 
began  to  look  like  if  all  the  people  in  the  service  were  laid  end  to  end,  no  one  should  be  sur- 
prised. People  seem  to  have  allowed  themselves  to  be  persuaded,  obviously  hypocritically,  that 
such  is  confined  to  the  military. 

This  is  a continuing  saga,  to  the  extent  that  ever  since  Operation  Tailhook  (a  coarse  but 
descriptive  appellation)  came  under  scrutiny,  whenever  it  was  temporarily  displaced  by  a hotter 
news  item,  its  durability  is  such  that  it  is  always  good  for  more  copy.  The  latest  is  that  a few 
people  have  started  using  their  heads  and  recommending  separate  male  and  female  boot  camps. 
This  likely  originated  with  the  raw  recruits  of  both  sexes  and  the  drill  sergeants,  and  perhaps  the 
junior  officers — people  who  haven’t  forgotten  what  real  life  is  like. 

Though  the  public  is  aware  of  all  this,  it  continues  acting  as  if  it  isn’t,  taking  on  the  charac- 
teristics of  those  it  has  elected  to  high  office,  as  well  as  their  appointees  and  surrogates.  What  is 
amazing  to  me,  therefore,  is  that  a public  so  craving  of  lurid  sensationalism  can  have  its  atten- 
tion focused  to  such  an  extent  on  the  valleys  looking  for  black  sheep  that  it  can  be  lured  away 
from  the  hills,  from  whence  cometh  the  real  fun  down  the  back  stairs  of  Pennsylvania  Avenue, 
among  other  places.  But,  to  mix  a few  metaphors,  the  duped  sheep  just  keep  following  the  local 
Pied  Pipers  down  the  primrose  path  to  reelect  the  same  old  hypocrites,  and  drive  the  lesser 
miscreants  as  scapegoats  out  into  the  wilderness.  This  is,  of  course,  compounded  by  the  conve- 
nient belief  that  immorality  is  confined  to  sexual  matters  (they  need  to  read,  or  if  appropriate 
reread,  the  Ten  Commandments). 

As  the  saying  goes,  power  corrupts,  and  absolute  power  corrupts  absolutely,  which  is  the 
ultimate  immorality.  Our  Constitution  is  supposed  to  have  been  set  up  so  that  there  could  be  no 
absolute  power.  But  the  Supreme  Court  started  monkeying  with  it  almost  immediately,  and 
continues  doing  so  at  the  public’s  expense. 

Dream  on,  O Ship  of  State !□ 


HELP  FOR  PHYSICIANS 

The  Tennessee  Medical  Foundation  Physicians  Health  Peer  Review  Committee  assists  doc- 
tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 

HELP  USTO  HELP 

Call  the  TMF  Physicians  Health  Program  at  (615)  893-7755  in  Murfreesboro.  Telephone 
message  service  available  around  the  clock. 
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If  you've  ever  said  this,  you  may  want  to  ask 
your  la!)  to  use  Triage1  Plus  TCA. 


Slat. 


• Screens  urines  for 
8 classes  of  Drugs 
of  Abuse 

• Fastest  turnaround 
time  possible 

• Used  by  more  than 
2,500  hospitals 
nationwide 

• Stat  results  available 
24  hours  a day 


Accurate. 


Reliable. 


BMHJ 


PANEL  FOR 
DRUGS  OF 
ABUSE 

PLUS  TRICYCLIC 
ANTIDEPRESSANTS 


The  First  Urine-based  Immunoassay 
For  Tricyclic  Antidepressants. 


Accepted. 


BIOSITE 


■inihc 


The  TRIAGE  assay  provides  only  a preliminary  analytical  test  result  A more  specific  alternate  chemical  method  must  be  used  in  order  to  obtain  a 
confirmed  analytical  result  READ  COMPLETE  INSTRUCTIONS  PRIOR  TO  USE  AND  PRIOR  TO  INTERPRETING  TEST  RESULTS. 


11030  ROSELLE  ST. 
SAN  DIEGO,  CA  92121 

1 800  745  8026 


Practicing  Medicine 


True  Patient  Advocacy 

Navigating  Ten  n Care’s 
Appeals  Process 

Angela  Meyer 


On  the  surface,  TennCare  appears  to  be  a success  because 
it  has  reportedly  increased  access  to  primary  care  services 
for  poor  and  uninsured  Tennesseans  while  saving  taxpayers 
millions  of  dollars.  But  the  state’s  primary  care  physicians — 
on  whose  practices  the  program  has  been  built — are  clearly 
anxious  about  its  future.  They  cite  a litany  of  program  flaws 
that  have  not  been  adequately  addressed  and  which  converge 
to  compromise  patient  care.  And  physicians  say  that  when 
they  voice  their  concerns  to  the  TennCare  Bureau  and  the 
MCOs,  they  are  treated  more  like  whining  children  than  medi- 
cal doctors.  Given  such  disregard,  it  is  not  hard  to  imagine 
why  some  physicians  are  considering  whether  to  pull  out  of 
the  program  altogether. 

Ironically,  one  of  the  most  frustrating  issues  for  physicians 
is  the  appeals  process  for  challenging  MCO  decisions  ...  or 
at  least  what  they  perceive  it  to  be. 

“There’s  this  perception  among  doctors  that  they  feel  pow- 
erless. In  reality,  they  have  a lot  of  power,”  says  consumer 
advocate  Tony  Garr  of  the  Tennessee  Health  Care  Campaign 
(THCC).  “It’s  been  our  experience  that  roughly  75%  of  all 
appeals  are  decided  in  favor  of  the  patient.” 

Garr  agreed,  however,  that  there  was  no  telling  how  many 
appeals  should  have  been  filed — but  weren’t — due  to  a gen- 
eral lack  of  knowledge  about  the  process  among  beneficia- 
ries and  their  physicians.  Though  most  of  TennCare’s  partici- 
pating physicians  are  aware  of  the  standard  appeals  process 
whereby  enrol  lees  may  submit  forms  to  the  MCO  to  appeal  a 
decision  it  has  made,  they  and  their  patients  generally  be- 
lieve it  is  hopelessly  slow,  cumbersome,  and  intimidating. 

“When  TennCare  patients  complain,  I suggest  they  use 
the  appeals  process  to  voice  their  concerns  to  the  MCO,  but 
they  don’t  usually  do  it.  They’re  afraid  of  being  dropped  from 
the  program,”  says  Dr.  James  King,  a family  practitioner  in 
West  Tennessee  and  chair  of  TMA’s  Committee  on  Rural 
Physicians. 


Angela  Meyer  is  principal  of  Stewart  Meyer  Communications,  a 
communication  consulting  ancl  publication  production  firm 
serving  professionals  in  health  care,  law,  and  human  resources. 


Even  those  physicians  who  have  seen  the  appeals  process 
work  for  patients  see  it  only  as  an  option  for  those  whose 
health  can  afford  to  wait  weeks,  months  in  some  cases,  for 
the  process  to  result  in  a final  decision  by  the  MCO.  That  is 
not  a viable  option  for  many  patients,  especially  those  living 
in  rural  communities  where  MCO  specialist  panels  are  often 
woefully  inadequate. 

A case  in  point:  Dr.  Edward  W.  Capparelli,  a family  prac- 
titioner in  upper  East  Tennessee,  tells  of  a TennCare  patient 
who  fell  off  her  porch  one  Friday  morning  and  badly  hurt 
her  ankle.  Dr.  Capparelli’s  examination  revealed  that  her  ankle 
was  fractured  and  she  would  need  to  see  an  orthopedist. 
Knowing  from  experience  that  the  referral  process  would  be 
lengthy,  he  sent  the  patient  home  to  rest  and  await  further 
instruction.  Upon  asking  the  MCO  for  referral  instructions, 
he  was  told  the  only  orthopedist  on  its  panel  for  East  Tennes- 
see was  out  of  town  and  that  the  patient  would  have  to  go  to 
Memphis  to  get  the  treatment.  Incredulous,  Dr.  Capparelli 
insisted  that  there  must  be  someone  closer  and  that  he  doubted 
the  patient  would  have  the  means  to  make  the  seven-hour, 
cross-state  journey.  The  MCO  simply  said  they  would  ar- 
range transportation  for  the  patient.  Dr.  Capparelli  suggested 
the  MCO  contact  the  patient  and  explain  to  her  what  she 
needed  to  do  to  get  the  treatment.  The  MCO  not  only  re- 
fused to  inform  the  patient  of  the  situation,  but  added  that  it 
was  too  late  to  do  anything  about  it  that  day  (by  then  it  was 
3:30  pm)  and  that  Dr.  Capparelli  should  just  splint  the  ankle 
and  call  back  on  Monday  to  make  arrangements  for  the  pa- 
tient. Realizing  the  gross  inadequacy  of  that  recommenda- 
tion and  knowing  the  patient  lacked  the  means  to  go  out  of 
network,  Dr.  Capparelli  did  the  only  thing  he  knew  to  do.  He 
took  a personal  and  professional  risk  and  set  the  ankle  him- 
self. Fortunately,  the  case  had  a good  outcome.  But  what  if  it 
hadn’t?  Like  so  many  of  TennCare’s  primary  care  physicians, 
Dr.  Capparelli  felt  he  had  no  other  alternative. 

When  I told  this  story  to  the  TennCare  Bureau’s  medical 
director,  Dr.  Wendy  Long,  she  too  was  appalled.  Long  said 
in  a situation  such  as  that  it  is  up  to  the  MCO  to  find  a spe- 
cialist within  a reasonable  distance,  even  if  the  MCO  has  to 
incur  additional  costs.  That  may  be  so.  The  question  is,  what 
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Figure  1.  Flow  chart  showing  appeal  process  completed  within  31  days. 


can  a primary  care  physician  do  to  ensure  that  the  MCO  will 
act  in  the  patient’s  best  interest  in  an  immediate  situation? 
And  if  such  a mechanism  exists,  why  aren’t  TennCare’s  pri- 
mary care  doctors  aware  of  it? 

For  instance,  is  it  well  known  that  there  is  an  “expedited” 
process  by  which  a physician  may  appeal  directly  to  the  State 
without  going  through  the  MCO  first?  Well,  there  is.  And, 
according  to  Dr.  Judy  Regan,  the  state  medical  director  who 
oversees  the  appeals  staff,  the  expedited  appeal  process  has 
been  in  place  since  October  1996.  (Interestingly,  no  one  of- 
fered an  explanation  as  to  why  none  of  the  doctors  I spoke  to 
in  gathering  information  for  this  article  knew  about  this  ap- 
peal option.  However,  everyone,  including  Bureau  person- 
nel, said  the  responsibility  for  communicating  the  appeals 
process  had,  for  the  most  part,  been  delegated  to  the  MCOs.) 

The  flow  chart  (Fig.  1)  is  a precise  re-creation  of  that 
which  was  provided  by  the  Office  of  the  Medical  Director  at 
a September  seminar  regarding  appeal  procedures  and  poli- 
cies. At  first  glance,  it  does  appear  to  be  just  as  cumbersome, 
time-consuming,  and  intimidating  as  the  standard  90-day 
appeal  process — but  it  isn’t.  With  this  mechanism  the  appeal 
must  be  resolved  within  31  days  (Garr  says  his  experience 
has  been  that  most  expedited  appeals  are  resolved  in  less  than 
a week). 

What  the  flow  chart  doesn’t  mention  is  that  (here  is  a brief 
expedited  appeal  form  available  through  THCC  (less  than 
half-a-page  in  length)  that  physicians  may  fill  out  and  fax 
directly  to  TennCare  at  6 1 5/74 1-1338.  (For  behavioral  health 
problems,  fax  to  TennCare  Partners  at  615/  532-6714.) 


Expedited  TennCare  or  TennCare  Partners  TennCare:  (615)  74 1 1338  (Fax) 

Appeal/Grievance  Form  TennCare  Partners:  (615)  532-6714  (Fax) 

Patient  Name: Phone:  ( ) 

Social  Security  # 

Describe  the  urgent  care  that  is  required  promptly: 


As  the  treating  physician,  I hereby  attest  that  the  above-named  medical  service  is  needed  promptly  to  prevent 
substantial  deterioration  of  the  individual’s  health  status  and  that  the  failure  to  provide  such  services  promptly  is 
likely  to  cause  substantial  harm. 

Physician: Date: 

Printed  Name  Signature  Phone:  ( ) 


Figure  2.  Prescription  for  Help — The  THCC  created  this  abbreviated  form  to  help  physicians  and  patients  expedite  the  TennCare  appeals  process. 
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Naturally,  in  a life-threatening  emergency  appropriate  care 
should  be  given  without  question  and  the  MCO  has  to  pay 
for  it.  But  what  about  situations  where  no  one’s  life  is  in 
danger,  yet  health  could  be  compromised  if  appropriate  care 
isn’t  given  within,  say,  24  to  48  hours? 

Dr.  Regan  advised  that  such  a situation  “could  be  consid- 
ered an  emergency.”  In  the  fractured  ankle  case,  for  instance, 
Dr.  Regan  suggests  that  Dr.  Capparelli  might  have  found  an 
orthopedist  within  closer  proximity  to  treat  the  patient  and 
demand  that  the  MCO  pay  for  the  treatment  after  the  fact 
through  the  appeals  process. 

But  what  if  a primary  care  physician  can’t  find  a special- 
ist willing  to  do  that?  When  pressed,  Dr.  Regan  said  another 
option  in  such  a situation  would  be  for  the  primary  care  phy- 
sician to  directly  contact  appeals  committee  member  Alice 
Hamilton  at  6 1 5/532-5764  and  ask  her  to  intervene  before  an 
appeal  is  filed.  Dr.  Regan  implied  that  Ms.  Hamilton  would 
herself  contact  the  MCO  to  get  the  matter  resolved  quickly. 


Another  option  for  physicians  and  their  patients  who  feel 
they’ve  been  wronged  by  a TennCare  MCO  is  to  call  Tony 
Garr  at  1-800-280-8682.  Though  a vociferous  advocate  of 
the  basic  premise  of  the  TennCare  program,  Mr.  Garr  is  also 
one  of  its  most  relentless  watchdogs,  and  if  patient  care  is 
being  compromised,  he  claims  he  knows  what  buttons  to  push 
to  get  the  issue  resolved  quickly.  That’s  why  THCC  recently 
sent  out  30,000  pamphlets,  complete  with  simple  appeal  forms 
(Fig.  2),  that  explain  in  simple  language  what  a beneficiary’s 
rights  are  under  the  program,  how  to  file  an  appeal  when 
their  rights  have  been  compromised,  and  how  their  doctors 
can  file  an  expedited  appeal. 

So,  if  you  are  a physician  who  participates  in  the  TennCare 
program,  you  and  your  staff  should  make  a point  of  learning 
how  to  use  these  appeals  procedures  to  advocate  on  behalf 
of  your  patients.  But  take  care  not  to  use  them  frivolously, 
and  make  sure  you’re  using  the  appropriate  procedure  for  a 
given  situation. □ 


"Be  part  of  a world-class  operation. 
And  lose  the  residency  blues. " 


w 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

CALL  TODAY! 
(800)624-5293 

AIR  FORCE  RESERVE 

A GREAT  WAY  TO  SERVE 
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More  than  a Pretty  Picture  on  tire  Wall 

Irish  Bahan  Park 


In  judging  the  efficacy  of 
a physician’s  practice,  look- 
ing at  outcomes  is  certainly 
the  most  rational  method.  Al- 
though patients  have  more 
access  to  rational  information 
than  ever  before,  their  satis- 
faction with  a physician,  ac- 
cording to  numerous  surveys, 
is  still  based  to  a large  extent 
on  hospitality  features — from 
parking  convenience,  to  bill- 
ing practices,  to  the  way  an 
office  “feels.” 

The  way  your  office  “feels”  is  controllable.  Because  of 
the  possible  consequences,  it  might  be  important  to  take  a 
closer  look  from  the  patients’  perspective. 

Physicians  and  staff  who  work  in  an  office  every  day  can 
easily  become  blinded  to  what  patients  see,  and  it’s  even  easier 
to  be  unaware  of  their  visitors’  emotional  reactions  to  a physi- 
cal environment.  Although  patients  often  are  not  consciously 
aware  of  the  emotional  reactions,  they  can  be  powerful.  Even 
if  the  patients  are  aware  of  negative  reactions,  they  are  likely 
to  consider  it  too  inconsequential  to  mention  to  staff. 

Design  as  Therapy 

In  using  terms  like  “patient-focused  design”  and  “psycho- 
logically supportive  spaces,”  designers  and  architects  are  tak- 
ing typical  office  furnishings  beyond  safe,  attractive,  and  com- 
fortable to  a new  therapeutic  level  that  responds  to  patients’ 
physical  as  well  as  psychological  needs. 

Kathy  Hathorn,  vice-president  and  principal-in-charge  of 
American  Art  Resources  of  Houston,  consults  with  medical 
facilities  worldwide.  The  theories  behind  her  selection  of 
paintings  and  sculpture  encompass  the  entire  interior  design 
of  spaces.  “My  contention  is  that  in  choosing  art  to  create  a 
healing  environment,  we  must  focus  on  both  the  treatment 
and  the  one  being  treated,  the  illness  and  the  patient.  And  if 
you  do  this,  then  much  about  art  that  offers  therapeutic  ben- 
efit is  also  culturally,  educationally,  ethnically,  and  geographi- 
cally familiar  to  that  same  patient.” 


Irish  Bahan  Park  is  a communications  consultant  who  specializes 
in  health  care  marketing  and  writing. 


As  a project  manager  for 
Vanderbilt,  Judith  Ong  has 
been  responsible  for  coor- 
dinating efforts  of  interior 
designers,  architects,  and 
contractors  for  over  800,000 
square  feet  of  medical  space. 
She  agrees  that  art  and  design 
can  have  an  impact  on  treat- 
ment efficiency,  putting  it  in 
a more  pragmatic  paradigm, 
“Think  about  the  living 
rooms  of  the  patients  you 
serve.”  She  takes  it  further, 
“Then  go  one  step  up  in  your  design.”  She  explains,  “If  the 
wailing  room  looks  just  a bit  nicer  than  home,  patients  may 
be  more  relaxed  and  receptive  to  instructions  and  informa- 
tion given  by  their  health  care  providers.” 

As  an  example,  while  a homey,  casual  look  might  be  very 
appealing  to  some  patient  populations,  to  others  it  might  con- 
vey an  unsuccessful  practice.  On  the  other  hand,  classic  for- 
mality may  be  comfortable  and  familiar  to  wealthy  patients 
but  cause  those  who  are  less  affluent  to  worry  that  the 
physician’s  charges  may  too  high,  or  that  the  physician  might 
be  too  arrogant  and  stuffy  to  care  about  patients’  welfare. 

Specia lty-Speci  l ie  In  ini  ishi ngs 

Whatever  the  style,  choice  of  furnishings  has  both  practi- 
cal and  aesthetic  aspects.  Polished  wooden  arms  on  a chair 
feel  good  to  the  touch.  Patients  may  also  perceive  that  wooden 
chair  arms  or  leather  ones  are  cleaner  than  fabric.  Many  spe- 
cialty practices  exhibit  special  needs.  Older,  infirm  patients, 
and  orthopedic  patients,  especially,  need  sturdy  chair  arms 
and  a firm  seat  for  support  as  they  rise.  Also,  rounded  cor- 
ners on  tables  are  less  likely  to  injure  anyone  who  falls.  Pa- 
tients with  incontinence  might  feel  safer  with  removable  cush- 
ions or  vinyl  upholstery.  Cardiology  patients  can  feel  more 
calm  when  faced  with  cool  blues,  greens,  and  teals,  rather 
than  bright,  intense  yellows  and  reds,  which  tend  to  excite 
and  energize. 

Physicians  whose  patients  might  be  concerned  with  pri- 
vacy, such  as  psychiatrists,  obstetricians,  and  gynecologists, 
often  consider  preserving  privacy  in  reception  areas,  with 
chairs  that  do  not  face  each  other,  tall  plants  or  lamps  to  break 


Surveys  nationwide  reveal  that  patient 
satisfaction  is  based  on  hospitality 
factors  experienced  during  the  entire 
visit — not  just  the  patient  encounter  or 
even  the  medical  outcome.  Interior 
design  plays  a major  role,  both 
consciously  and  subconsciously, 
in  patients  ’ comfort. 
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up  the  expanse  of  a large  space,  or  subdued  lighting.  In  our 
culture,  strangers  in  a small  area  usually  want  to  avoid  direct 
eye  contact.  Several  groupings  of  chairs,  rather  than  place- 
ment of  chairs  around  the  perimeter  of  the  room  can  create 
an  environment  that  seems  less  public. 

“A  nice  choice  of  magazines  indicates  a practice  cares 
about  patients,”  says  Ms.  Ong.  “However,  it’s  frustrating  to 
find  pages  torn  out.”  She  wonders  why  she  has  never  seen  a 
sign  at  a reception  desk  offering  to  photocopy  an  article  or 
recipe  to  prevent  the  inevitable  “rip  outs.” 

Art  Choices 

Ms.  Hathorn’s  experience  in  choosing  art  affirms  published 
work  supporting  the  theory  that  viewers  respond  most  favor- 
ably to  landscapes  that  feel  open  and  seem  to  stretch  into  the 
distance.  Research  has  also  indicated  that  patients  prefer  rep- 
resentational rather  than  abstract  art. 

Beyond  the  obvious  age-appropriate  choices  for  a pediat- 
ric practice,  styles  and  content  can  have  a powerful  effect. 
For  a population  with  lower  education,  simple  sentimental- 
ity, such  as  art  used  on  many  greeting  cards,  strikes  a respon- 
sive chord.  More  educated  patients  respond  to  a more  subtle, 
sophisticated  approach. 

Images  that  portray  warmth  and  human  caring  can  be  thera- 
peutic. Subtle  messages  about  appropriate  lifestyle  can  be 
conveyed  with  photographs  of  elderly  or  other  physically 
challenged  people  participating  in  enjoyable  activities. 

In  examination  and  treatment  rooms,  where  patients  often 
spend  time  gazing  at  certain  areas  of  a wall  or  ceiling,  art  or 
some  other  kind  of  pleasant  design  directly  in  their  line  of 
sight  can  be  a welcome  distraction,  especially  during  painful 
or  frightening  procedures. 

Wayfinding 

The  old  joke  about  country  people  giving  directions  (“Turn 
left  after  Ben  Smith’s  barn”)  takes  on  new  meaning  in  today’s 
often  characterless  office  spaces.  Wayfinding  is  the  term  given 
to  the  use  of  distinctive  decoration  as  a means  of  helping 
people  find  their  way.  A common  use  is  multi-level  parking 
garages,  in  which  strong  colors  are  used  to  help  us  remember 
where  we  parked.  Within  a physician  practice,  “follow  the 
blue  wall  to  the  picture  of  the  bright  red  geraniums”  can  be 
less  confusing  for  patients  than  “turn  left  after  the  first  three 
doors.” 

Rules  of  Thumb 

• Use  mirrors  sparingly.  People  often  do  not  like  to  look  at 
themselves  when  they  do  not  look  their  best. 

• Green  plants  suggest  life.  They  humanize  a clinical  en- 
vironment. Sick  plants,  however,  can  be  depressing  and  sug- 
gest a staff  who  doesn’t  care.  Remember,  too,  that  living  plants 
freshen  the  air. 


• In  addition  to  establishing  a mood,  music  can  create 
“white  noise”  to  mask  private  conversations. 

• In  our  culture,  certain  flowers  have  symbolism.  Espe- 
cially since  the  death  of  Princess  Diana,  with  the  image  of 
white  lilies  on  her  casket  etched  into  the  memory  of  televi- 
sion viewers  the  world  over,  art  featuring  similar  flowers 
might  be  inappropriate  for  patients  and  families  faced  with 
life-threatening  circumstances. 

• The  eye  prefers  horizontal  or  vertical  lines  rather  than 
strong  diagonals  such  as  zigzags,  which  subconsciously  can 
symbolize  turbulence.  Diagonal  motifs  can  be  found  in  archi- 
tectural features,  wallcovering,  art,  and  upholstery  materials. 

Complex  Issues 

It’s  not  simple.  Governmental  and  industry  regulations, 
budget  and  time  constraints,  common  practicalities,  and  per- 
sonal taste  dictate  a great  deal  about  the  environment  of  a 
medical  practice.  Traditionally,  interior  design  might  have 
been  considered  insignificant  compared  with  other  pressures 
of  managing  a practice.  Today’s  environment,  however,  re- 
quires a different  perspective  on  the  very  powerful  conscious 
and  subconscious  messages  conveyed  by  interior  design. □ 


CAA 

Carolyn  Avery  & 
Associates,  Inc. 

♦ Physician  and/or 
Staff  Consulting 

♦ On-Site  Training  and 
Seminars 

♦ Policies  and 
Procedures  Manuals 

♦ Employee  Handbooks 

POB  159012  • Nashville,  TN  3721 5-9012 

(615)383-6321  • Fax  (615)  385-9777 

“Systems  for  Quality  Patient  Management 
In  Today’s  Healthcare  Environment” 
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Ask  TMA  . . . . 


Q:  A pharmaceutical  representative  advised  a physician 
that  his  liability  would  be  lessened  by  prescribing  Claritin 
instead  of  a competing  antihistamine,  Zyrtec,  because  the 
FDA  does  not  require  package  warning  inserts  for  Claritin. 
Is  this  true? 

A:  No.  The  FDA  rules  for  palienl  warnings  do  not  over- 
ride a prescribing  physician’s  duty  to  warn  the  patient  of  po- 
tential harmful  side  effects.  The  duty  of  a prescribing  physi- 
cian is  governed  by  a reasonable  standard  of  care  as  compared 
with  other  physicians  under  similar  situations.  Patients  have 
different  sets  of  medical  problems  that  require  individual- 
ized care  and  appropriate  instructions. 

The  FDA  simply  examines  drug  manufacturers’  claims 
based  on  raw  data  from  controlled  tests.  Each  patient’s  medi- 
cal history  and  circumstances  may  present  the  need  for  dif- 
ferent warnings,  in  a physician’s  best  judgment.  For  example, 
a patient  may  be  elderly  or  taking  other  medications  that 
would,  if  combined  with  a particular  antihistamine,  create  a 
synergistic  effect  that  would  produce  drowsiness. 

It  is  clear  on  the  basis  of  several  reported  decisions  that  a 
physician  has  a duty  to  warn  patients  that  antihistamines  gen- 
erally can  cause  sedation,  especially  if  combined  with  alco- 
hol, that  would  potentially  interfere  with  the  ability  to  drive 
or  operate  machinery.  This  is  the  case,  even  if  a particular 
drug  is  proven  to  cause  sedation  less  often  than  other  drugs, 
and  even  if  it  is  approved  for  an  airline  pilot’s  use.  Tennessee 
laws  prohibit  driving,  boating,  or  flying  while  under  the  in- 
fluence of  any  drug  that  could  produce  “somnifacient  effects” 


If  you  have  a question  that  TMA  may  be  able  to  address, 
contact  "Ask  TMA,”  PO  Box  120909,  Nashville,  TN  37212- 
0909,  or  fax  your  question  to  “Ask  TMA”  at  (615)  383-5918. 
TMA  will  respond  in  writing  and  later  reprint  summaries  of 
key  answers  that  will  assist  other  TMA  members.  (Please  in- 
clude a daytime  phone  number  in  caseTM  A staff  needs  to  clarify 
an  issue  or  provide  follow-up.)  You  may  also  submit  your  ques- 
tions and  read  responses  online  through  TMA’s  homepage 
MEDWIRE  (http://www.medwire.org). 

Disclaimer:  The  information  provided  by  the  TMA  Legal 
Department  in  this  regular  Journal  feature  is  intended  for  infor- 
mational purposes  only  and  is  not  meant  to  provide  (or  be  a 
substitute  for)  particularized  legal  advice  to  or  for  TMA  mem- 
bers or  other  individuals  who  read  this  feature.  Please  consult 
with  your  own  attorney  before  relying  or  acting  upon  any  of  the 
information  provided  here. 


or  sleepiness.  [See  T.C.A.§§  55-10-401,  69-10-217,  and  42- 
l-201-208.| 

If  a physician  fails  to  warn  patients  of  potentially  danger- 
ous side  effects  for  drugs  prescribed,  it  can  make  it  harder  to 
avoid  liability  in  a lawsuit. 

Note:  See  also,  the  September  8,  1 997  issue  of  the  AM  A’s 
American  Medical  News,  page  3,  “New  FDA  rules  for  adver- 
tising drugs  on  TV  raise  questions”  about  Schering-Plough’s 
advertisements  for  Claritin. 


Q:  A physician ’s  deaf  patient  brings  an  interpreter  to  his 
office  for  the  next  visit.  The  interpreter’s  fee  is  higher  than 
the  physician 's  office  charges.  Is  the  physician  required  to 
pay  for  the  interpreter’s  sendees? 

A:  No,  not  necessarily.  The  Americans  with  Disabilities 
Act  (ADA)  requires  professionals  who  offer  services  to  the 
public  to  provide  a reasonable  accommodation  to  prevent  dis- 
criminating against  individuals  with  disabilities.  It  is  up  to 
the  physician,  however,  to  decide  what  particular  type  of  ac- 
commodation is  warranted  to  provide  effective  communica- 
tion with  a hearing  impaired  or  deaf  patient.  These  accom- 
modations may  include  note  writing,  computer-aided 
transcription  services,  written  materials,  telephone  handset 
amplifiers,  assistive  listening  systems,  telephones  compat- 
ible with  hearing  aids,  closed  caption  decoders,  open  and 
closed  captioning,  telecommunications  devices  for  deaf  per- 
sons (TDDs),  videotext  displays,  or  the  use  of  a qualified 
interpreter,  etc. 

The  level  of  complexity  of  a visit  may  suggest  a particular 
method  of  accommodation,  such  as  in  the  case  of  a series  of 
complicated  tests.  The  physician  should  discuss  the  issue  with 
the  patient  in  advance,  if  possible,  to  determine  if  an  inter- 
preter is  needed.  However,  the  physician  has  the  ability  to 
shop  around  for  those  services,  if  he  or  she  is  not  in  a hospi- 
tal setting  where  these  services  can  be  provided  by  a medical 
staff  person.  The  ADA  rules  state  that  under  the  circumstances 
presented  by  the  question,  the  physician  is  not  obligated  to 
pay  for  the  interpreter’s  services  on  that  occasion.  However, 
if  the  patient  believes  that  a physician’s  decision  not  to  use 
an  interpreter  will  not  lead  to  effective  communication,  then 
the  patient  may  challenge  that  decision  under  Title  III  of  the 
Act  by  filing  suit  or  a complaint  with  the  Department  of  Jus- 
tice. [See  28  Code  of  Federal  Regulations  Part  36.102-.104, 
and  36.303  (Revised  July  1,  1994). ]□ 
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Loss  Prevention  Case  of  the  Month 

Big  Problem — Small  Hospital 
Emergency  Department 

J.  Kelley  Avery,  MD 


Case  Report 

A 19-year-old  woman 
with  a two-year  history  of  re- 
current headaches  came  to 
the  Emergency  Department 
(ED)  in  a small  rural  hospi- 
tal at  7:00  pm  complaining  of 
headache  for  two  hours.  The 
headache  was  aggravated  by 
movement  of  the  head  and 
accompanied  by  photophobia. 
She  was  alert,  oriented  ap- 
propriately, and  in  apparent 
pain.  The  blood  pressure  was 
recorded  as  126/78  mm  Hg, 
the  pulse  was  76/min,  and  the 
temperature  98.4°F.  Respi- 
ration was  said  to  be  “deep, 
quiet,  and  regular.”  The  rate 
was  not  recorded.  The  neu- 
rologic examination  was  re- 
corded as  “grossly  intact.” 
Nail  beds  were  pink  and  re- 
fill was  normal.  The  heart, 
lungs,  and  abdomen  were 
described  as  “benign.”  The 
patient  was  said  to  be  anx- 
ious, crying,  and  hysterical, 
but  cooperative  with  the  ex- 
amination. She  had  been  nau- 
seated and  had  vomited  twice 
during  the  two  hours  since 
the  headache  began.  Further  elaboration  on  the  physical  ex- 
amination reveals  a normal  range  of  motion  in  the  extremi- 
ties and  a supple  neck.  The  fundi  were  described  as  benign. 
The  diagnosis  was  “headaches”  and  she  was  treated  with 
Phenergan,  Toradol,  and  Fiorinal  #3,  and  was  told  to  see  her 
regular  physician  in  the  morning  if  the  pain  did  not  subside. 
At  this  point,  it  is  fair  to  say  that  the  ED  physician’s  docu- 


mentation of  the  history  and  physical  was  disorganized  and 
fragmented,  and  parts  of  the  record  were  illegible. 

The  patient  returned  to  the  ED  about  four  hours  after  her 
initial  visit  with  the  same  complaints.  The  physical  examina- 
tion was  repeated  and  was  said  to  be  unchanged.  The  blood 
pressure  was  not  recorded  at  this  visit.  She  was  given  Demerol 
and  Phenergan  by  injection  and  discharged  from  the  ED  to 
see  her  regular  physician  in  the  morning. 

Within  an  hour,  the  patient  returned  to  the  ED  in  respiratory 
arrest.  Resuscitation  was  unsuccessful.  An  autopsy  revealed 
internal  hydrocephalus  due  to  obstruction  of  the  ventricles. 

A lawsuit  was  filed  charging  the  physician  with  “Inad- 
equate history  and  physical,  inadequate  testing,  failure  to 
consult,  and  negligent  failure  to  make  a diagnosis  in  a timely 
manner.”  The  lawsuit  asked  for  $2,000,000  damages. 

Loss  Prevention  Comments 

We  do  not  know  how  careful  the  physician  was  in  his  his- 
tory and  physical  on  this  unfortunate  young  woman.  We  do 
know  that  the  documentation  of  that  part  of  the  encounter 
was  woefully  inadequate.  We  do  not  know  about  her  history 
of  headaches  except  that  in  the  investigation  of  this  claim, 
the  ED  personnel  remembered  that  there  was  a two-year  his- 
tory of  them.  We  do  not  know  whether  there  was  anything 
unusual  about  this  particular  headache.  The  answer  to  the 
question  as  to  whether  this  headache  differed  in  type  or  se- 
verity to  previous  headaches  is  extremely  important.  We  know 
that  the  pain  was  accompanied  by  nausea  and  vomiting,  and 
that  movement  of  the  head  made  the  pain  worse.  The  record 
mentions  that  photophobia  was  a part  of  the  picture.  We  do 
not  know  whether  or  not  these  complaints  were  associated 
with  her  previous  headaches,  nor  do  we  have  a description  of 
the  onset  of  the  pain.  Was  it  unilateral  at  the  start?  Did  the 
photophobia  begin  before  the  pain  started?  How  was  relief 
obtained  with  the  previous  episodes?  How  long  did  the  head- 
aches usually  last?  The  physical  examination  seemed  to  be 
less  than  acceptable.  There  was  mention  of  normal  range  of 
motion  and  the  absence  of  “visual  difficulties  or  diplopia,” 
but  we  do  not  know  about  any  lateralizing  neurologic  signs, 
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i.e.,  unequal  reflexes,  Babinsky’s  up  or  down  on  each  foot, 
or  whether  sensation  was  impaired.  Upper  and  lower  extrem- 
ity reflexes  were  not  recorded. 

On  her  second  visit  to  the  ED  the  record  of  the  findings 
was  almost  identical  to  that  of  the  first  visit.  The  record  indi- 
cates that  she  was  “calm/sleepy/cooperative.”  She  was  treated 
with  Demerol  and  Phenergan,  and  an  ice  cap  was  applied  to 
the  base  of  her  neck.  We  do  not  know  how  long  she  stayed  in 
the  ED,  but  she  could  not  have  been  there  more  than  a few 
minutes.  She  came  in  at  1 1:06  pm,  and  when  she  returned 
moribund  the  date  was  still  the  same,  indicating  that  she  died 
before  midnight. 

On  the  first  visit,  the  statement  was  made  that  she  was, 
among  other  things,  “hysterical.”  It  almost  appears  that  the 
physician  never  got  beyond  this  initial  impression. 

In  a small  community  hospital  where  the  necessary  spe- 
cialist backing  in  a case  like  this  may  be  lacking  and  where 


specialized  testing,  when  available,  usually  requires  that  per- 
sonnel be  called  out,  the  doctor  is  obliged  to  err  on  the  side 
of  caution  and  secure  all  the  help  available.  Certainly  on  the 
second  visit  the  physician  in  charge  should  have  gotten  a CT, 
should  probably  have  called  a neurologist  for  a phone  con- 
sultation if  a consultant  was  not  resident  locally,  and  should 
have  carefully  monitored  and  documented  vital  signs  in  ad- 
dition to  keeping  a patient  like  this  under  observation  until 
this  assistance  was  obtained. 

Would  this  approach  have  made  any  difference  in  the  out- 
come? In  view  of  the  autopsy  findings,  it  is  doubtful.  How- 
ever, this  lesion  is  treatable,  and  every  means  must  be  taken 
advantage  of  to  provide  the  patient  with  all  the  support  pos- 
sible in  such  a situation.  From  the  available  record  it  does  not 
appear  that  this  was  done  in  this  case.  A settlement  of  near 
seven  figures  was  required,  since  defense  was  thought  to  be 
nearly  impossible. □ 
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Twin-Twin  Transfusion  Syndrome 
With  Severe  Hydrops  and  Anemia 
of  the  Recipient  Twin  Following 
Aggressive  Amnioredi iction 


Dorel  Abramovici,  MD;  Jodi  Schucker,  MD;  Baha  Sibai,  MD 


Introduction 

Twin-Twin  Transfusion  Syndrome  (TTTS)  is  mainly  re- 
ported with  monochorionic  placentation  and  is  a serious  com- 
plication that  is  associated  with  high  rates  of  fetal  mortality 
and  morbidity.1  The  incidence  of  TTTS  can  be  found  in  8% 
of  twin  pregnancies  and  35%  of  monochorionic  twin  gesta- 
tions.2 The  complication  arises  as  a result  of  unbalanced  blood 
shunting  through  arteriovenous  anastomoses,  which  occur 
between  the  circulation  of  one  twin  (the  donor)  to  the  co- 
twin (the  recipient).  The  donor  develops  anemia,  growth  re- 
tardation, and  oligohydramnios  (“stuck  twin”).  The  recipi- 
ent twin  becomes  plethoric  (polycythemic)  and  hydropic,  and 
develops  polyhydramnios. 

Large  volume  amnioreductions  were  reported  to  improve 
the  outcome  of  TTTS3'4  in  contrast  to  the  100%  mortality  rate 
with  no  therapy.3  We  describe  a case  of  TTTS  that  was  man- 
aged by  frequent  amniocenteses,  yet  the  recipient  twin  devel- 
oped hydrops  and  anemia  rather  than  the  expected  polycythemia. 

Case  Report 

A 22-year-old  gravida  3 para  1 with  known  twin  gestation 
at  233/7  weeks  was  transferred  to  the  Crump  Women’s  Hospi- 
tal and  Perinatal  Center,  Memphis,  for  premature  labor.  The 
patient  had  had  two  previous  normal  ultrasound  examina- 
tions at  8 and  20  weeks,  which  confirmed  the  clinical  dates. 

The  initial  ultrasonographic  examination  revealed  a large 
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twin  (A)  in  a transverse  position  with  marked  polyhydramnios 
(amniotic  fluid  index  of  36.3  cm)  and  no  hydrops.  The  smaller 
twin  (B)  had  anhydramnios  (AFI  of  0 cm)  and  no  evidence 
of  hydrops.  No  structural  malformation  was  seen  in  either 
twin.  The  biometric  measurements  showed  a 26%  discordance 
in  fetal  weight  and  a 24-mm  difference  in  abdominal  circum- 
ference between  twin  A and  twin  B.  Estimated  fetal  weights 
of  twin  A and  twin  B were  577  gm  and  420  gm,  respectively. 
Both  fetuses  were  male,  and  the  placenta  was  seen  as  one 
mass,  suggestive  of  monochorionic  placentation.  No  divid- 
ing membrane  could  be  seen  at  the  initial  sonogram. 

The  patient  was  treated  with  intravenous  magnesium  sul- 
fate and  the  uterine  contractions  subsided.  Over  the  next  six 
days,  three  decompressive  amniocenteses  were  performed, 
with  removal  of  a total  of  9, 170  cc  of  amniotic  fluid.  A thin 
membrane  (<2  mm)  was  visualized  between  twin  A and  twin 
B 48  hours  after  the  first  amniocentesis.  The  “stuck  twin” 
(B)  was  partially  released,  and  the  AFI  in  that  amniotic  sac 
increased  to  3.2  cm.  Forty-eight  hours  after  the  last  amnio- 
centesis, the  polyhydramnios  normalized  (AFI  <25  cm),  the 
oligohydramnios  stabilized,  and  the  larger  twin  developed 
massive  hydrops  with  ascites,  scalp  edema,  and  tricuspid  valve 
regurgitation.  At  246/?  weeks — in  light  of  the  severe  hydrops 
of  twin  A and  the  patient’s  desire  for  aggressive  management 
(including  a cesarean  section  for  fetal  distress) — the  patient 
was  given  steroids  for  fetal  lung  maturity  and  a cesarean  sec- 
tion was  performed  48  hours  later.  A repeat  ultrasound  ex- 
amination during  that  time  revealed  stable  amniotic  fluid  in 
both  sacs  with  increased  hydrops  of  twin  A.  After  delivery, 
the  small  twin  (B)  weighed  598  gm  and  was  plethoric,  with  a 
hematocrit  of  60%.  The  large  twin  (A)  weighed  699  gm  and 
was  pale,  with  a hematocrit  of  35%.  Both  twins  died  within  24 
hours  postpartum.  The  placenta  was  monochorionic-diamniotic, 
with  unremarkable  cord  insertion  sites.  The  cord  of  the  larger 
twin  (A)  was  2 cm  in  diameter  compared  to  that  of  the  smaller 
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twin  (B),  which  was  '/,  cm  in  diameter.  The  pathologic  exami- 
nation confirmed  a monochorionic  diamniotic  placenta  with 
vascular  anastomoses  (Fig.  1). 

Discussion 

Recent  advances  in  the  area  of  prenatal  diagnosis  have 
increased  our  ability  to  detect  TTTS  before  birth  and  initiate 
appropriate  therapeutic  options,  which  have  improved  sur- 
vival and  decreased  morbidity. 

The  presentation  of  the  syndrome  is  usually  remote  from 
term  in  the  mid-trimester.  In  most  recent  studies  the  diagno- 
sis is  discovered  antenatally  by  sonographic  criteria  as  de- 
scribed by  Blickstein  and  others.3'6  It  includes  the  presence 
of  polyhydramnios,  “stuck  twin”  (growth  retarded  fetus  sur- 
rounded by  oligohydramnios),  size  discordance,  same  sex, 
and  absent  structural  malformation.  Other  criteria  were  also 
utilized  to  establish  the  diagnosis:  intertwin  difference  in 
hemoglobin  (more  that  5 gm),  and  injection  of  adult  red  blood 
cells  by  cordocentesis  in  the  donor  twin  to  demonstrate  pas- 
sage from  the  donor  to  the  recipient  twin.6 

The  pathologic  mechanism  is  attributed  to  transfusion  of 
blood  through  arteriovenous  anastomoses  from  a high-pres- 
sure system  to  a low-pressure  system,  but  the  exact  pathol- 
ogy is  unclear.  Schatz  first  reported  this  syndrome  in  1882, 
describing  a “third  circulation”  of  the  placental  capillary  bed 
that  can  direct  fetal  blood  flow  to  either  twin,  in  combination 
with  a large  arteriovenous  anastomosis  in  the  opposite  direc- 
tion for  compensation.  He  noted  that  the  lack  of  the  large 
vessel  anastomosis  resulted  in  the  transfusion  syndrome.  On 
the  other  hand,  1 1 3 years  later  Bazoria  et  al  proved  in  a pro- 
spective study  that  large  arteriovenous  anastomoses  are 
present  in  monochorionic  placentas  complicated  by  TTTS, 
but  that  they  are  likely  to  be  solitary  and  deep.7 

We  performed  aggressive  repeated  large  volume  therapeu- 
tic amniocenteses  as  described  by  Saunders  and  others  as  a 
means  to  improve  outcome.41*  Elliot  et  al4 documented  60% 
resolution  of  fetal  hydrops  with  aggressive  amniocentesis.  In 
our  case,  despite  the  stabilized  amniotic  fluid  volume,  twin 
A (recipient)  developed  massive  hydrops  after  three  ammo- 
reductions.  We  decided  to  deliver  the  twins  because  the  ap- 
pearance of  hydrops  is  associated  with  a 10%  survival  rate 
and  we  speculated  that  early  delivery  might  improve  outcome.9 

At  delivery,  we  were  surprised  to  see  twin  A severely  pale, 
and  twin  B (“stuck  twin”  donor)  plethoric,  which  in  theory 
should  have  been  the  opposite.  Our  case  report  satisfies  the 
sonographic  criteria  for  TTTS  to  diagnose  the  donor  twin 
and  the  recipient  twin,  including  demonstration  of  tricuspid 
valve  regurgitation,  described  as  a sign  of  the  recipient  twin.10 

This  case  combines  two  unusual  characteristics  of  the 
syndrome,  hydrops  of  the  recipient  after  repeat  therapeutic 
amniocenteses,  with  severe  anemia  of  the  recipient  twin. 
Mahoney  et  al2  described  three  cases  of  hydrops  in  the  re- 


Figure  1.  Monochorionic  diamniotic  placenta  with  large  discrepancy  be- 
tween the  diameters  of  the  two  cords:  the  recipient  twin  with  a large 
diameter  cord  and  the  donor  with  a small  diameter  cord. 


cipient  twin  after  repeat  amniocenteses  but  without  anemia, 
and  two  cases  where  the  donor  twin  died  in  utero  and  the 
surviving  recipient  was  anemic  from  blood  transfusion  to  the 
dead  fetus.  A high  hemoglobin  in  the  small  fetus  can  occur 
in  cases  where  acute  intrapartum  transfusion  occurs  between 
the  large  twin  to  the  small  one.  In  our  case,  we  were  careful 
to  prevent  the  occurrence  of  acute  intrapartum  transfusion 
by  rapidly  clamping  the  cord  of  twin  A. 

We  speculated  a mechanism  that  can  explain  the  hydrops 
and  anemia  in  the  recipient  twin.  TTTS  is  a dynamic  process 
with  potential  to  change  the  direction  of  blood  transfusion. 
The  change  can  be  initiated  by  rapid  reduction  of  amniotic 
fluid,  death,  or  distress  of  the  donor. 

We  believe  that  our  repetitive  amniocenteses  over  a short 
period  of  time  resulted  in  decreased  intra-amniotic  pressures 
and  an  ultimate  reversal  of  blood  flow.  This  reversed  flow 
then  caused  anemia  of  the  recipient  with  high-output  cardiac 
failure  and  hydrops.  On  the  other  hand,  the  “stuck  twin”  re- 
ceived a massive  blood  transfusion  and  became  polycythemic. 
This  report  emphasizes  again  the  wide  spectrum  of  compli- 
cations and  expressions  in  TTTS,  and  the  reporting  of  new 
cases  will  increase  our  understanding  of  this  fatal  syndrome. □ 
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Pu  lmonary  An  togra  ft  Rep]  a cement 
of  the  Aortic  Valve  and  Root: 

A Case  Report  of  the  Ross  Procedure 

David  Ashburn,  M-4;  Marvin  Bowers,  MD;  Marcus  Williams,  MD 


Introduction 

Pulmonary  autograft  replacement  of  the  aortic  valve  and 
root  is  quickly  becoming  the  operation  of  choice  for  patients 
of  young  age,  those  with  an  active  lifestyle,  and  those  for 
whom  anticoagulation  either  is  contraindicated  or  unwanted. 
This  operation,  also  known  as  the  Ross  procedure,  was  first 
described  by  Ross'  in  1967  and  involves  translocation  of  the 
native  pulmonary  artery  and  valve  as  a unit  to  the  aortic  po- 
sition with  concomitant  reconstruction  of  the  right  ventricu- 
lar outflow  tract  (usually  via cryopreserved  homograft).  This 
operation  has  only  become  widely  accepted  over  the  last  de- 
cade after  excellent  long-term  results  have  been  reported,2'3 
including  low  incidence  of  reoperation  for  either  autograft 
failure  or  homograft  obstruction.4  Operative  and  early  mor- 
tality is  reported  to  be  as  low  as  0%  by  some  centers.5  Ad- 
vantages of  the  pulmonary  autograft  include  freedom  from 
both  anticoagulation  and  thromboembolization,  growth  po- 
tential of  the  neoaorta  with  somatic  growth  of  the  patient,6 
and  hemodynamic  properties  very  similar  to  that  of  the 
undiseased  aortic  valve,7  probably  due  to  comparable  size 
and  anatomy.  Technical  difficulty  and  risk  of  early  and  late 
valve  failure  requiring  reoperation  comprise  the  disadvan- 
tages. Surgical  alternatives  include  mechanical  prosthesis 
necessitating  anticoagulation  with  risks  of  thromboembolism, 
hemorrhage,  and  endocarditis  or  bioprosthetic  tissue  valves 
which  have  unpredictable  patterns  of  degeneration  and  cal- 
cification leading  to  limited  durability,  particularly  in  younger 
patients.  Replacement  of  the  aortic  root  may  also  be  accom- 
plished with  these  foreign  valves  if  used  in  conjunction  with 
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a synthetic  tube  graft,  known  as  a composite  graft,  via  the 
Bentall  operation. 

Herein,  we  present  the  first  Ross  operation  performed  in 
this  region  of  the  state  in  order  to  promote  awareness  and 
understanding  of  the  procedure.  The  case  was  performed  on 
a young  woman  of  child-bearing  age  as  follows: 

Case  Report 

A 30-year-old  woman  with  a history  of  cardiac  murmur 
since  age  1 3 and  bicuspid  aortic  valve  diagnosed  at  that  time 
has  been  followed  regularly  by  her  cardiologist  with  peri- 
odic echocardiography.  At  her  last  visit,  she  reported  short- 
ness of  breath,  dyspnea  and  occasional  sensation  of  deep 
retrosternal  chest  pressure  on  exertion,  and  episodes  of  light- 
headedness without  syncope.  Oral  contraceptives  comprised 
her  medications  at  this  time.  Other  past  medical  history  in- 
cludes Mycoplasma  pneumonia,  Gilbert’s  syndrome,  and 
episodic  irritable  bowel  syndrome.  The  patient  underwent 
successful  cesarean  delivery  six  years  ago.  She  denied  to- 
bacco or  alcohol  use.  The  patient's  father  died  suddenly  of 
apparent  myocardial  infarction  at  age  48,  and  a sibling  also 
has  unspecified,  unoperated  valvular  heart  disease.  On  physi- 
cal examination,  the  patient’s  vital  signs  were  stable.  Cardio- 
vascular findings  included  regular  rhythm  with  left  sternal 
grade  3/6  systolic  ejection  murmur  and  high-pitched  grade 
2/6  diastolic  murmur.  No  gallops  were  heard.  A vigorous  api- 
cal impulse  was  noted,  as  well  as  an  abnormal  impulse  be- 
hind the  upper  sternum.  Carotid  upstrokes  were  brisk  but 
collapsing,  and  carotid  auscultation  revealed  radiation  of  the 
ejection  murmur  bilaterally.  Examination  of  the  lungs,  abdo- 
men, and  extremities  was  unremarkable.  Peripheral  pulses 
were  strong  and  symmetric  to  palpation,  and  the  neurologic 
status  was  deemed  physiological  without  deficits.  Further 
work-up  was  promptly  initiated. 

Same-day  echocardiography  revealed  dilatation  of  the  as- 
cending aorta  to  greater  than  5 cm,  extending  proximally  from 
the  sinotubular  junction  to  the  union  of  the  innominate  ar- 
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tery.  No  dissection  flap  was  seen.  There  was  a thickened, 
bicuspid  aortic  valve  with  a severe  regurgitant  jet  directed 
posteriorly.  There  was  a mild  reduction  in  diastolic  excur- 
sion of  the  anterior  mitral  leaflet  with  trivial  regurgitation. 
The  pulmonary  artery  and  valve  appeared  free  of  pathology. 
There  was  borderline  hypertrophy  of  the  left  ventricle  with 
intact  systolic  function  and  ejection  fraction  of  60%.  Dop- 
pler study  also  demonstrated  peak  and  mean  systolic  pres- 
sure gradients  across  the  aortic  valve  of  23  and  12  mm  Hg 
respectively.  An  echocardiogram  seven  months  earlier  re- 
vealed moderate  aortic  insufficiency,  mild  aortic  stenosis, 
excellent  systolic  function  with  an  ejection  fraction  of  75%, 
and  no  dilatation  of  the  aortic  root.  Upon  discovery  of  the 
new  findings,  Toprol  50  mg  daily  was  prescribed,  and  the 
patient  was  scheduled  for  cardiac  catheterization.  Nine  days 
later,  catheterization  confirmed  non-dissecting  ascending 
aortic  aneurysm  and  aortic  insufficiency  (Fig.  1)  with  a right- 
dominant  coronary  circulation  free  of  stenotic  disease.  The 
patient  was  then  referred  to  the  Department  of  Cardiac  Sur- 
gery for  consideration  of  aortic  valve  replacement  and  repair 
of  aortic  aneurysm. 

Operation 

Because  of  the  patient’s  age  and  reproductive  potential,  it 
was  believed  that  she  could  benefit  from  the  advantages  of- 
fered by  root  replacement  via  Ross  procedure.  Morphologi- 
cally, absence  of  dilatation  of  the  sinuses  of  Valsalva  and  dis- 
ease of  the  pulmonary  conduit  indicated  that  the  procedure 
was  technically  feasible.  With  these  considerations,  the  pa- 
tient chose  to  undergo  the  pulmonary  autograft  operation  with 
resection  of  the  aortic  aneurysm,  and  was  taken  to  the  oper- 
ating room  one  month  after  work-up  began. 

In  the  operating  room  under  general  anesthesia,  the  peri- 
cardium was  entered  via  median  sternotomy,  and  the  edges 
were  suspended  to  form  a pericardial  well.  Ascending  aorta 
was  dilated  from  the  sinotubular  ridge  to  just  proximal  to  the 
innominate  artery,  consistent  with  post-stenotic  dilatation; 
therefore,  the  arterial  cannula  was  inserted  into  the  left  femoral 
artery.  A dual  stage  venous  cannula  was  inserted  into  the  right 
atrium,  and  cardiopulmonary  bypass  was  instituted.  Because 
of  the  aortic  insufficiency,  the  coronary  sinus  was  cannulated 
for  retrograde  cardioplegia,  and  a left  ventricular  vent  was 
introduced  through  the  right  superior  pulmonary  vein.  With 
appropriate  dissection,  the  aorta  and  pulmonary  artery  to  its 
bifurcation  were  completely  mobilized.  The  aorta  was  cross- 
clamped,  and  cardiac  arrest  achieved  by  administration 
of  1,500  cc  cold  blood  cardioplegia  and  topical  iced  slush. 
Every  20  minutes,  500  cc  of  cardioplegia  was  delivered  retro- 
grade, with  systemic  hypothermia  established  at  26°C.  The 
pulmonary  artery  was  transected  proximal  to  the  bifurcation, 
and  inspection  revealed  a competent  three-leaflet  pulmonary 
valve.  Competence  of  the  valve  was  assessed  by  saline  injec- 


Figure  1.  Aortogram  demonstrating  aneurysm  of  the  ascending  aorta 
with  aortic  insufficiency  (denoted  by  contrast  shadow  of  left  ventricle). 
Note  that  dilatation  begins  distal  to  the  the  sinuses  of  Valsalva. 


tion  and  visualization  of  proper  coaptation  of  the  leaflets. 
The  pulmonary  valve  and  artery  were  excised  en  bloc  from 
the  right  ventricle  leaving  a 3-inm  margin  of  tissue  below  the 
base  of  the  valve  leaflets.  Care  was  taken  to  avoid  damage  to 
the  first  septal  branch  of  the  left  anterior  descending  coro- 
nary artery  (LAD)  during  the  posterior  dissection.  The 
autograft  was  placed  in  the  pericardial  well  until  needed. 

Attention  was  then  turned  to  the  aorta,  which  was  tran- 
sected just  distal  to  the  sinotubular  junction.  The  aortic  valve 
was  bicuspid,  with  thickened,  rolled  leaflets  and  fusion  of 
the  commissure  between  the  left  and  right  coronary  cusps. 
The  coronary  ostia  were  excised  with  10-mm  buttons  of  aor- 
tic wall.  A small  accessory  ostium  was  included  in  the  right 
coronary  button.  The  remaining  sinuses  and  valve  leaflets 
were  excised  from  the  21-mm  aortic  annulus.  Circumferen- 
tial interrupted  4-0  Prolene  sutures  were  placed  through  the 
base  of  the  autograft  and  the  aortic  annulus.  The  autograft 
was  approximated,  a strip  of  pericardium  placed  around  the 
anastomosis,  and  the  sutures  tied  over  this  strip.  The  left  coro- 
nary artery  was  anastomosed  to  the  neoaortic  left  sinus  over 
a 4.8-mm  punch  aortotomy  with  a running  6-0  Prolene  su- 
ture. The  patient  was  then  cooled  to  20°C,  placed  in  steep 
Trendelenburg  position,  and  total  circulatory  arrest  instituted. 
After  exsanguination,  the  aorta  was  transected  distally  at  the 
union  of  the  innominate  artery,  removing  the  aneurysm.  Be- 
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cause  the  pulmonary  autograft  was  too  short  for  complete 
replacement  of  the  ascending  aorta,  a 24-mm  Hemashield 
tube  graft  was  interposed  between  the  distal  autograft  and 
proximal  aortic  arch  via  end-to-end  anastomoses  with  con- 
tinuous 4-0  Prolene  sutures.  After  filling  and  clamping  the 
graft,  circulation  was  restored  with  rewarming.  Circulatory 
arrest  time  was  10  minutes.  The  right  coronary  artery  was 
anastomosed  to  the  autograft  in  similar  fashion  to  the  left. 
Air  was  removed  from  the  heart  and  aortic  conduit,  and  the 
cross-clamp  removed.  A normal  sinus  rhythm  spontaneously 
evolved. 

Reconstruction  of  the  right  ventricular  outflow  tract  was 
accomplished  with  a 25  mm  cryopreserved  pulmonary 
homograft  (CryoLife,  Inc.  Marietta,  GA).  The  homograft  was 
anastomosed  distally  to  the  pulmonary  bifurcation  then  proxi- 
nially  to  the  right  ventricle  utilizing  running  4-0  Prolene  su- 
tures. Overall  hemostasis  was  achieved,  and  cardiopulmo- 
nary bypass  was  discontinued  without  difficulty,  with  a total 
bypass  time  of  245  minutes.  The  femoral  artery  cannulation 
site  was  repaired  with  5-0  Prolene  suture.  Two  mediastinal 
tubes  were  placed,  and  the  chest  was  closed  in  usual  fashion. 


Figure  2.  Sketch  of  the  operative  results.  The  native  pulmonary  artery 
and  valve  have  been  moved  to  the  aortic  position  with  interposed  syn- 
thetic conduit  for  repair  of  the  ascending  aortic  aneurysm.  A cryopreserved 
pulmonary  homograft  restores  continuity  of  the  right  ventricular  outflow 
tract. 


Fig.  2 illustrates  the  completed  operation.  The  patient  was 
transferred  to  the  SICU  in  stable  condition.  She  was  extubated 
later  that  day,  transferred  to  the  ward  on  postoperative  day  I , 
and  discharged  home  seven  days  after  operation.  The  only 
complication  encountered  was  transient  weakness  and  sen- 
sory changes  of  the  right  upper  extremity  most  consistent 
with  brachial  plexus  injury  on  postoperative  day  3,  which 
began  to  resolve  approximately  24  hours  later.  Neurologic 
evaluation,  including  CT  scan  of  the  head  and  neck,  revealed 
no  evidence  of  upper  motor  neuron  damage.  On  last  follow- 
up the  patient  was  back  at  work  two  months  after  surgery 
doing  well.  Echocardiogram  two  weeks  postoperative  showed 
1+  aortic  insufficiency. 

Comment 

A patient’s  own  pulmonary  artery  and  valve  may  repre- 
sent the  ideal  option  for  replacement  of  the  aortic  valve.  This 
maneuver  places  autologous  hemodynamically  similar  tis- 
sue in  the  critical  aortic  position,  and  delegates  foreign  im- 
plants to  the  low  pressure  pulmonary  circuit.  There  is  even 
one  report  of  the  native  diseased  aortic  valve  being  utilized 
in  reconstruction  of  the  right  ventricular  outflow  tract* — a 
true  “switch”  of  the  great  vessels  and  their  valves,  but  this 
technique  is  not  widely  practiced  currently.  The  Ross  proce- 
dure is  being  used  with  increasing  frequency  by  cardiac  sur- 
geons in  a wider  spectrum  of  patients  with  surgical  pathol- 
ogy.91" In  this  case,  the  native  pulmonary  trunk  and  a small 
portion  of  synthetic  tube  graft  were  utilized  for  aortic  valve 
replacement  and  reconstruction  of  the  ascending  aorta  in  se- 
vere aortic  valve  disease  and  ascending  aortic  aneurysm. 
Because  of  its  special  qualities  and  benefits,  we  believe  the 
pulmonary  autograft  represents  a promising  future  trend  in 
the  surgical  treatment  of  aortic  valvular  disease  across  the 
state  of  Tennessee.  Therefore,  we  encourage  an  awareness 
and  understanding  of  the  procedure  among  the  physicians 
throughout  the  state  who  may  care  for  these  patients. □ 
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Introduction 

Stroke  continues  to  be  the  third  leading  cause  of  death  in 
the  United  States.  Annually  approximately  500,000  Ameri- 
cans suffer  stroke  and  150,000  die.  Many  of  the  survivors 
suffer  disability  resulting  in  loss  of  income  and  become  a 
burden  on  the  already  burdened  health  care  system. 

After  decades  of  little  progress,  an  aggressive  approach  to 
stroke  prevention  and  treatment  has  emerged.  The  importance 
of  risk  factor  modification  with  particular  emphasis  on  blood 
pressure  control  has  become  recognized.  Very  recently  the 
clinical  benefit  of  lowering  LDL  cholesterol  by  statin  therapy 
has  been  shown  to  result  in  stroke  prevention.1 

Attention  to  the  underlying  pathophysiology  of  stroke  has 
focused  on  the  role  of  the  platelet  in  ischemic  stroke.  Clini- 
cal trials  of  antiplatelet  agents  in  stroke  prevention  began  in 
the  late  1970s  and  continue  into  the  present.  The  results  of 
these  trials  allow  some  recommendations  for  the  use  of  antiplate- 
let agents  which  will  be  reviewed  here.  The  role  of  antiplatelet 
agents  in  carotid  stenosis  and  nonvalvular  atrial  fibrillation 
has  been  reviewed  in  the  second  article  of  this  series2  and 
will  not  be  discussed  here.  Several  trials  are  ongoing  and 
will  give  additional  information  at  their  completion. 

Primary  Stroke  Prevention 

There  have  been  two  large-scale  studies  examining  the 
role  of  aspirin  in  primary  prevention  of  stroke.  The  Physi- 
cians’ Health  Study  involved  22,000  men  taking  aspirin  325 
mg  every  other  day.1  While  there  was  a reduction  in  myocar- 
dial infarction  of  46%  in  five  years,  no  reduction  in  stroke 
was  reported.  A similar  study  of  5,000  British  physicians  tak- 
ing 500  mg  aspirin  reported  no  reduction  in  stroke  or  myo- 
cardial infarction.4 
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A word  should  be  mentioned  concerning  the  variability 
of  study  design  in  various  clinical  trials  reported  in  the  litera- 
ture. The  reader  should  not  accept  all  results  as  having  the 
same  validity.  The  study  design  that  produced  the  results 
should  be  taken  into  account  as  well.  The  rules  of  evidence 
for  clinical  trials  was  addressed  by  Sacked.5  Level  I evidence 
is  the  strongest  and  employs  a study  design  of  large  random- 
ized trials  with  definite  results  leading  to  low  chance  of  false 
positives  and  false  negatives.  The  Physicians’  Health  Study 
is  in  this  category.  Level  II  evidence  is  based  on  a small  ran- 
domized trial  with  uncertain  results  with  moderate  to  high 
degree  of  false  positive  or  false  negative  results.  The  British 
study  falls  into  this  category.  Level  III  evidence  is  based  on 
non-randomized  studies  with  concurrent  controls  and  Level 
IV  is  non-randomized  with  historical  controls.  The  weakest 
of  levels  of  clinical  evidence  for  therapy,  Level  V,  is  case 
series  with  no  controls. 

Therefore,  based  on  data  from  trials  with  the  strongest 
evidence  for  therapy,  there  is  no  evidence  that  aspirin  in  doses 
of  325  to  500  mg  every  other  day  results  in  primary  preven- 
tion of  stroke  in  men  The  existing  body  of  evidence  for  pri- 
mary prevention  is  related  to  the  identification  and  modifica- 
tion of  primary  vascular  risk  factors  that  predispose  to  stroke 
(hypertension,  cigarette  smoking,  diabetes  and  cholesterol). 
Gender  and  age  are  important  risk  factors  but  are  not  subject 
to  modification! 

Secondary  Prevention 

Aspirin  was  the  first  antiplatelet  agent  shown  to  be  effec- 
tive in  stroke  prevention  in  patients  with  a history  of  tran- 
sient ischemic  attack  (TIA)  and  minor  stroke.  The  Canadian 
Aspirin  Trial  was  launched  over  25  years  ago  and  showed  a 
reduction  of  combined  stroke  and  death  of  30%  in  this  popu- 
lation.6 This  was  a Level  I study  of  585  patients.  Subset  analy- 
sis of  the  data  revealed  a 50%  reduction  in  stroke  and  death 
from  stroke  in  men  but  no  significant  benefit  for  women.  The 
lack  of  benefit  for  women  is  thought  to  be  related  to  several 
factors:  (1)  women  who  experience  TIA  or  minor  stroke  have 
a more  benign  course  than  men,  and  (2)  the  Canadian  Trial 
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TABLE  1 

RECOMMENDATIONS 


included  too  few  women. 

There  have  been  a number  of  clinical  trials  of  aspirin  for 
the  secondary  prevention  of  stroke  since  that  time  and  an 
emerging  consensus  that  aspirin  is  an  effective  agent  in  re- 
ducing stroke  and  death.  In  1994  the  Antiplatelet  Trialists’ 
Collaboration  published  a meta-analysis  of  trials  of  anti- 
platelet therapy.7  The  results  revealed  a reduction  in  mortal- 
ity due  to  vascular  events  by  17%  and  nonfatal  events  (in- 
cluding myocardial  infarction  and  stroke)  by  25%. 

Despite  multiple  trials  supporting  the  effectiveness  of  as- 
pirin in  secondary  prevention,  the  effective  dose  is  less  cer- 
tain. Because  the  different  trials  have  used  different  regimens 
it  is  not  possible  to  compare  the  data  directly  to  answer  the 
question  of  optimal  dose. 

Two  recent  double-blind  placebo  controlled  studies  have 
addressed  low-dose  aspirin  in  secondary  stroke  prevention. 
The  Swedish  Aspirin  Low-Dose  Trial  (SALT)  compared  75 
mg  aspirin  a day  to  placebo  and  demonstrated  significant 
reduction  in  stroke  with  this  low-dose  regimen. x However  the 
Danish  Very-Low-Dose  Aspirin  After  Carotid  Endarterectomy 
Trial  which  titrated  aspirin  dose  (50  to  100  mg)  by  platelet 
aggregation  to  give  an  inhibitory  effect  did  not  show  a sig- 
nificant effect  on  stroke  prevention.9  While  in  theory  the  idea 
that  low  dose  is  better,  the  analysis  of  available  data  confirm 
effectiveness  of  a range  of  aspirin  doses  (75  to  1 ,300  mg).  To 
date  there  has  not  been  a large-scale  multicenter  trial  com- 
paring low-  dose  aspirin  to  high-dose  aspirin.  The  4th  Ameri- 
can College  of  Chest  Physicians  Conference  on  Antithrom- 
botic Therapy"1  therefore  recommends  a dose  range  of  75  to 
1,300  mg  daily.  In  a recent  critical  review  of  available  stud- 
ies Barnett  and  Meldrum"  recommended  doses  of  650  to  950 
mg  enteric  aspirin  daily.  They  point  out  that  while  concern 
for  complications  at  higher  doses  is  greater,  their  assessment 
of  the  literature  leads  to  the  conclusion  that  serious  compli- 
cations requiring  transfusion  therapy  and/or  hospitalization 
were  not  dose-dependent  but  presumably  related  to  an  un- 
derlying abnormality  in  the  patient.  These  findings  under- 
score the  importance  of  the  practicing  physician  critically 
reviewing  the  literature  and  then  using  clinical  judgment  for 
an  individual  patient,  taking  into  account  effectiveness  of 
therapy,  compliance  issues,  risk  of  bleeding,  and  convenience 
of  follow-up. 

Ticlopidine 

Ticlopidinc  is  another  antiplatelet  agent  with  proven  effi- 
cacy in  preventing  stroke  in  patients  with  history  of  TIA  or 
minor  stroke.  The  TASS  study,  a randomized  trial  comparing 
ticlopidine  to  aspirin  for  prevention  of  stroke  in  high-risk 
patients  showed  a modest  superiority  of  ticlopidine,  which 
was  effective  in  men  and  women,  blacks  and  whites.12  The 
Canadian  American  Ticlopidine  Study  (CATS)  of  patients 
with  completed  stroke  demonstrated  a 33%  reduction  in  re- 


Primary  Prevention 

Secondary  Prevention 

1.  TIA  or  minor  stroke 


2.  TIA  or  minor  stroke 
while  on  aspirin 

3.  Completed  stroke 


Modification  of  risk  factors  including  hypertension, 
cigarette  smoking,  cholesterol,  and  diabetes 

Aspirin  therapy 
75  to  1,300  mg/dl  ACCP'0 
650  to  950  mg/dl' 1 
1,300  mg/dl  (FDA) 

Ticlopidine  250  mg  two  times  a day 

Ticlopidine  250  mg  two  times  a day 


Note:  If  the  patient  has  a stroke  or  TIA  secondary  to  circulating  lupus 
anticoagulant/antiphospholipid  antibody,  warfarin  therapy  with  a target  INR  of 
2 to  3.5  is  recommended,  unless  there  is  a contraindication  to  warfarin 
therapy. 


current  stroke  in  the  ticlopidine  arm  compared  to  placebo.17 

Ticlopidine  in  the  usual  dose  of  250  mg  twice  daily  is 
associated  with  more  side  effects  than  aspirin.  Chronic  diar- 
rhea (6%  to  12%)  and  reversible  bone  marrow  suppression 
(1%)  are  well  known  complications.  In  addition  the  cost  of 
ticlopidine  is  significantly  higher  than  that  of  aspirin. 
Ticlopidine  is  an  alternative  choice  for  patients  who  cannot 
tolerate  aspirin  and  patients  who  have  TIA  or  minor  stroke 
while  on  aspirin  therapy.  The  recommended  dose  is  250  mg 
twice  daily  (Table  1 ). 

Ollier  Antiplatelet  Agents 

Large-scale  clinical  trials  fail  to  support  the  benefit  of 
sulfinpyrazone,  dipyridamole,  or  suloctidil  in  stroke  preven- 
tion. Cloptdogrel,  another  ticlopidine-like  drug,  is  currently 
in  clinical  trial  and  may  prove  to  be  an  alternative  to  ticlopidine 
with  less  effect  on  bone  marrow.  □ 
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The  Firm  Model 
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Introduction 

The  Veterans  Health  Administration  (VA)  is  the  nation’s 
largest  integrated  health  care  system,  encompassing  over  150 
hospitals  and  associated  outpatient  clinics  and  nursing  homes' 
and  serving  approximately  3 million  veterans  each  year.  The 
seven  VA  medical  centers  in  Tennessee,  Kentucky  and  west- 
ern West  Virginia  have  a combined  annual  budget  exceeding 
$700  million  and  provide  services  to  over  170,000  veterans. 
Thus,  the  VA  system  has  a significant  impact  on  health  and 
on  health  service  delivery  locally  as  well  as  nationally. 

Traditionally,  the  VA  has  been  a hospital-based,  specialty 
focused  system  providing  care  primarily  for  illnesses  or  inju- 
ries incurred  during  a veteran’s  military  service,  that  is,  ser- 
vice connected  conditions.  Recent  legislation  has  removed 
some  of  the  barriers  to  appropriate  treatment  of  other  non- 
service connected  conditions,  enabling  the  VA  to  move  to- 
ward the  provision  of  comprehensive  care  for  its  patients. 
This  transition  is  exemplified  by  its  new  national  mission  state- 
ment: “.  . . to  improve  the  health  of  the  served  veteran  popu- 
lation by  providing  primary  care,  specialty  care,  extended 
care  and  related  social  support  services  in  an  integrated  health 
care  delivery  system.” 

As  part  of  this  reorganization,  most  VA  medical  centers 
are  adopting  a new  service  delivery  model  of  care  based  on 
the  “firm”  concept.  In  this  report,  we  will  describe  the  ratio- 
nale, history,  structure,  and  operation  of  this  innovative  health 
care  delivery  model. 

Origins  of  Firms 

Within  a health  care  organization,  it  is  often  difficult  for 
one  clinician  to  provide  the  broad  spectrum  of  services  that 
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primary  care  encompasses.  Many  providers  are  mid-level  cli- 
nicians such  as  nurse  practitioners  and  physician’s  assistants, 
who  require  physician  supervision.  In  addition,  because  most 
VA  medical  centers  are  affiliated  with  university  health  cen- 
ters, providers  may  be  trainees  who,  along  with  faculty,  ro- 
tate to  and  from  the  VA  every  few  months. 

To  adapt  to  these  constraints,  many  VA  medical  centers 
are  organizing  delivery  and  coordination  of  care  within  small 
groups  of  clinicians  called  “firms.”  Firms  are  interdiscipli- 
nary teams  that  provide  a coordinated  continuum  of  care  to  a 
defined  population  and  are  held  clinically  (and  sometimes 
fiscally)  accountable  for  the  health  outcomes  and  the  health 
status  of  the  population  served.  A firm  is,  in  essence,  a group 
practice  of  health  care  providers,  including  advanced  prac- 
tice nurses,  physician  assistants,  clinical  pharmacists,  and 
other  allied  health  professionals  in  addition  to  physicians, 
who  are  responsible  for  the  longitudinal  care  (inpatient,  out- 
patient, home-based,  and  long-term  care)  for  a defined  set 
of  patients.  In  VA  medical  centers  affiliated  with  medical 
schools,  this  structure  of  parallel  teams  incorporates  not  only 
continuity  of  patient  care  but  also  continuity  of  faculty-trainee 
mentoring,  as  discussed  below. 

The  firm  concept  was  imported  from  Great  Britain  in  the 
1 970s,  first  to  MetroHealth  Medical  Center  in  Cleveland  and 
subsequently  to  other  teaching  hospitals  in  that  city.2  The 
British  firm  incorporated  small  groups  of  students,  profes- 
sors, and  their  patients  into  longitudinal  relationships  that 
were  maintained  throughout  the  course  of  the  trainee’s  af- 
filiation with  that  hospital.2  The  firms  emphasized  continu- 
ity of  relationships  rather  than  transient  contacts.  The  con- 
cept quickly  caught  on.  Other  institutions  that  soon  adopted 
this  health  care  delivery  model  included  the  Henry  Ford 
Health  System  in  Detroit,3  Harborview  Medical  Center  in 
Seattle,4  the  Regenstrief  Health  Center  in  Indianapolis,5  and 
many  other  academic  and  community  teaching  hospitals. 

In  1992,  approximately  25%  of  VA  medical  centers  re- 
ported implementing  a firm  system.  This  number  had  in- 
creased to  55%  by  early  1996. 6 Within  the  VA,  firms  are  de- 
fined as  being  interdisciplinary  (involving  physicians,  nurses, 
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and  medical  clerks  at  a minimum),  having  an  assigned  panel 
of  patients  for  which  it  is  responsible  for  maintaining  longi- 
tudinal continuity,  and  having  a dedicated  administrator.7  The 
firm  system  is  “designed  to  meet  three  goals:  (a)  to  improve 
the  quality  of  patient  care,  specifically  by  enhancing  conti- 
nuity of  care,  access  to  care,  and  the  supervision  of  care  by 
senior  physicians;  (b)  to  improve  medical  education;  and  (c) 
to  facilitate  fundamental  health  care  research  that  will  pro- 
vide a basis  for  improving  patient  outcomes.’6 

Firm  Makeup 

Medical  staff,  housestaff,  nursing  staff,  and  support  staff 
are  distributed  among  the  firms  of  each  medical  center.  In 
many  systems,  the  subspecialists  are  equally  divided  among 
the  firms,  and  provide  consultative  services  to  the  firm's  phy- 
sicians (attending  and  housestaff)  and  a limited  amount  of 
continuity  care  to  the  firm’s  panel  of  patients.  Once  assigned 
to  a firm,  physicians,  nurses,  support  staff,  and  patients  re- 
main with  that  firm  over  time.  Each  new  class  of  housestaff 
are  assigned  to  firms  at  the  start  of  their  training  and  also 
remain  with  it  for  the  duration  of  their  training.  In  some  mod- 
els, specific  inpatient  wards  are  also  assigned  to  each  firm, 
so  that  the  same  teams  of  physicians  rotating  through  the 
wards  always  deal  with  the  same  set  of  nurses  and  inpatient 
support  personnel.  Assigning  the  resident  physicians  to  the 
same  ward  each  time  they  rotate  to  inpatient  work  aids  in 
team-building  among  the  physicians,  nurses,  and  support 
personnel.  Furthermore,  chronically  ill  patients  who  are  re- 
peatedly hospitalized,  and  their  families,  meet  the  same  in- 
patient personnel,  who  are  already  familiar  with  that  patient’s 
needs.  Nursing  staff  may  have  dual  inpatient  and  outpatient 
responsibilities,  further  increasing  continuity  of  care  for  se- 
lected patients. 

Firms  are  interdisciplinary.  Care  is  provided  in  a team 
environment  with  nurse  practitioners,  physician  assistants, 
clinical  pharmacists,  social  workers,  dieticians,  etc.,  assigned 
to  specific  firms.  The  nurse  practitioners  or  physician  assis- 
tants on  a specific  team  will  see  the  resident’s  patients  on  a 
semi-urgent  basis  on  days  when  the  resident  physician  is  not 
in  clinic.  The  clinical  pharmacist,  for  example,  may  see  the 
resident’s  or  staff  physician’s  patients  on  a scheduled  interim 
basis  for  adjustment  of  medication  based  upon  predetermined 
algorithms  or  practice  guidelines,  freeing  the  physician’s  time 
for  more  diagnostic  and  therapeutic  challenges.  Typically, 
the  clinical  pharmacist  may  see  the  patient  who  is  receiving 
chronic  drug  therapy  monthly  for  adjustment  of  doses  of 
warfarin,  oral  hypoglycemic  agents,  lipid-lowering  agents, 
and  antihypertensive  medications.  Social  workers  assigned 
to  specific  firms  are  responsible  for  discussion  and  documen- 
tation of  advance  directives  when  these  patients  are  in  clinic, 
as  well  as  post-hospitalization  care  planning  when  these  pa- 
tients are  admitted  for  an  acute  event.  Thus,  classical  dis- 


charge planning  begins  before  admission  rather  than  at  dis- 
charge. The  overall  responsibility  for  the  delivery  of  care, 
however,  remains  in  the  hands  of  the  firm  physicians. 

Impact  on  Education 

As  health  care  services  move  from  inpatient  to  outpatient 
environments,  the  development  of  longitudinally  based  care 
teams  has  enriched  medical  education  at  the  housestaff  level. 
Resident  trainees  can  now  follow  the  same  patient  during  the 
chronic  and  acute  phases  of  an  illness  as  well  as  throughout 
the  diagnostic  process  while  the  patient  is  still  ambulatory. 
Trainees  thus  maintain  continuity  of  patient-physician  as  well 
as  faculty-trainee  relationships  over  time.  The  patient  on  the 
ward  is  no  longer  “the  lung  nodule  work-up,”  but  rather  Mr. 
Smith,  whom  a specific  resident  has  followed  for  several  years 
m clinic,  during  which  time  he  diagnosed  lung  cancer  by 
scheduling  an  outpatient  bronchoscopy  when  unresolved 
pneumonia  (treated  as  an  outpatient)  led  to  uncovering  a lung 
mass,  and  staged  the  tumor  by  outpatient-based  protocols, 
and  who  now  is  now  scheduled  for  a lobectomy  in  the  morn- 
ing. The  resident  was  guided  in  these  diagnostic  and  thera- 
peutic decisions  by  the  same  faculty  preceptors  throughout 
the  course  of  care.  Thus,  care  becomes  increasingly  more 
patient-focused.  This  continuity  has  the  added  benefit  of  re- 
ducing duplication  of  services,  reducing  health  care  costs, 
and  avoiding  unnecessary  patient  risks. 

In  the  firm  model,  outpatient  clinic  time  is  expanded. 
Outpatient  care  in  most  firms  usually  is  provided  by  full- 
time staff,  with  attending  physician-to-housestaff  ratio  of 
approximately  1:4. 6 Ambulatory  care  morning  report  is  held 
once  or  twice  weekly  for  the  presentation  and  discussion  of 
patients  seen  by  the  housestaff.  In  many  academic  programs 
an  ambulatory  care  chief  resident  position  has  been  added. 
As  explained  by  Dr.  Landefeld  in  describing  the  Cleveland, 
Ohio,  VA  Medical  Center  firm  system:  “The  structure  of  the 
firm  system  will  establish  a sustained  relationship  between  a 
group  of  medical  service  faculty  and  resident  physicians.  This 
provides  opportunities  for  repeated  observations  over  the 
entire  three-year  residency,  compared  to  the  present  ‘hit-or- 
miss’  situation.  It  is  anticipated  that  the  increased  faculty- 
trainee  contact  lime  in  the  ambulatory  setting  will  enhance 
education  and  growth  of  professional  values." 

Impact  on  Research 

Many  important  research  studies  have  been  conducted 
within  the  VA  system,  including  the  first  studies  on  drug  treat- 
ment for  hypertension,  the  role  of  coronary  bypass  surgery, 
and  the  value  of  drug  treatment  vs.  prostatectomy  for  pros- 
talic  hypertrophy.1  The  firm  model  wdl  enhance  the  VA’s 
ability  to  conduct  research,  especially  randomized  clinical 
trials.  In  many  of  the  VA  medical  centers  with  established 
firms,  both  clinicians  and  patients  are  randomly  assigned. 
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Baseline  characteristics  for  the  clinicians  and  the  patients 
should  thus  be  similar  among  firms,  facilitating  trials  using 
one  firm  as  the  intervention  group  and  another  firm  as  the 
control  group.2  Examples  of  successfully  completed  clinical 
trials  using  this  randomization  scheme  include  testing  new 
alcoholism  screening  questionnaires  and  subsequent  accep- 
tance of  referral  for  counseling,1*  studying  the  effect  of  com- 
puterized reminders  for  preventive  medicine  and  chronic  dis- 
ease standards  of  care,6  and  studying  outpatient  test-ordering 
when  computer  feedback  on  prior  test  results,  probability  of 
an  abnormal  result,  and  cost  are  given  immediately  to  the 
clinician.5  Proposed  future  research  will  also  focus  on  meth- 
ods of  resident  teaching  and  evaluation. 

Examples  and  Results  of  Implementation 

The  Sepulveda  VA  Medical  Center  in  California  was  a 
prototype  within  the  VHA  for  restructuring  from  a traditional 
academic,  inpatient  delivery  model  to  an  outpatient,  primary 
care  model.  Reorganization  began  in  1990  with  the  estab- 
lishment of  interdisciplinary  firms  and  use  of  a matrix  man- 
agement structure  as  the  basis  for  delivery  of  care.y  In  the 
matrix  structure,  the  social  worker,  for  example,  is  account- 
able not  only  to  the  head  of  social  work  service  but  also  to 
the  firm  chief,  usually  a staff  physician.  Prior  to  reorganiza- 
tion, medical  residents  spent  90%  of  their  time  in  the  hospi- 
tal; after  the  establishment  of  the  primary  care  orientation, 
they  spent  50%  of  each  inpatient  rotation  in  the  clinic.  Sur- 
veys were  administered  to  over  1,000  veterans  during  and 
after  reorganization  in  1992  and  1 993.10  Survey  data  were 
linked  to  computerized  utilization  and  mortality  data  to  show 
the  effects  of  reorganization  on  overall  medical  center 
workload.  Results  included  statistically  significant  improve- 
ments in  the  continuity  of  care  as  measured  by  the  patient 
seeing  the  same  physician  in  clinic  (6.6%  increase)  and  by 
team  delivery  of  care  (12.8%  increase).  There  were  improve- 
ments in  the  detection  of  depression  (14.2%  increase)  as  well 
as  increased  rates  of  preventive  care  counseling  (smoking — 
15.2%  increase;  exercise — 9.3%  increase).  The  proportion 
of  veterans  seen  for  check-ups  instead  of  acute  problems  in- 
creased, and  high-impact  subspecialty  visits  decreased  by 
35.4%.  Patient  satisfaction  increased,  hospitalizations  de- 


creased by  14.8%,  and  death  rates  per  1,000  outpatients  de- 
creased 36%.  Workload  shifted  from  subspecialists  to  gener- 
alists and  from  inpatient  to  outpatient  care.11 

Similarly,  when  the  Boise  VA  Medical  Center  reorganized 
into  interdisciplinary  firms,  both  patient  and  staff  satisfac- 
tion increased."  Readmissions  within  10  days  of  hospital 
discharge  decreased  by  28%,  and  the  percent  of  visits  to  a 
primary  care  team,  reflecting  continuity  of  care,  improved 
from  47%  to  69%.  Reorganization  was  accomplished  with- 
out the  addition  of  new  staff. 

Summary  and  Conclusions 

Many  of  the  VA  medical  centers  are  reorganizing  total 
care  across  a continuum  that  includes  outpatient,  inpatient, 
long-term,  and  home  based  care,  into  interdisciplinary  firms. 
The  goals  of  reorganization  are  to  improve  patient  access  to 
care  and  continuity  of  care,  to  improve  housestaff  education 
by  assigning  a specific  panel  of  patients  for  the  residents  to 
follow  longitudinally  in  a variety  of  situations  supervised  by 
the  same  mentors,  and  to  enhance  research  in  primary  care 
issues.  Preliminary  results  show  increased  patient  satisfac- 
tion and  improvements  in  both  quality  of  care  and  increased 
efficiency  in  its  delivery.  Many  large  health  care  organiza- 
tions might  be  expected  to  reorganize  care  delivery  around  a 
similar  interdisciplinary  team  concept. □ 
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Background 

Worldwide,  rabies  continues  to  exact  a tremendous  toll 
on  human  life  and  resources.  An  estimated  40,000  to  100,000 
human  deaths  occur  each  year  primarily  from  exposure  to 
uncontrolled  canine  rabies  and  the  lack  of  readily  available 
postexposure  prophylaxis  (PEP).  In  the  United  States,  while 
dog  bites  are  certainly  common,  few  people  will  experience 
dog  rabies  firsthand  because  of  significant  advances  in  ani- 
mal control  and  rabies  vaccination  laws  during  the  past  50 
years.  In  fact,  rabid  cats  now  outnumber  rabid  dogs  by  a 2: 1 
margin  in  the  United  States,  emphasizing  the  need  for  rabies 
vaccination  and  stray  control  laws  to  apply  equally  to  dogs 
and  cats. 

More  than  90%  of  rabies  cases  in  the  United  States  now 
occur  in  wildlife,  and  the  disease  is  at  historically  high  lev- 
els. The  predominant  species  are  raccoons,  followed  by 
skunks,  bats,  and  foxes.  With  the  use  of  monoclonal  antibody 
and  DNA  gene  sequencing  techniques,  we  can  now  identify 
several  distinct  variants  of  the  rabies  virus  and  uncover  many 
of  the  mysteries  of  the  epidemiology  of  this  ancient  disease. 
Although  all  mammals  have  varying  degrees  of  susceptibil- 
ity to  infection  with  the  rabies  virus  and  the  development  of 
a fatal  encephalitis,  variants  of  the  virus  have  become  adapted 
to  specific  wildlife  species,  enhancing  the  probability  of  vi- 
rus shed  in  saliva  and  allowing  more  efficient  transmission 
among  members  of  that  species.  Thus,  in  the  United  States 
rabies  does  not  occur  randomly  among  wildlife,  but  is  pri- 
marily found  in  specific  species  in  distinct  geographic  areas, 
with  only  minor  spillover  into  other  species. 

Multiple  bat  variants  have  been  typed,  and  are  endemic  in 
all  areas  of  the  country,  including  all  Tennessee  counties. 
There  are  three  variants  of  skunk  rabies,  one  of  which  occurs 
in  Middle  Tennessee,  parts  of  the  Cumberland  Plateau,  and 
all  counties  northeast  of  Knox  County.  There  is  no  evidence 
of  skunk  rabies  in  West  or  Southeast  Tennessee.  The  variants 


From  the  Tennessee  Department  of  Health,  Nashville.  Dr.  Swinger 
is  director  of  the  Infectious  Disease  Program. 


of  fox  rabies  occur  in  parts  of  Texas  and  in  the  northeastern 
states,  but  are  no  longer  found  in  Tennessee. 

The  biggest  rabies  problem  in  the  United  States  is  with 
the  single  raccoon  strain,  which  originated  in  Florida,  was 
translocated  by  hunters  to  the  mid-Atlantic  area,  and  during 
the  1990s  has  rapidly  spread  throughout  all  of  the  states  bor- 
dering the  east  coast.  Due  to  the  highly  aggressive  nature  of 
raccoons  when  rabid,  and  their  ability  to  thickly  populate 
suburbia,  raccoon  rabies  spreads  rapidly  in  non-rural  areas 
causing  a great  increase  in  the  incidence  of  the  disease  in 
unvaccinated  domestic  animals  as  well  as  other  wildlife  spe- 
cies. The  intrusion  of  raccoon  rabies  into  an  area  generally 
results  in  a fourfold  to  tenfold  increase  in  real  or  perceived 
human  exposures  and  PEP  treatments.  Although  not  yet  con- 
firmed in  Tennessee,  the  raccoon  epizootic  has  progressed 
through  the  southern  70%  to  80%  of  Alabama  and  Georgia, 
and  is  in  the  Virginia  and  North  Carolina  counties  bordering 
the  northeastern  tip  of  Tennessee.  Therefore,  we  can  expect 
to  see  an  increased  rabies  incidence  due  to  raccoons,  first  in 
Northeast  Tennessee  and  then  in  other  parts  of  the  state  within 
a few  years. 

Type  of  Exposure 

Rabies  is  transmitted  only  when  the  virus  is  introduced 
into  open  cuts  or  wounds  (primarily  via  a bite)  or  through 
mucous  membranes.  Bite  exposures  have  been  responsible 
for  virtually  all  known  transmissions  of  rabies  to  humans. 
Contamination  of  open  scratches,  wounds,  abrasions,  or  mu- 
cous membranes  with  fresh  saliva  from  a rabid  animal  consti- 
tutes a theoretical  risk,  but  transmission  is  rare.  Rabies  virus 
is  very  fragile,  and  exposure  to  drying,  sunlight,  heat,  or  de- 
tergent readily  renders  it  noninfective.  Other  contact  by  it- 
self, such  as  petting  a rabid  animal  and  contact  with  the  blood, 
urine,  or  feces  (e.g.,  guano)  of  a possibly  rabid  animal,  does 
not  constitute  an  exposure  and  is  not  an  indication  for  PEP. 

Although  rabies  PEP  is  primarily  intended  for  transdermal 
exposure  to  virus,  a majority  of  the  estimated  25,000  to  40,000 
PEPs  given  annually  in  the  United  States  are  thought  to  be 
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given  for  indirect,  nonbite  exposures.  Rabies  PEP  is  expen- 
sive ($1,500  to  $3,000)  and  not  without  risk  of  adverse  reac- 
tions. Recognition  that  many  persons  receive  unnecessary 
PEP  has  led  to  inclusion  of  a national  public  health  goal  call- 
ing for  a 50%  reduction  in  rabies  PEP  by  the  year  2000. 

Decision  Guidelines  for  PEP 

PEP  for  a bite  consists  of  wound  treatment  (in  all  cases), 
followed  by  the  decision  of  whether  to  give  passive  immuno- 
prophylaxis with  Human  Rabies  Immune  Globulin  (HRIG) 
and  active  immunization  with  either  Human  Diploid  Cell 
Vaccine  (HDCV)  or  Rhesus  Diploid  Cell  Vaccine  (Rabies 
Vaccine  Adsorbed  or  RVA).  Thorough  cleansing  and  flush- 
ing of  the  wound  with  liberal  amounts  of  soap  and  water 
should  always  be  done  as  soon  as  possible,  and  is  an  essen- 
tial part  of  PEP  often  overlooked  in  the  concern  over  the  use 
of  immunoprophylaxis.  Patients  should  be  urged  to  immedi- 
ately clean  the  wound  if  possible  at  home  before  proceeding 
for  further  medical  care,  since  soap  can  kill  the  virus  and  the 
virus  is  easily  dislodged  from  a fresh  wound.  Medical  facil- 
ity treatment  should  include  further  aggressive  cleaning, 
debridement  of  devitalized  tissue,  and  tetanus  prophylaxis 
and  antibiotic  use  if  indicated.  Flushing  with  quaternary 
ammonia  compounds  is  no  longer  recommended.  If  possible, 
the  wound  should  not  be  sutured. 

The  decision  of  whether  or  not  to  proceed  with  HRIG  and 
vaccine  frequently  presents  a dilemma.  The  use  of  PEP  should 
begin  within  24  to  48  hours  of  exposure  for  bites  around  the 
head,  especially  if  it  is  from  a wild  animal  or  an  unprovoked 
attack  from  a dog  or  cat  that  was  exhibiting  possible  signs  of 
rabies  or  is  unavailable  for  observation  or  testing.  In  emer- 
gencies, PEP  may  be  prevented  by  expedient  testing  of  the 
animal  brain  by  direct  immunofluorescent  antibody  (DFA) 
in  one  of  four  state  laboratories.  This  testing  can  be  arranged 
through  the  local  health  department  or  animal  control  pro- 
gram, with  telephonic  results  in  less  than  24  hours.  For  expo- 
sures to  the  trunk  and  extremities,  a delay  of  three  to  four 
days  for  further  assessment  of  the  rabies  risk  will  not  ad- 
versely affect  the  effectiveness  of  PEP,  and  may  prevent  its 
unnecessary  use.  The  local  animal  control  program  or  health 
department  should  be  notified  to  aid  in  investigating  the  bite. 
Consideration  for  PEP  should  include  the  type  of  exposure, 
the  species  of  animal,  the  animal’s  vaccination  status,  local 
rabies  epidemiology,  the  appearance  of  the  animal,  and 
whether  the  attack  was  provoked. 

If  the  decision  is  to  continue  with  PEP,  then  HRIG  should 
be  given  once  according  to  body  weight  at  a dose  of  20  IU/ 
kg  (1  ml/16.5  lb).  Infiltrate  up  to  one-half  the  dose  at  the  wound 
site  if  possible,  and  give  the  remainder  IM  (gluteal  preferred). 
At  the  same  time,  the  first  of  five  doses  of  vaccine  ( 1 .0  ml  IM 
in  the  deltoid)  is  given  with  subsequent  doses  on  days  3,  7, 
14,  and  28.  Do  not  give  vaccine  and  HRIG  in  the  same  site. 


Unless  the  patient  is  severely  immunosuppressed,  no  follow- 
up antibody  testing  is  needed.  An  exception  to  the  above 
schedule  applies  to  individuals  who  have  previously  had  a 
three-dose  preexposure  or  five-dose  postexposure  course  of 
HDCV  or  RVA  or  who  have  a documented  response  in  the 
past  to  any  other  type  of  rabies  vaccine.  In  these  cases,  no 
HRIG  should  be  given  and  only  two  booster  doses  of  vaccine 
( 1 .0  ml  IM  deltoid)  are  given  three  days  apart.  Current  sources 
of  rabies  biologicals  are: 

• Human  Rabies  Immune  Globulin  (2  ml  and  10  ml  vials) 
Imogam  (Connaught  Labs,  Inc.)  1-800-822-2463 
Bayrab  (Bayer  Biological)  1-800-288-8370 

• Human  Rabies  Vaccine  ( 1 ml  IM  dose) 

Imovax  (HDCV)  (Connaught  Labs,  Inc.)  1 -800-822-2463 
Rabies  Vaccine  Adsorbed  (SmithKline  Beecham) 

Further  situational  guidance  on  the  use  of  PEP  includes: 

1.  Bats:  Although  human  rabies  deaths  now  only  number 
two  to  five  per  year  in  the  United  States,  the  majority  of  these 
have  been  due  to  bat-related  virus  with  few  having  a docu- 
mented bite  from  a bat.  This  includes  three  deaths  diagnosed 
in  Tennessee  since  1991 . Recommendations  have  thus  become 
more  conservative  regarding  bat  contact.  PEP  is  indicated  in 
all  bites  and  in  other  situations  in  which  a bat  was  physically 
present;  a bite,  scratch,  or  mucous  membrane  exposure  can- 
not be  reliably  excluded,  and  the  bat  is  not  available  to  test. 

2.  Dogs  and  Cats:  When  infected  with  non-canine  vari- 
ants of  virus  (as  would  occur  in  Tennessee),  dogs  and  cats 
will  nearly  always  be  noticeably  symptomatic  with  rabies 
before  being  able  to  transmit  the  virus  and  will  rapidly 
progress  to  death  in  three  to  five  days.  Therefore,  if  the  dog 
or  cat  was  apparently  healthy  and  the  bite  was  provoked,  there 
is  little  rabies  risk.  Authorities  should  be  notified  and  the 
animal  observed  for  ten  days  with  PEP  withheld  unless  the 
animal  exhibits  signs  of  neurologic  disease  and  aberrant  be- 
havior. Strays  should  be  searched  for  and  if  observed  to  still 
be  apparently  healthy  three  to  four  days  after  a bite  (even  if 
unable  to  be  caught),  then  PEP  would  not  be  recommended. 
For  animals  that  have  disappeared,  public  health  authorities 
should  be  consulted  and  all  the  factors  mentioned  previously 
should  be  considered  in  the  decision.  Local  rabies  epidemi- 
ology may  be  important.  For  instance  there  has  not  been  a 
case  of  rabies  in  any  animal  other  than  bats  in  Davidson 
County  for  over  20  years,  even  though  skunk  rabies  is  en- 
demic in  all  surrounding  counties.  This  is  due  to  excellent 
ammal  control,  pet  vaccination,  and  the  inability  of  skunk 
rabies  to  penetrate  urbanized  areas. 

3.  Skunks,  Raccoons,  Foxes,  and  Other  Wild  Carnivores: 
Consider  to  be  rabid  unless  the  animal  is  proven  negative  by 
testing.  Quarantines  do  not  apply  since  virus  shed  can  occur 
for  substantial  periods  prior  to  symptoms. 

4.  Ferrets:  Domestic  ferrets  reside  in  a captive  environ- 
ment and  generally  are  not  at  any  risk  of  rabies  exposure.  Ex- 
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amine  the  past  six-month  history  of  the  animal.  If  it  has  been 
secure  in  a pet  store  or  home,  regard  as  similar  to  a hamster 
or  gerbil  bite  and  do  not  consider  PEP.  If  the  ferret  has  spent 
several  days  loose  in  a rabies-endemic  area,  then  it  should  be 
sacrificed  and  tested  for  rabies  or  PEP  recommended. 

5.  Livestock,  rodents,  rabbits,  etc.:  Consider  individually. 
Currently  bites  of  squirrels,  chipmunks,  rabbits,  opossums, 
rats,  mice,  and  other  small  rodents  almost  never  require  con- 
sideration of  PEP  and  shouldn’t  even  be  tested  unless  the 
animal  exhibited  quite  aberrant  behavior.  If  raccoon  rabies  is 
in  an  area,  then  rabies  could  occur  occasionally  in  some  of 
these  species,  especially  in  groundhogs.  Thus,  the  situation 
could  change  in  the  future  in  some  areas  of  Tennessee. 

Health  Department  Support 

With  the  exception  of  Shelby  County,  local  health  depart- 
ments are  not  funded  for  postexposure  rabies  prophylaxis 
programs  and  do  not  stock  HRIG  or  vaccine.  They  do,  how- 
ever, have  protocols  to  assist  those  in  high-risk  occupations 
(such  as  veterinary,  animal  control,  and  some  wildlife  per- 
sonnel) in  obtaining  the  three-dose  preexposure  vaccine  se- 
ries and  periodic  boosters.  These  individuals  are  usually 


grouped  together  and  the  0 I ml  ID  dose  technique  is  used 
(approved  only  for  HDCV  preexposure  use). 

The  public  health  laboratory,  with  rabies  testing  facilities 
in  Jackson,  Nashville,  Knoxville  and  Johnson  City,  plays  a 
vital  role  in  decision  making  for  human  PEP  use  and  actions 
required  regarding  exposed  domestic  animals,  as  well  as  pro- 
viding valuable  data  for  rabies  control  activities.  Test  results 
are  normally  available  within  24  hours  and  positive  results 
are  immediately  telephoned  to  the  agency  submitting  the 
specimen  and  to  the  local  health  department  when  human 
exposure  is  involved. 

When  treating  an  animal  bite,  the  local  health  department 
or  animal  control  program  should  be  immediately  contacted 
to  aid  m assessing  the  rabies  risk  and  to  quarantine  the  ani- 
mal or  facilitate  laboratory  testing  as  necessary.  Consulta- 
tion regarding  PEP  decisions,  especially  in  unusual  cases, 
can  be  obtained  from  Communicable  Disease  Control  or 
Epidemiology  personnel  at  local  and  regional  health  depart- 
ments or  at  the  central  office  in  Nashville  (615-741-7247). 
Consultation  for  after-hours  emergencies  may  be  obtained 
by  contacting  the  24-hour  Communicable  Disease  Consulta- 
tion line  at  615-532-851 5. □ 


& 


CARTER 
YOUNG 
LANKFORD 
ROACH  p.c. 

Certified  Public  Accountants 

615-859-9880 


Navigating  the  Health  Care  Maze 


~ , .jilt  — ^ 

— i \ \ \AD\  3N2  ■:  C:-: , ; : 

^r\  \ - vC 

..u’lw  k#7  / / 7&/I 

S\  \ \ 

>s  w 

...  v<"  d / / /?/ 

/ i 

£.\  \ \ -•  k 

/ § , 

/ 

l i 

\ \ \OV\  \ 
' a \ \ \ \^.\  \ 

'/Af//  /.if  1 

1 

* \ \ \ <■ 

\ \ \ \ \ 

Carter,  Young,  Lankford  & Roach,  P.C.  has  helped  over  100  medical  practices  in  middle 
Tennessee  find  practical  solutions  for  today's  healthcare  issues.  Our  services  include: 

• Practice  Valuation  • Computerized  Accounting  Consultation  • Practice  Management  Review 

• Business  Plan  Development  • Managed  Care  Contract  Negotiations  ♦ Accounting  and  Audit  Services 

• Tax  Preparation  & Planning  • Reimbursement  and  Capitation  Analysis  * Physician  Income  Distribution 


To  receive  a complimentary  issue  Of  our  Q Forward  my  complimentary  issue  of  Practice  Management  Advisor  to: 

newsletter,  please  return  this  reply  form  today! 

Name 

CARTER,  YOUNG,  LANKFORD  & ROACH,  P.C. 

314  Bluebird  Drive  Address 

Goodlettsville,  TN  37072 

□ Yes,  Please  contact  me  for  a consultation  at: 

615-859-9880 

Fax:  615-859-0057  Name 

CYLRCPAS@AOL.com 

Phone 
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The  Journal 


Vanderbilt  Morning  Report 

A Woman  With  Difficulty  Swallowing 


Case  Report 

A 79-year-old  black  woman  came  to  Vanderbilt  Hospital 
complaining  of  difficulty  in  swallowing  for  three  weeks.  Three 
days  earlier  the  symptoms  worsened,  and  she  was  unable  to 
swallow  food,  water,  or  oral  secretions.  She  did  not  have  a 
sensation  of  food  “hanging  up”  in  her  throat,  nor  did  she 
have  pain  with  swallowing,  but  instead  she  had  difficulty  ini- 
tiating swallowing.  She  denied  trauma  to  her  neck  or  throat. 

On  review  of  systems,  she  described  a ten-month  history 
of  a purplish-erythematous,  raised,  mildly  pruritic  rash  on 
her  forehead,  neck,  extensor  surface  of  her  arms,  and  knees. 
Her  fingers  had  a similar  rash  with  associated  papules.  She 
also  described  progressive  difficulty  with  weakness,  recently 
finding  it  difficult  to  walk  up  stairs.  Physical  examination 
revealed  orthostatic  hypotension  and  dry  mucous  membranes. 
Her  oropharynx  was  without  visible  lesions,  and  her  thyroid 
was  normal  to  palpation.  The  remainder  of  her  physical  ex- 
amination was  normal  except  for  bilateral  weakness  of  the 
deltoid  muscles  and  quadriceps  (4/5  strength)  and  a confluent, 
purplish-red,  slightly  raised,  scaly  rash  over  her  forehead, 
cheeks,  neck,  and  knees  and  arms  bilaterally.  Faint  Gottron’s 
papules  were  also  present  on  her  hands  (metacarpophalangeal 
distribution). 

Laboratory  studies  showed  a CPK  of  269  mg/dl,  an  eryth- 
rocyte sedimentation  rate  (ESR)  of  45  mm/hr,  a normal  aldo- 
lase, and  a negative  ANA.  Her  chest  x-ray  was  normal.  A 
video  fluoroscopy  swallowing  study  displayed  severe  oropha- 
ryngeal dysphagia  characterized  by  uncoordinated  swallow- 
ing with  decreased  tongue  control  and  movement,  resulting 
in  premature  pharyngeal  penetration. 

A skin  biopsy  showed  “interface  dermatitis  with  peri- 
vascular inflammation,  compatible  with  dermatomyositis.” 

She  was  diagnosed  with  dermatomyositis  with  esophageal 
dysphagia,  and  was  prescribed  prednisone  1 mg/kg/day.  Af- 
ter several  days  of  steroid  therapy,  she  was  able  to  swallow 
oral  secretions,  and  was  easily  advanced  to  a full  diet  with- 
out complications.  She  was  discharged  from  Vanderbilt  Hos- 
pital taking  oral  prednisone  1 mg/kg/day,  with  plans  to  taper 
to  two-thirds  that  dose  in  three  weeks,  at  which  time  steroid- 
sparing cytotoxic  agents  were  to  be  added. 


Presented  by  Daniel  Tierney,  MD.PhD,  third-year  resident, 
and  Jim  N.  Jirjis,  MD,  chief  medical  resident,  Vanderbilt 
University  Medical  Center,  Nashville. 


Discussion 

Dermatomyositis  is  a disease  of  presumed  autoimmune 
dysfunction,  resulting  in  inflammation  of  skeletal  muscle  with 
an  associated  rash.  Polymyositis  is  characterized  by  muscle 
involvement  only.  Dermatomyositis  accounts  for  30%  of  pa- 
tients with  dermatomyositis/polymyositis,  and  usually  occurs 
as  an  isolated  entity,  but  it  is  associated  with  malignancy  in 
8%  of  cases.  Dermatomyositis/polymyositis  is  also  associ- 
ated with  collagen  vascular  disease,  most  commonly  progres- 
sive systemic  sclerosis,  rheumatoid  arthritis,  systemic  lupus 
erythematosus,  or  mixed  connective  tissue  disease. 

The  myositis  of  dermatomyositis/polymyositis  usually 
presents  itself  insidiously,  and  is  characterized  by  proximal 
muscle  weakness  and  occasional  muscle  tenderness.  Patients 
frequently  have  difficulty  rising  from  chairs,  ascending  stairs, 
and  combing  their  hair.  Difficulty  lifting  objects  above  the 
shoulders  is  a classic  symptom  as  well.  About  25%  of  patients 
have  dysphagia,  which  is  usually  a pre-esophageal  discoordi- 
nation  syndrome,  with  difficulty  handling  secretions.  The  up- 
per esophageal  dysphagia  is  due  to  involvement  of  striated 
muscles  of  the  pharynx  and  upper  esophagus.  The  lower 
esophagus  is  rarely  involved.  Thirty  percent  of  patients  develop 
cardiac  involvement,  including  conduction  system  abnormali- 
ties, arrhythmias,  and  heart  failure  due  to  cardiac  myositis.1 

Skin  changes  of  dermatomyositis  may  precede  or  follow 
the  myositis,  and  most  often  are  characterized  as  a scaly,  ec- 
zematous lesion,  a diffuse  or  localized  erythematous  lesion, 
or  a maculopapular  eruption.  The  classic  distribution  of  the 
rash  is  a “heliotropic”  purplish  rash  on  the  eyelids,  forehead, 
elbows,  trunk,  knees,  knuckles  (Gottron’s  papules),  and  peri- 
ungual area.  The  rash  may  also  be  pruritic.1 

Laboratory  features  of  dermatomyositis/polymyositis  may 
include  an  elevated  serum  CPK,  aldolase,  SGOT,  or  LDH. 
Seventy  percent  of  patients  have  an  elevated  ESR.  Less  than 
one-half  have  positive  rheumatoid  factors,  and  70%  have 
positive  ANAs.  Patients  with  dermatomyositis/polymyositis 
rarely  have  other  positive  serologic  antibodies,  such  as  anti- 
Jo- 1 (associated  with  interstitial  lung  disease),  anti-nRNP, 
and  others.  These  antibodies  occur  more  commonly  when 
dermatomyositis/polymyositis  is  associated  with  another  con- 
nective tissue  disease.  Forty  percent  of  patients  have  abnor- 
mal electromyograms,  usually  with  markedly  increased  in- 
sertional  activity,  early  recruitment,  and  low  amplitude, 
polyphasic  motor  unit  action  potentials.2 

Diagnosis  of  dermatomyositis  can  be  made  by  muscle  bi- 
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opsy,  hut  since  muscle  involvement  is  often  patchy,  MRI  can 
be  used  to  select  higher  yield  sampling  sites.  Pathologically, 
the  myositis  consists  of  inflammatory  cells  infiltrating  muscle 
fibers,  particularly  in  a perivascular  distribution.  Patients  with 
muscle  weakness,  the  characteristic  rash,  and  either  elevated 
CPK  or  abnormal  EMG  may  not  need  muscle  biopsy  to  es- 
tablish the  diagnosis,  unlike  patients  with  polymyositis,  who 
lack  skin  findings.  These  former  patients  need  a muscle  bi- 
opsy to  help  distinguish  polymyositis  from  other  causes  of 
myositis.1 

The  therapy  for  dermatomyositis/polymyositis  consists  of 
high  dosage  corticosteroids  to  control  the  inflammation. 
Doses  of  about  1 mg/kg/day  are  used  initially,  and  response 
usually  occurs  within  weeks  to  months.  Because  of  the  slow 
response  and  the  risk  of  relapse,  steroids  are  often  slowly 
tapered.  Further,  cytotoxic  agents  such  as  azathioprine,  cy- 
clophosphamide, cyclosporine,  and  methotrexate  are  used  in 
severe  or  refractory  cases  or  in  situations  where  steroid  tox- 
icity is  evident.  Therapeutic  response  is  defined  by  improved 
symptoms  and  decreased  CPK  levels,  although  initially,  high- 
dose  steroids  themselves  can  cause  a decrease  in  CPK  levels. 
Plasmapheresis  has  not  been  shown  to  be  helpful  in  the 
therapy  of  dermatomyositis/polymyositis,  although  high-dose 


IVIG  has  been  beneficial  to  patients  with  refractory  disease. 
Although  rest  is  important  during  disease  flares,  physical 
therapy  is  an  important  part  of  the  long-term  management  of 
these  patients.  Elderly  patients  with  dermatomyositis  should 
be  monitored  closely  for  evidence  of  malignancy,  because 
successful  identification  and  treatment  of  such  neoplasms  has 
been  associated  with  remission  of  dermatomyositis.1 

Patients  with  dermatomyositis/polymyositis  have  about 
four  times  the  mortality  of  the  general  population,  death  oc- 
curring from  pulmonary,  renal,  or  cardiac  complications.  The 
overall  five-year  survival  is  about  75%.  Elderly  blacks  with 
significant  dysphagia  or  severe  disease  at  presentation  have 
a less  favorable  clinical  course,  as  do  patients  with  associ- 
ated malignancies,  connective  tissue  diseases,  or  serum  anti- 
bodies to  Jo- 1 . Most  patients  improve  with  therapy  and  50% 
eventually  recover  completely  and  discontinue  therapy. 
Twenty  percent  continue  to  have  active  inflammatory  dis- 
ease requiring  ongoing  therapy,  while  one-third  have  residual 
muscle  weakness  despite  a lack  of  evidence  of  persistent 
inflammation. '□ 
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News  and  Views 


TMA  Alliance  Report 


Make  Legislation  a Family  Affair 

Medicine  has  become  radically  different  as  government’s  role 
in  health  care  continues  to  grow.  Since  the  future  of  medicine  is 
no  longer  being  determined  by  the  profession,  the  time  for  phy- 
sicians and  spouses  to  play  a role  is  still  very  critical.  We  can- 
not afford  to  stand  by  any  longer  and  watch  while  decisions 
about  health  care  are  decided  by  Congress,  state  legislators,  and 
other  regulatory  and  administrative  agencies.  We  must  readjust 
our  political  and  legislative  strategies  to  deal  with  the  changes 
occurring  in  our  political  system.  In  our  changing  system  there 
are  only  “players”  or  “victims.”  There  are  no  observers.  Your 
own  involvement  today  is  as  much  a part  of  practicing  medicine 
today  as  patient  care.  The  main  goal  this  year  for  the  legislation 
committee  in  the  TMAA  is  to  get  our  physicians  and  spouses 
active  at  least  one  time.  You  have  a right  and  a responsibility  to 
make  your  voice  heard  to  your  elected  officials.  This  is  as  easy 
as  a letter,  fax,  e-mail,  or  phone  call. 

The  AMA  has  made  it  extremely  easy  for  you  to  know  of 
any  political  federal  alerts.  You  need  only  to  call  the  AMA 
Grassroots  Hotline  at  (800)  833-6354.  You  or  your  spouse  can 
call  this  number  and  listen  for  an  issue  overview,  talking  points, 
and,  with  your  ME#,  can  quickly  and  directly  access  your  own 
legislature.  This  system  eliminates  the  need  for  faxes  and  lengthy 
telephone  conversations.  You  can  even  call  to  follow  up  on  the 
action  and  to  find  out  how  your  legislator  voted. 

Hopefully,  each  county  alliance  will  participate  in  the  alert 
system,  and  take  advantage  of  this  unique  opportunity.  You  can 
contact  your  local  county  TMAA  legislative  chairman  for  more 
information,  or  you  can  contact  Brenda  Seals  at  (423)  531-0974 
if  you  are  interested  in  being  contacted  when  there  is  a federal 
alert. 

Brenda  Seals 

TMAA  Legislative  Chairman 


AMA  Physician  Recognition  Awards 

The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  August  1997.  This  list, 
supplied  by  the  AMA,  does  not  include  members  who  reside  in 
other  states.  Physicians  can  receive  the  PRA  certificate  valid  for 
one,  two,  or  three  years.  For  the  one-year  award,  physicians  re- 
port 50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1;  for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1.  Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

Lloyd  T.  Brown,  MD,  Gallatin 
Thomas  M.  Crenshaw,  MD,  Humboldt 
Norman  A.  Deshiens,  MD,  Chattanooga 
Harold  D.  Head,  MD,  Chattanooga 
Frederick  T.  Horton  Jr.,  MD,  Nashville 
Samuel  A.  Smith,  MD,  Brentwood 
Robert  H.  Wood  Jr.,  MD,  Crossville 


New  Members 

Tennessee  Medicine  lakes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

Maury  County  Medical  Society 

Frances  B.  Kopecky,  MD,  Columbia 
Kenneth  M.  Lanyon,  MD,  Columbia 

McMinn  County  Medical  Society 

Thomas  S.  Fliedner,  MD,  Athens 

Memphis-Shelby  County  Medical  Society 

Joseph  C.  Opie,  MD,  Cordova 

Monroe  County  Medical  Society 

Syed  M.  Amer,  MD,  Sweetwater 

Nashville  Academy  of  Medicine 

Linda  D.  Brady,  MD,  Nashville 
Alan  S.  Ililibrand,  MD,  Nashville 
Shubhada  M.  Jagasia,  MD,  Nashville 
Kimberly  D.  Lomis,  MD,  Nashville 

Wilson  County  Medical  Society 

James  R.  Hanley  III,  MD,  Lebanon 
Jeffrey  E.  Hazlewood,  MD,  Lebanon 


In  SVSemoriam 


Edgar  Keene  Bratton,  age  71.  Died  August  16,  1997.  Gradu- 
ate of  Vanderbilt  University  School  of  Medicine.  Member  of 
Smith  County  Medical  Society. 

James  T.  Bridges,  age  82.  Died  August  7,  1997.  Graduate  of 
University  of  Arkansas  College  of  Medicine.  Member  of  Mem- 
phis-Shelby County  Medical  Society. 

John  S.  Dougherty  Sr.,  age  90.  Died  August  23,  1997.  Gradu- 
ate of  New  York  University  School  of  Medicine.  Member  of 
Cumberland  County  Medical  Society. 

Joseph  A.  Hennessey  Jr.,  age  73.  Died  September  16,  1997. 
Graduate  of  University  of  Tennessee  College  of  Medicine.  Mem- 
ber of  Chattanooga-Hamilton  County  Medical  Society. 

Joe  E.  Mitchell,  age  74.  Died  August  22,  1997.  Graduate  of 
University  of  Virginia  School  of  Medicine.  Member  of  Sullivan 
County  Medical  Society. 

Fontaine  B.  Moore  Jr.,  age  77.  Died  May  19,  1997.  Graduate 
of  University  of  Pennsylvania  School  of  Medicine.  Member  of 
Memphis-Shelby  County  Medical  Society. 

James  Chalmers  Moore,  age  85.  Died  September  5,  1997. 
Graduate  of  University  of  Tennessee  College  of  Medicine.  Mem- 
ber of  Northwest  Tennessee  Academy  of  Medicine. 

William  C.  Phelps,  age  65.  Died  September  10,  1997.  Gradu- 
ate of  Meharry  Medical  College.  Member  of  Memphis-Shelby 
County  Medical  Society. 
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Maurice  C.  Pian  Jr.,  age  74.  Died  September  9,  1997.  Gradu- 
ate of  New  York  University  Medical  School.  Member  of  Mem- 
phis-Sheiby  County  Medical  Society. 

John  Walton  Ross  Jr.,  age  87.  Died  September  9,  1997.  Gradu- 
ate of  University  of  Virginia  Medical  School.  Member  of  Mont- 
gomery County  Medical  Society. 

Maurice  P.  Segal,  age  73.  Died  May  31,  1997.  Graduate  of 
University  of  Tennessee  College  of  Medicine.  Member  of  Mem- 
phis-Shelby  County  Medical  Society. 


Personal  News 


Suzanne  Benson,  MD,  Chattanooga,  has  been  certified  as  a 
Diplomate  of  the  American  Board  of  Physical  Medicine  and 
Rehabilitation. 

John  Gormley,  MD,  Chattanooga,  has  been  certified  as  a 
Diplomate  of  the  American  Board  of  Physical  Medicine  and 
Rehabilitation. 

Charles  R.  Handorf,  MD,  PhD,  Memphis,  has  been  elected  a 
member  of  the  Board  of  Directors  of  the  Commission  on  Labo- 
ratory Accrreditation  (COLA)  as  a representative  of  the  Col- 
lege of  American  Pathologists  . 

Anna  K.  Hopla,  MD,  Martin,  has  been  named  a Fellow  of  the 
American  College  of  Physicians. 


TMA  Board  of  Trustees  Meeting  Minutes 

The  following  is  a summary  of  actions  taken  by  the  Board 
of  Trustees  of  the  Tennessee  Medical  Association  at  its  regular 
third  quarter  meeting  at  Chateau  Elan,  Ga.,  July  26-27,  1997. 

THE  BOARD: 

TMA  Strategic  Plan — Accepted  the  updated  TMA  Strate- 
gic Plan  Report  presented  by  Mr.  Bill  Stiles  of  Stiles  Health 
Care  Strategy. 

Tennessee  Physicians’  Credentials  Verification  Organi- 
zation, LLC  (TPCVO) — Received  a report  from  Mr.  Don 
Alexander  on  the  Tennessee  Physicians’  Credentials  Verifica- 
tion Organization,  LLC. 

Managed  Care  Contract  Reviews — Agreed  to  new  fee 
structure  for  contract  review  service  provided  by  Sandy  Benson, 
Esquire,  allowing  a group  practice  fee  schedule. 

L.  Hadley  Williams  Jr.,  Memorial  Fund — Agreed  to  es- 
tablish some  type  of  a memorial  in  recognition  of  L.  Hadley 
Williams  Jr. 

TMA  Committees: 

Quarterly  Reports — Received  quarterly  reports  from:  Ten- 
nessee Medical  Foundation,  Tennessee  Delegation  to  the  AM  A, 
TMA  Alliance. 

TMA  Annual  Meeting  Committee — Received  a report 
from  the  TMA  Annual  Meeting  Committee  on  upcoming  meet- 
ing locations  and  contract  negotiations. 

Received  reports  from  the  following  TMA  committees  and 
took  the  following  actions: 


Committee  on  Communications  & Public  Relations,  Special 
Medical  Issues  Committee,  Committee  on  Rural  Physicians,  and 
Committee  on  Governmental  Medical  Services  and  Third  Party 
Payors.  (1)  Directed  TMA  staff  to  proceed  with  an  in-office  pa- 
tient satisfaction  survey  kit.  (2)  Agreed  to  utilize  TMA’s  publi- 
cations to  distribute  information  concerning  programs  available 
to  potentially  hazardous  drivers.  (3)  Directed  the  Legislative 
Department  to  pursue,  through  legislation  or  other  means,  the 
requirement  that  all  public  school  buses  be  equipped  with  seat 
belt  restraints.  (4)  Directed  the  MedWire  Committee  to  investi- 
gate the  implementation  of  a chat  room  for  TMA  members. 

Agreed  to  the  Following  Policy  for  TMA  Committees:  (1) 
Guidelines  for  meeting  setting  and  attendance  be  established 
and  presented  to  each  member  of  a committee  when  appointed 
to  a committee;  (2)  if,  after  following  the  meeting  guidelines,  a 
quorum  is  not  present  for  a committee  meeting,  the  meeting 
should  continue;  (3)  written  reports  and  recommendations  may 
be  submitted  to  the  TMA  Board  of  Trustees  for  review  and/or 
action,  providing  a notation  in  the  report  states  the  number  of 
committee  members  in  attendance;  and  (4)  detailed  minutes  be 
sent  to  all  committee  members  following  the  meeting  asking 
those  not  present  at  the  meeting  to  respond  to  the  chairman  with 
any  questions  and/or  additional  input. 

Committee  Changes:  (1)  Agreed  to  dissolve  the  Managed 
Care  Committee.  (2)  Renamed  the  Practice  Management  Com- 
mittee to  Practice  Management  and  Managed  Care  Committee 
and  revised  its  duties  and  responsibilities.  (3)  Redefined  areas 
of  involvement  and  focus  for  the  Governmental  Medical  Ser- 
vice and  Third  Party  Payors  Committee. 

Appointments: 

Perinatal  Advisory  Committee:  Agreed  to  submit  the  names 
of  Drs.  Festus  Adebonojo,  Johnson  City;  Herbert  Weibe,  Johnson 
City;  and  Gail  Galemore,  Johnson  City,  for  consideration  of 
appointment  to  the  Perinatal  Advisory  Committee,  medical 
school  representative.  Agreed  to  submit  the  name  of  Dr.  Mark 
Taslimi,  Chattanooga,  for  consideration  of  reappointment  to  the 
Perinatal  Advisory  Committee,  Regional  (East  TN)  Obstetrical 
Unit.  Agreed  to  submit  the  name  of  Dr.  Steven  Prinz,  Knox- 
ville, for  consideration  of  reappointment  to  the  Perinatal  Advi- 
sory Committee,  member-at-large  position. 

Public  Health  Council:  Agreed  to  submit  the  names  of  Drs. 
Lloyd  C.  Elam,  Nashville;  Denise  M.  Buntin,  Hermitage;  and 
Louis  J.  Bernard,  Nashville,  for  consideration  of  appointment 
to  the  Public  Health  Council. 

TennCare  Pharmaceutical  Care  Advisory  Board:  Agreed  to 
submit  the  names  of  Drs.  Tim  Linder,  Selmer;  W.  Scott  West, 
Nashville;  Charles  Leonard,  Jefferson  City;  Richard  Lane, 
Franklin;  Tedford  Taylor,  Elizabethton;  and  Wade  Denney,  Co- 
lumbia, for  consideration  of  appointment  to  the  TennCare  Phar- 
maceutical Care  Advisory  Board. 

TMA  Student  Education  Fund,  Inc:  Agreed  to  submit  the 
name  of  Dr.  Joel  Locke,  Franklin,  to  the  TMA  Student  Educa- 
tion Fund,  Inc.  for  consideration  of  appointment  to  its  Board  of 
Directors. 

Small  Employers  Group  Health  Insurance  Committee: 
Agreed  to  submit  the  name  of  Dr.  Robert  W.  Herring  Jr.,  Nash- 
ville, for  consideration  of  appointment  to  the  Small  Employers 
Group  Health  Insurance  Committee. 
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CME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization 
conducting  such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor  of  CME 
should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 


Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  I credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available.  In 
some  cases,  registration  numbers  are  limited. 

Dec  5-6  23rd  Annual  High-Risk  Obstetrics  Seminar 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 


Memphis 

Dec  6 Clinical  Update  for  the  Comprehensive  Ophthalmologist 
Jan  12-13  Pediatric  Advanced  Life  Support  Provider  Course 
Feb  16-19  1 0th  Annual  Update  in  Obstetrics  and  Gynecology — 

Grand  Cayman  Island,  BWI 
Feb  21-22  Radiology  Conference 

Feb  23-24  Pediatric  Advanced  Life  Support  Provider  Course 
March  7-14  Current  Issues  in  Obstetrics  and  Gynecology — 
Snowmass  Village,  Colo. 

March  1 5-20  3 1 st  Annual  Review  Course  for  the  Family  Physician 
April  2-4  Symposium  on  Critical  Care  and  Emergency  Medi- 
cine— Hot  Springs,  Ark. 

April  20-2 1 Pediatric  Advanced  Life  Support  Provider  Course 


Chattanooga 

Feb  22-27  Clinical  Medicine — Maui,  Hawaii 

April  12-16  Primary  Care  Medicine  Update — San  Juan,  PR. 

For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


ERRATUM 

In  the  article  “Water  Hardness  and  Cardiovascular  Death  Rates 
in  Tennessee,”  by  Blair  Dillard  Erb  Sr.,  MD,  in  the  August  issue 
of  Tennessee  Medicine,  on  p.  315  we  erroneously  published  a 
Figure  that  said  “National  Water  Summary  1996...”  The  correct 
year  was  1986.  We  regret  any  confusion  this  may  have  caused. 
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□ Has  Changed  During  Preceding  1 2 Months  (Publisher  must  submit  explanation  ol  change  with  this  statement) 
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Team  Health  has  Immediate  Opportunities 


Directorships  & Regular  Staffing  Opportunities 

Greater  Chattanooga  Area  — Annual  ED  patient  volumes  for 
these  facilities  in  the  Chattanooga  area  range  from  12,000  to  18,000. 
Chattanooga  is  home  to  the  Tennessee  Aquarium  and  the  Chatta- 
nooga Choo  Choo. 

Greater  Knoxville  Area  — These  facilities  in  the  Knoxville 
area  have  annual  ED  patient  volumes  ranging  from  12,000  to 
40,000.  Knoxville  is  located  in  the  foothills  of  the  Smoky  Mountains 
in  beautiful  East  Tennessee. 

Greater  Nashville  Area  — This  area  has  several  facilities  with 
ED  volumes  ranging  from  18,000  to  30,000.  There’s  never  a dull 
moment  with  all  of  the  recreational  and  cultural  opportunities 
provided  by  Tennessee’s  state  capital. 

Tri-cities  Area  — Approximate  annual  ED  patient  volume 
for  these  facilities  is  18,000  to  23,000.  The  Tri-cities  area  is 
nestled  in  the  foothills  of  the  Appalachian  and  Great  Smoky 
Mountains  of  northeast  Tennessee. 


Team  Health  is  seeking  EM,  IM  or  FP  physicians  for  these 
emergency  medicine  opportunities.  We  offer  competitive 
compensation,  flexible  scheduling  with  no  on-call  and  paid 
malpractice  insurance. 


For  more  information  about  these 
opportunities,  call  Lee  Ann  Long  at 

1-800-909-8366 


TEAM 

HEALTH 


Visit  us  on  the  Internet  at  http://www.team-health.com 


RURAL  AREAS  SEEKING 
PRIMARY  CARE  PHYSICIANS 

Rural  Health  Services  Consortium,  Inc.,  which  operates  nine 
medical  centers  located  in  the  scenic  mountains  of  Northeast 
Tennessee,  is  accepting  CVs  from  physicians.  These  health 
care  centers  offer  competitive  wages  and  superior  benefits. 
This  consists  of  401 K,  mileage  reimbursement,  paid  malprac- 
tice insurance,  continuing  medical  education,  ten  official  holi- 
days off  with  pay,  and  relocation  is  available. 

If  interested  in  becoming  a part  of  our  work  team,  mail  CVs  to 
Ms.  Misty  Trent,  Rural  Health  Services  Consortium,  Inc.,  3825 
Hwy.  66  South,  Rogersville,  TN  37857.  Phone  (423)  272-9163, 
fax  (423)  272-4980,  e-mail  address  rhscmis@planetc.com. 
EOE 


Primary  Care  Physicians 
Mid-Level  Practitioners 


Corrections  Corporation  of  America  (CCA)  has 

immediate  openings  for  medical  staff  positions. 

Career  opportunities  in  privately  operated  correctional  facilities.  Currently 
considering  applicants  for  West  Tennessee,  Mississippi  and  Virginia.  Low 
HIV+  caseload,  no  inpatient  duties.  Total  compensation  package  $150,000+ 
for  full-time  positions.  No  J-t  positions  Send  letter  with  C.V.  to: 

C.W.  Fletcher,  MD,  MPH 
Medical  Director 
CCA 

102  Woodmont  Boulevard 
Nashville,  TN  37205 
Fax:  (615)  269-8636 


Cd 


Coueclions 
Corporation  of 
yfrnerica 


CCA  is  an  equal  opportunity  employer.  M/F/Vet/HP 


\ Staff  Care , Inc. 


f'The  nation's  fastest  growing 
locum  tenens  firm" 


YOUR  BEST  MOVE  FOR 

LOCUM  TENENS 


(800)  685-2272 

http://wivw.locumsnet.com 


Ask  for : 

JJ-  COX,  ext.  2370  or 
Brian  Lund,  ext.  2379 


• Nationwide  opportunities 

• Excellent  per  diem  pay 

• Occurrence  malpractice 

• Paid  travel,  licensure,  lodging 


Staff  Care  is  proud  to  sponsor 
the  Country  Doctor  of  the  Year  Award 


Unable  to  place  J-1  orH-1  physicians 


MEDICAL  DIRECTOR 

We  are  a new  Nashville-based  full  service  demand 
management  healthcare  company.  Our  services 
include  nurse  triage,  chronic  disease  management 
and  general  health  information  to  callers  on  a 
national  basis.  We  are  seeking  a highly  creden- 
tialed  and  respected  physician  with  a minimum  of 
two  years  payor  experience  to  serve  as  Medical 
Director  reporting  to  the  CEO.  This  position  will 
be  responsible  for  the  design  and  development  of 
demand  management  protocols,  disease  manage- 
ment policies  and  procedures,  new  product  lines,  a 
national  advisory  panel  of  recognized  medical 
experts,  and  joint  venture  partnerships  to  create  a 
virtually  integrated  delivery  system.  The  position 
will  partner  with  the  development  team  to  estab- 
lish accounts  with  payors,  medical  directors,  hospi- 
tals and  at-risk  provider  groups.  Additionally,  the 
position  will  develop  and  manage  quality  improve- 
ment and  outcomes  management  and  quality  assur- 
ance programs. 

Qualified  individuals  should  submit  a cover  letter, 
resume,  medical  references  and  salary  requirements  in 
complete  confidence  to:  Dept.  G19/SB,  1050 
Crown  Pointe  Parkway,  Ste.  295,  Atlanta,  GA 
30338.  EOE. 
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Career  Opportunity  Advertising 


Listings  tor  Career  Opportunities  are  sold  as  follows:  $35  for 
the  first  50  words  ($25  for  TMA  members),  25  cents  for  each 
additional  word.  Count  as  one  word  all  single  words,  two  initials 
of  a name,  single  numbers,  groups  of  numbers,  hyphenated 
words,  and  abbreviations.  Advertisers  may  utilize  a box  number 
for  confidentiality,  if  desired,  in  care  of  Tennessee  Medicine, 
PO  Box  120909,  Nashville,  TN  37212-0909.  Use  of  this  box  in 
an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of  the  2nd 
month  preceding  the  desired  month  of  publication,  and  will  be 
subject  to  approval.  No  phone  orders  will  be  accepted.  Pay- 
ment must  accompany  order.  Each  listing  will  be  removed  after 
its  first  publication  unless  otherwise  instructed.  Fee-for-service 
agency  advertisements  are  not  accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO  Box 
120909,  2301  21st  Ave.  South,  Nashville,  TN  37212-0909. 
Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

NORTH  ALABAMA — -Community  Health  Partners,  a Physician 
Practice  Management  Company  affiliated  with  a coalition  of  five 
regional  hospitals,  is  seeking  highly  qualified,  enthusiastic  family 
practice  physicians  for  a variety  of  practice  opportunities  in  the 
Huntsville,  Alabama  area.  A competitive  salary,  excellent  ben- 
efits, and  access  to  a bonus  plan  are  just  a few  of  the  many 
perks  you  will  enjoy.  Ideal  area  for  raising  a family:  top  schools, 
abundance  of  recreational  and  cultural  activities,  low  cost  of  liv- 
ing, taste  of  all  four  seasons.  Home  to  the  Marshall  Space  Flight 
Center,  the  U.S.  Space  and  Rocket  Center,  and  many  high-tech 
corporations.  Southern  Tradition  That’s  State-of-the-Art.  For 
more  information,  call  Julie  Franklin  at  1 -800-31 9-4CHP  today, 
or  fax  CV  in  confidence  to  205-532-3252. 


Immediate  Emergency  Medicine 
Opportunities  in 

Tennessee 

Kentucky 

Virginia 

Georgia 

Emergency  Coverage  Corporation,  a physician 
staffing  group  located  in  Knoxville , Tennessee,  has 
full-  or  part-time  opportunities  available  in  rural 
emergency  departments  in  Tennessee,  Kentucky,  Virginia 
and  Georgia.  Physicians  who  have  completed  a residency 
in  Emergency  Medicine  or  a Primary  Care  specialty  with 
Emergency  Medicine  experience  will  be  considered. 

Emergency  Coverage  Corporation  provides  flexible 
schedules,  competitive  compensation  and  paid  malprac- 
tice insurance. 


For  more  information,  fax  your  CV 
to  Jackie  Thurman  or  Deborah  Witt 
at  (423)  693-4064  or  call 

f -800-577-7707 


ECC 

EMERGENCY  COV  ERAGE 
CORPORATION 


COLUMBIA  OPPORTUNITIES 
NORTHEASTTENNESSEE 

NORTHEAST  TENNESSEE  POSITIONS  AVAILABLE — All  located  in  the  same  area.  Family-oriented  com- 
munity, located  in  the  beauty  of  the  mountains  and  lakes.  Population  57,000. 

#1  Need  three  Family  Practice  physicians  to  join  a practice  of  five  already  established  primary  care  phy- 
sicians. The  practice  will  pay  you  an  exceptional  base  salary,  superior  benefits,  plus  incentives.  Plans 
are  being  made  to  move  to  a new  site  by  December  1997.  Excellent  call  schedule! 

#2  Primary  Care  physician  seeking  partner  for  private  practice.  Will  discuss  salary  guarantee  for  your  first 
year  and  other  incentives. 

#3  Family  Practice,  IM/Peds,  or  Peds  physicians  to  join  an  already  established  group,  seeking  to  form  a 
multispecialty  group.  Will  discuss  either  salaried  or  guarantee  assistance.  New  office  building  in  pro- 
cess with  move  expected  in  summer  of  1998. 

#4  Need  one  Family  Practice  physician  to  join  two  other  FPs.  Will  work  with  them  in  their  office  while  they 
phase  out  toward  retirement,  therefore  leaving  their  practice  to  someone  they  are  sure  will  give  their 
patients  quality  care. 

For  more  information  and  confidential  consideration  on  any  of  the  positions  listed  above,  please  contact: 

Anne  Helvey,  Director  of  Physician  Services 
Columbia  North  Side  Hospital,  Columbia  Sycamore  Shoals  Hospital 
Columbia  Johnson  City  Specialty  Hospitals 
401  Princeton  Road,  Johnson  City,  TN  37601 
Phone  (423)  854-5805  or  Fax  (423)  854-5748 
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TMA  PHYSICIAN  SERVICES,  INC. 

A Subsidiary  ol  THE  TENNESSEE  MEDICAL  ASSOCIATION 

2301  21st  Avenue  South  • PO  Box  120909  • Nashville.  Tennessee  37212-0909 
Phone  (6  IS)  38S-2I00  • Fax:  (6IS)  383-S910 

April  25,  1997 

Dear  Doctor: 

We  are  pleased  to  announce  that  TMA  Physician  Services  has 
entered  an  agreement  with  American  Business  Forms  and 
Promotions  (ABF),  the  third  largest  independent  distributor  of 
office/computer  supplies  and  business  forms  in  the  U.S.,  as  the 
vendor  of  choice  to  bring  you  a new  membership  benefit.  This 
program  has  been  designed  exclusively  for  TMA  members  and 
offers  a high  quality  and  cost  effective  office  products  group 
purchasing  program  that  guarantees  to  reduce  your  costs. 

The  American  Business  Forms  and  Promotions  will  arrange  an 
exclusive  toll-free  number  to  facilitate  the  ease  of  ordering  and 
will  be  promoting  in  the  near  future  a website  for  on-line  orders  as 
well.  American  guarantees  savings  and,  in  most  cases,  overnight 
delivery  regardless  of  the  size  of  the  order  with  no  shipping 
charges.  If  a product  or  special  item  is  not  in  stock,  American  will 
locate  it  for  you. 

We  invite  your  consideration  of  this  quality  product  and  cost 
effective  program. 

Sincerely, 

Charles  W.  White,  M.D. 

President 


GUARANTEED  VENDOR  NO  FREIGHT 
SAVINGS  OF  CHOICE  CHARGES 


0 YES,  PLEASE  RUSH  ME  THE  TMA 
MEMBER  KIT!  FAX  1-800-440-9807 
AND  START  SAVING  MONEY  TODAY! 


PRACTICE  NAME 

CONTACT 

ADDRESS 

CITY STATE ZIP. 

FAX  NO. 

PHONE  NO. 


TOLL  FREE 

FAX  800-440-9807  PHONE  888-921-7283 


* OFFICE  SUPPLIES*COMPUTER  SUPPLIES  & 
EQUIPMENT*MEDICAL  FORMS  &PRINTING 
*MEDICAL  SUPPLIES*INDEX'S*PATIENT 
FOLDERS* HYGIENE  SUPPLIES*PROMOTIONAL 
ITEMS*COMMUNICATIONS* 
*UNIFORMS* 


TMA/AMERICAN 
Group  Purchasing  Program 

TMA 
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INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation— Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
tor, John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover 
letter  should  identify  one  author  as  correspondent  and  should  include  his  complete 
address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must 
be  typewritten,  double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow 
wide  margins  on  each  page  to  facilitate  editing.  Pages  should  be  numbered  and 
clipped  together  but  not  bound.  Along  with  the  typed  manuscripts,  we  encourage 
you  to  submit  an  IBM-compatible  3-1/2"  high-density  diskette  containing  the 
manuscript  in  WordPerfect  or  ASCII  format;  the  transmittal  letter  should  identify 
the  format  used. 

Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medi- 
cine is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  prop- 
erty of  Tennessee  Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a 
condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright  owner- 
ship of  such  material  to  Tennessee  Medicine.  No  contribution  will  be  published 
unless  such  a conveyance  is  made. 

References — References  should  be  limited  to  20  for  major  communications  and  10 
for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive 
order,  not  alphabetically.  Personal  communications  and  unpublished  data  should  be 
included  only  within  the  text.  The  following  data  should  be  typed  on  a separate  sheet 
at  the  end  of  the  paper:  names  ol  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last 
pages,  and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  al: 
Cancer  in  parents  of  children  with  cancer.  N Engl  J Med  333:1594-1599,  1995. 
Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be 
identified  on  the  back  with  the  author’s  name,  the  figure  number,  and  the  word 
“top,”  and  must  be  accompanied  by  descriptive  legends  typed  on  a separate  sheet. 
Tables  should  be  typed  on  separate  sheets,  be  numbered,  and  have  adequately 
descriptive  titles.  Each  illustration  and  table  must  be  cited  in  numerically  con- 
secutive order  in  the  text.  The  Editor  will  determine  the  number  of  illustrations  and 
tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement 
from  both  the  author  and  publisher  giving  Tennessee  Medicine  permission  to  repro- 
duce them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspon- 
dent author  before  publication. 
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Searching  the  WORLD 
Wide  Web  for  H 


on  the  World  Wide  Web. 
Passport  Health  Communications  offers  cost-effective,  easy  to 
understand  Internet  solutions  for  the  health  care  industry. 


• Practice.Net  — easy,  inexpensive  access  to  the  future 
with  your  own  custom-designed  Web  page. 

• OneSource  — immediate  access  to  eligibility,  claims 
status,  provider  panels  and  more  with  just  a point 
and  click. 

• Internet  Consulting  — development  of  long-term 
communications  strategy  utilizing  the  Internet. 


For  more  information,  check  out  our  web  site: 

www.passporthealth.com  or  call  1-888-661-5657 


PASSPORT  HEALTH  COMMUNICATIONS 


Your  ticket  to  the  Internet 


Well,  At  Leccst  Youl 
Know  WLlccKs  Causing 
Your  Pcd-OitcctLorrs. 


P 

Aracticing  medicine  is  exciting  enough  without  having  to  face  the 
prospect  of  catastrophic  litigation.  Let  the  insurance  professionals 
at  physician  owned  and  operated  State  Volunteer  Mutual  Insurance 
Company  help  keep  your  stress  level  in  check.  For  over  20  years, 
our  financial  strength  and  security,  powerfully  demonstrated  by  an 
outstanding  rating,  has  helped  physicians  endure  an  increasingly 
hostile  legal  environment.  Join  the  more  than  9,500  practicing 
physicians  who  have  chosen  SVMIC  as  their  malpractice  insurer. 
It’ll  do  your  heart  good. 


V . 


STATE  VOLUNTEER  MUTUAL  INSURANCE  COMPANY 

For  more  information,  contact  Randy  Meador  or  Susan  Decareaux 
P.O.  Box  1065 
Brentwood,  TN  37024-1065 

1-800-342-2239  or  (615)  377-1999  • FAX  (615)  377-9192 
e-mail  address:  svmic@svmic.com 
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President  Regional  Sales  Manager 

Healthcare  Consultants  MAG  Mutual  Insurance 

of  America,  Inc.  Company 


Tom  Harkins 
Senior  Account  Executive 
MAG  Mutual  Insurance 
Company 


Carol  A.  Quaif 
Vice  President 
MAG  Mutual  Insurance 
Agency,  Ltd. 


Michael  C.  McGeehan 
Senior  Advanced  Underwriter 
MAG  Mutual  Financial 
Services,  Inc. 


We're  Not  Actually  Physicians, 
But  We  Do  Know  How  To  Operate. 


MAG  Mutual  Insurance 
Company  is  as  close  to  the  health- 
care community  as  any  group  of 
people  can  be  without  actually 
practicing  medicine. 

We  were  formed  by  physicians. 
We  are  directed  by  physicians  and 
healthcare  executives.  We  are  owned 
by  our  physician,  hospital  and 
managed  care  organization  policy- 
holders. And  the  needs  of 
these  groups  are  our  exclusive 
focus.  We  know  how  to 
operate  in  this  arena. 

We've  developed  a 
strong  reputation 
as  a medical  pro- 
fessional liability 


insurance  company  and  along  with 
our  affiliate  companies  of  the  MAG 
Mutual  Group,  we  also  provide 
physicians  with  a complete  range  of 
office  and  workers'  compensation 
coverages,  group  health  insurance, 
practice  management  consulting 
and  physician  billing  services. 

This  impressive  array  of  prod- 
ucts, services  and  benefits  provides 
a one-stop  shop  for  physicians. 

More  than  6,300  physi- 
cians approve  of  how  we 
operate.  Now  we  welcome 
the  opportunity  to  prove 

ourselves  to  you. 
For  information, 
cab  1-800-282-4882. 


MAG  MUTUAL 
INSURANCE  COMPANY 


A Member  of  MAG  Mutual  Group 
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President’s  Comments 


Interesting  Times 

This  has  been  the  type  of  year  that  the  Chinese  philosophers  might  refer  to  as  “interesting 
times.”  They  tend  to  wish  them  upon  people  as  a curse  disguised  as  a blessing;  as  in  “may  you 
live  in  interesting  times.”  The  national  economy,  as  reflected  by  the  stock  market’s  perfor- 
mance, unemployment  figures,  and  the  discussion  of  national  debt  and  tax  reform  by  Congress, 
has  tended  to  be  on  the  optimistic  side.  Advances  in  science  and  technology  have  been  unprec- 
edented from  cloning  of  sheep  to  pictures  from  Mars.  The  ability  to  communicate  has  reached 
a level  of  staggering  proportion  by  way  of  the  world  wide  web.  The  availability  of  information 
on  any  subject  is  at  our  fingertips. 

New  surgical  procedures  and  new  and  better  ways  of  doing  old  procedures  have  made  excit- 
ing times  for  the  medical  profession.  Taking  out  organs  that  have  gone  sour  and  repairing  de- 
fects and  lesions  in  vital  structures  in  many  cases  have  become  “band  aid”  surgery.  New  drugs 
and  vaccines  have  shown  promise.  Indeed  these  are  interesting  times. 

At  the  Tennessee  Medical  Association  our  legislative  and  governmental  affairs  efforts  have 
been  met  with  mixed  success.  We  proved  to  be  on  the  correct  side  in  the  diet  pill  controversy 
when  the  FDA  pulled  the  plug  and  agreed  that  the  risks  were  unacceptable.  We  have  aired  our 
views  with  Governor  Sundquist  and  his  staff  and  might  have  had  some  effect  on  a few  of  the 
problems  related  to  TennCare.  As  you  are  aware  we  are  working  hard  to  increase  TMA  mem- 
bership and  are  developing  a company  with  our  component  societies  that  will  help  members 
and  others  with  credential  verification,  office  site  visits,  and  other  services.  At  the  same  time  we 
have  influenced  the  state  legislature  to  study  the  possibility  of  softening  the  rules  on  the  pro- 
jected physician  profiling  act,  which  will  likely  pass  this  next  year.  More  interesting  times! 

How  have  we  as  a nation,  a state,  and  a profession  responded  to  the  good  and  bad  that  have 
come  from  all  these  technical,  scientific,  and  legislative  endeavors?  As  dramatic  as  some  of 
them  may  seem,  how  important  are  they  for  our  short-term  or  long-term  benefit?  Most  of  us 
have  not  been  permanently  etched  by  any  of  the  products  of  these  interesting  times,  although 
some  have  been.  One  group  of  high-tech  computer  experts  have  passed  beyond  their  web  site 
and  through  “Heaven’s  Gate.”  Columbia-HCA  got  caught  with  its  hand  in  the  till.  Phen-fen  got 
outlawed.  It’s  too  early  to  say  what  the  long-term  effects  of  sheep  cloning,  web  sites,  or  laws 
among  medical  care  will  be,  but  we  all  must  agree  that  these  are  interesting  times. 

At  this  time  of  the  year  it  is  good  to  pause  and  reflect  on  all  the  good  that  has  come  to  us  as 
a nation,  and  to  consider  that  even  these  interesting  times  are  indeed  a blessing.  All  of  us  on  the 
Board  and  staff  at  the  TMA  wish  you  all  a happy  holiday  season.  May  this  be  an  interesting  time 
filled  with  Peace  on  Earth  and  Good  Will  to  all. 
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The  University  of  Tennessee  Medical  Center  at  Knoxville  is  comprised  ot  University  Memorial  Hospital 

THE  UNIVERSITY  OF  TENNESSEE  and  the  Graduate  School  of  Medicine-  Together,  these  entities  embody  the  Medical  Center's  philosophy 


Editorials 


John  B.  Thomison,  MD 


Dreaming  of  a White  Christmas 

I usually  start  out  my  Christmas  editorials  bemoaning  my  having  to  do  this  when  here  it  is 
not  even  the  middle  of  October,  the  leaves  are  all  on  the  trees  and  not  even  showing  fall  colors, 
and  it’s  hot  and  summery,  and  dry.  The  farthest  thing  from  the  mind  of  most  folks  would  still  be 
Christmas  were  it  not  that  the  Christmas  catalogs  and  Christmas  appeals  for  largesse  have  been 
coming  for  at  least  a month  now,  starting  soon  after  Labor  Day,  though  it  seems  this  year  they 
have  delayed  a bit.  As  I said,  that’s  the  way  I usually  introduce  these  pieces.  But  this  year  is 
going  to  be  different.  I’m  going  to  play  it  straight  and  get  right  into  the  Christmas  spirit.  (He 
said. Hahahahaheeheeheeeeeee!) 

That  is,  I’m  going  to  do  that  if  I can  figure  out  just  what  the  Christmas  spirit  is.  I have  been 
operating  all  these  years  on  the  assumption,  which  may  be  presumption  on  my  part,  that  I know 
what  the  Christmas  spirit  is.  In  fact,  when  I was  little  I did  know  perfectly  well  what  it  was.  It 
was  Santa  Claus.  I knew  about  the  Baby  Jesus,  of  course,  but  that  was  something  the  grown-ups 
threw  into  the  hopper  to  confuse  us  kids — sort  of  keep  our  minds  off  the  closets  and  such  things. 
I was  in  school  before  the  fiction  of  Santa  Claus  was  dispelled,  but  long  before  that  I knew  the 
answer  to  the  often  raised  question  about  how  Santa  could  carry  enough  in  that  little  sleigh  to 
satisfy  all  the  little  kids  in  the  world:  he  put  some  of  ’em  in  Daddy’s  closet,  and  by  extension, 
the  closets  of  the  world. 

Well,  as  I grew  up,  having  been  told  by  my  father  one  day  when  I was  in  about  the  second 
grade  that  Santa  Claus  was  really  a figment,  and  represented  the  spirit  of  giving,  I found  my 
vision  broadened.  Having  said  that,  though,  as  I think  about  it  that  comment  is  not  entirely 
correct:  My  vision  broadened,  all  right,  but  I didn’t  find  the  broadening.  I think  maybe  God  did 
make  his  way  into  it  somewhere  during  that  time,  but  I really  have  no  recollection  of  His  doing 
it.  What  I remember  mostly  is  my  getting  because  other  people,  mostly  my  parents,  were  giv- 
ing, and  that  early  on  Christinas  morning — as  early  as  my  brother  and  I could  roust  our  parents 
out — we  “got  ours.”  Some  of  our  friends  got  theirs  on  Christmas  Eve,  thereby  avoiding  the  morn- 
ing rush.  (Or  actually,  their  parents  avoided  the  Christmas  morning  rush.)  I have  one  memory  of 
going  to  church  and  bragging  about  something  or  other  I’d  gotten,  but  I don’t  recall  that  to  have 
been  a recurring  situation.  It  might  have  been  just  that  Christmas  fell  on  Sunday  that  year. 

Believe  it  or  not,  you  youngsters,  since  with  global  warming  snow  has  become  more  or  less 
passe  in  these  parts,  memory  tells  me  that  snow  played  an  important  part  in  my  Christmases. 
How  much  it  actually  did,  I have  no  idea.  I’d  have  to  check  the  stats.  That’s  just  the  way  I 
remember  it.  Getting  the  Christmas  tree  off  the  Incline  and  pulling  it  home  maybe  a mile  away 
on  the  sled.  Sloshing  around  in  deep  snow.  Seeing  the  colored  Christmas  lights  flickering  on  the 
ermine  surface  of  the  lawn.  Sledding  down  the  hills,  and  sometimes  all  the  way  down  what  at 
that  time  passed  for  a highway  down  Lookout  Mountain  to  St.  Elmo  at  the  foot,  to  return  to  the 
top  via  the  Incline.  Hiking  along  the  sometimes  deeply  buried  trails  in  Point  Park  (now  a part  of 
Chicamauga  National  Monument)  that  comprised  the  greater  part  of  the  mountain’s  sides.  Snow- 
ball fights  and  snowmen.  And  snow  ice  cream,  a luxury  that  eludes  modern  man,  especially  the 
kids  and  their  mothers,  even  in  areas  where  the  snowfall  is  heavy.  If  you  doubt  the  necessity  for 
that,  the  next  time  there  is  snow-melt  on  your  car,  go  out  and  see  what  has  been  left  behind  on 
its  once  shiny  surface,  and  then  decide  if  you’d  still  care  to  eat  some.  Snow  made  great  sport  for 
us  kids.  I suspect  our  parents  viewed  it  more  as  an  annoyance  to  themselves  and  a danger  to 
their  children,  though  I don’t  remember  their  letting  on  that  it  was. 

The  Second  World  War  stranded  large  numbers  of  American  boys  accustomed  to  white  Christ- 
mases in  places  that  were  brown  and  green,  and  often  stained  red  with  their  own  blood  and  that 
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of  their  buddies,  with  no  sign  of  white.  They  were  a ready-made,  nostalgic,  appreciative  audi- 
ence for  Irving  Berlin’s  moving  “White  Christmas”  when  it  appeared  in  the  movie  which,  to  the 
surprise  of  many  people  who  weren’t  around  in  those  days  was  not  of  the  same  name,  but  was 
Holiday  Inn.  It  got  a lot  of  people,  American  and  otherwise,  to  dreaming  of  a white  Christmas 
who  had  never  experienced  a white  Christmas.  To  them  it  looked  cool,  which  it  was  indeed, 
even  if  it  was  inconvenient,  but  not  cold,  which  it  also  was,  along  with  inconvenient. 

Of  course  most  of  those  displaced  young  men  and  women  were  dreaming  of  any  kind  of 
Christmas  at  all,  preferably  one  that  was  far  from  where  they  happened  to  be  at  the  time,  just  as 
long  as  they  could  stay  alive,  which  often  appeared  doubtful.  And  all  too  often  that  dream  failed 
as  well.  There  were  others  who  would  experience  a Christmas  around  Bastogne  that  was  all  too 
white  and  all  too  cold— and  all  too  deadly.  To  many  of  those  who  as  kids  had  lost  sight  of  the 
God  who  is  in  Christmas,  except  what  they  remembered  of  the  Baby  Jesus  in  the  manger,  He 
became  closer  than  the  next  second.  A whole  lot  of  them  never  saw  that  next  second  in  this  life. 

For  uncounted  millions,  of  course,  the  world  is  upside  down,  and  even  when  snow  comes  to 
those  areas,  it  does  not  do  it  at  Christmas  time.  It  comes  in  June  and  July,  so  that  Christmas  is  in 
midsummer,  and  anything  but  white.  A friend  of  mine  who  emigrated  with  her  family  as  a child 
from  Scotland  to  Victoria,  Australia  tells  me  that  some  of  the  transplants  from  the  Northern 
Hemisphere  have  a Christmas  dinner  with  all  the  fixin’s,  sometimes  with  gift  giving  and  even  a 
Christmas  tree,  in  midyear,  when  it  is  cold,  and  in  some  places  snowy,  though  snow  is  rare  in 
Australia  except  in  the  mountains. 

But  of  course  one  doesn’t  have  to  cross  the  equator,  or  even  leave  the  United  States,  to 
experience  that.  Inhabitants  of  the  northern  United  States  hit  the  road  in  droves  around  Thanks- 
giving to  winter  in  Florida  or  Arizona,  and  so  pass  the  holidays  among  waving  palm  trees  in 
places  many  of  whose  inhabitants  never  see  snow,  and  who  within  memory  of  many  of  us  still 
around  today  would  have  been  unlikely,  before  rapid  travel  became  widely  available  after  the 
Second  World  War,  ever  to  see  it.  To  give  winter-bred  mainlanders  some  slim  perception  that 
they  are  close  to  home,  a large  shopping  mall  in  Honolulu  has  a snow  scene  with  reindeer  and  a 
Santa  Claus  all  dressed  in  furry  red  out  front,  and  Christmas  lights  are  strung  out  across  the 
streets  amid  in  bright,  summery  sun. 

The  Roman  Saturnalia  was  initially  a seven-day  feast  beginning  on  Dec.  1 7 honoring  the  god 
Saturn.  It  was  marked  by  meditation  and  gift  giving,  and  during  that  time  the  slaves  were  invited 
to  share  with  their  masters  in  the  feasting.  It  eventually  degenerated  into  a period  of  unre- 
strained licentious  revelry.  To  lure  the  pagan  citizenry,  after  the  Emperor  Constantine  converted 
to  Christianity  the  Christian  church  adopted  the  popular  Saturnalia,  a well-known  and  exten- 
sively observed  celebration,  as  the  time  for  celebrating  the  birth  of  Jesus.  Saturn  was  forgotten. 
These  days  we  have  The  Holidays,  combining  Christmas,  Hanukkah,  and  the  New  Year.  Non- 
religious aspects  of  the  season  have  been  widely  embraced  by  many  of  the  emerging  non- 
Christian  countries,  and  Santa  Claus  is  found  the  world  over,  thanks  to  pervasive  communica- 
tions technology.  Like  Saturn,  the  Baby  Jesus  is  widely  ignored. 

So  what  is  the  spirit  of  Christmas?  Well,  I know  what  I was  brought  up  thinking  it  was,  and 
what  I still  believe,  lurks,  often  nearly  unseen  or  at  least  ignored,  down  there  somewhere  be- 
neath all  the  irreligious  commercial  patina.  But  an  archaeologist  from  another  planet  a few 
millennia  hence  might  conclude  something  vastly  different.  Wanna  know  what  I think?  I think 
his  (or  maybe  more  likely  her)  report  might  conclude  thusly: 

Christmas  (the  report  said)  was  a part  of  a midwinter  spasm  of  feasting  and  revelry,  with  the 
giving  and  receiving  of  gifts,  in  honor  of  its  patron  Saint,  who,  our  linguists  believe,  was  named 
Santa  Claus.  It  appears  he  was  a man  who  dressed  in  a red  suit  and  traveled  through  the  air  in  an 
open  vehicle  behind  a four-legged  creature  with  a bright  red  nose.  The  hymn  to  the  god  was 
“I’m  meditating  about  a white  Christmas.”  The  significance  of  “Christmas”  has  been  lost,  but  it 
appears  it  may  have  had  to  do  with  the  birth  of  a minor  deity,  since  there  are  in  the  deeper  levels 
of  some  excavation  sites  indications  of  a rude  birthplace,  and  indications  that  gifts  were  brought 
to  the  infant.  That  there  are  so  many  “birthplaces”  would  suggest,  however,  that  many,  or  per- 
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haps  all,  of  them  are  spurious.  The  deity  might  possibly  have  been  Santa  Claus  himself,  as  some 
believe.  The  significance  of  “white”  is  also  lost,  though  the  hymn  would  suggest  the  possibility 
of  frozen  precipitation.  It  is  difficult  to  be  sure  whether  or  not  water  was  ever  widespread  over 
the  planet,  since  most  of  the  surface  appears  to  have  been  incinerated  at  some  time,  thus  termi- 
nating life  as  we  know  it.  Radiation  readings  would  suggest  the  likelihood  of  a widespread 
nuclear  disaster,  which  might  have  been  initiated  by  the  inhabitants.  (End  of  Report.) 

We  in  the  “Bible  Belt”  get  an  inaccurate  picture  of  the  health  of  American  Christianity.  Over 
most  of  the  country  no  more  than  10%  of  the  population  are  regular  attendees  at  religious 
services,  and  over  the  rest  of  the  so-called  Christian  world  the  figure  is  even  smaller.  Churches 
everywhere  either  stand  vacant  or  have  been  converted  to  non-religious  uses.  Tired  of  the  quib- 
bling of  the  professionals  over  social  problems  at  the  expense  of  the  gospel,  people  are  coming 
to  view  the  religious  aspects  as  irrelevant,  and  denominations  an  abomination.  The  spirit  of 
Christmas  has  become  commercialized,  with  the  bottom  line  its  king. 

Furthermore,  the  minorities  (so-called)  seem  to  be  having  a problem  with  such  things  as 
nativity  scenes  and  so  on,  and  are  demanding  that  Christians  (that  is  Christ  followers,  not  nec- 
essarily church  members)  cease  and  desist.  In  the  East,  injunctions  are  replacing  the  Star.  For 
the  sake  of  those  of  us  who  believe  God’s  son  was  born  in  a cave,  and  was  not  crucified  between 
two  candlesticks  above  an  altar,  all  this  might  be  good  news.  We  shall  soon  become  a minority, 
and  consistent  with  our  minority  status  can  worship  God  in  spirit  and  in  truth.  This  should 
include  putting  up  nativity  scenes  at  Christmas  time  and  singing  such  carols  as  “Adeste  Fideles” 
instead  of  just  “White  Christmas”  and  “Rudolph  the  Red-Nosed  Reindeer.” 

Maybe  then  the  third  millennium  archaeologist  will  have  after  all  to  change  her  tune. 
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tors who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or  emotional 
illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  or  illness  is  detected  early.  The 
Committee  urges  family,  friends,  and  associates  to  avoid  misguided  sympathy  which  en- 
ables a physician’s  impaired  condition  to  deteriorate. 

HELP  US  TO  HELP 

Call  the  TMF  Physicians  Health  Program  at  (615)  893-7755  in  Murfreesboro.  Telephone 
message  service  available  around  the  clock. 
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If  you’ve  ever  said  this,  you  may  want  to  ask 
your  lab  to  use  Triage'  Plus  TCA. 


Stat. 


BIOSITE 


• Screens  urines  for 
8 classes  of  Drugs 
of  Abuse 

• Fastest  turnaround 
time  possible 

• Used  by  more  than 
2,500  hospitals 
nationwide 

• Stat  results  available 
24  hours  a day 


PANEL  FOR 


ABUSE 

PLUS  TRICYCLIC 
ANTIDEPRESSANTS 


The  First  Urine-based  Immunoassay 
For  Tricyclic  Antidepressants. 


Complete. 


Accurate. 


Reliable. 


The  TRIAGE  assay  provides  only  a preliminary  analytical  test  result.  A more  specific  alternate  chemical  method  must  be  used  in  order  to  obtain  a 
confirmed  analytical  result,  READ  COMPLETE  INSTRUCTIONS  PRIOR  TO  USE  AND  PRIOR  TO  INTERPRETING  TEST  RESULTS. 


11030  ROSELLE  ST. 
SAW  DIEGO,  CA  92121 

1-800-745-8026 


Practicing  Medicine 


Gan  Managed  Care  Work  in 
Rural  Areas? 


Angela  Meyer 

Nationwide,  commercial  managed  care  is  almost  non-ex- 
istent in  counties  that  are  not  contiguous  to  an  urban  corri- 
dor, except  those  in  which  there  is  at  least  one  large  em- 
ployer group.  This  is  not  surprising  since  most  managed  care 
models  are  based  on  economies  of  scale  that  can  be  achieved 
only  through  large  enrollment  numbers.  With  more  and  more 
commercial  plans  seeking  to  gain  market  share,  however, 
the  relatively  untapped  rural  market  is  not  likely  to  remain 
so  for  long.  The  question  is,  can  managed  care  work  for  rural 
communities? 

A recently  published  report  by  the  National  Rural  Health 
Association  (NRHA),  Market  Reform  and  Managed  Care: 
Implications  for  Rural  Communities,  recognized  that  while 
managed  care  has  the  potential  to  improve  access  to  primary 
care  services  in  underserved  communities,  the  models  that 
work  in  urban  areas  are  not  appropriate  for  rural  areas.  Funded 
by  the  U.S.  Department  of  Health  and  Human  Services,  the 
NRHA  report  states  that  the  following  seven  characteristics 
are  necessary  to  ensure  adequate  access  to  quality  health  care 
in  rural  communities: 

• The  system  must  be  built  on  essential  services  designed 
by  the  community  rather  than  by  an  external  entity  such  as  a 
managed  care  plan. 

• The  community  to  be  served  must  be  defined — depend- 
ing on  its  size,  the  system  may  be  population-based  or  ser- 
vice area-based. 

• The  epidemiology  of  the  community  must  be  considered 
to  determine  what  services  are  to  be  provided  locally. 

• Prevention  and  early  intervention  must  be  essential  com- 
ponents of  the  local  system. 

• Outcome  measures  must  be  community-oriented  as  well 
as  disease-based  so  as  to  ensure  that  community  needs  are 
given  priority  over  clinical  needs. 

• To  ensure  cost-effective,  appropriate  access  to  care,  there 
must  be  a single  accountable  entity  that  manages  local  health 
care  resources  and  assumes  risk. 

• Advanced  levels  of  care  must  be  provided  through  net- 
working with  external  resources,  rather  than  being  addressed 
independently  by  each  practitioner. 


Angela  Meyer  is  principal  of  Stewart  Meyer  Communications,  a 
communication  consulting  and  publication  production  firm 
serving  professionals  in  health  care,  law,  and  human  resources. 


Those  characteristics 
don’t  exactly  describe  the 
commercial  managed  care 
plans  most  of  us  are  familiar 
with  (or  TennCare  either  for 
that  matter).  Brian  Lapps  of 
Community  Health  Partner- 
ships (CHP)  in  Brentwood, 
says  that’s  because  most 
managed  care  plans  were 
designed  for  densely  popu- 
lated areas  with  more  than 
enough  health  care  services 
to  go  around.  The  former 
Baptist  Hospital  executive  maintains  that  not  only  is  it  unfair 
to  rural  communities  to  try  and  make  them  fit  within  urban 
managed  care  models,  but  it  doesn’t  work  for  managed  care 
insurers  either. 

CHP  is  a hospital  consulting  firm  that  works  with  rural 
hospitals  to  protect  them  from  losing  the  local  patient  base 
through  emigration,  which  occurs  when  a managed  care  plan 
sends  patients  away  from  the  community  for  specialty  and 
tertiary  care.  Lapps  says  CHP  retains  the  local  patient  base 
by  helping  client  hospitals  develop  a “competitive  PPO-type 
mechanism”  called  a community  health  alliance. 

Each  community  health  alliance  involves  all  stakeholders 
in  health  care  planning,  benefit  design,  and  resource  devel- 
opment. For  instance,  CHP  helps  the  client  hospital  build  a 
PHO  to  allow  local  providers  to  join  forces  and  take  a more 
proactive  role  in  the  development  of  the  health  care  delivery 
system.  Self-funded  employers  who  operate  in  the  commu- 
nity are  encouraged  to  become  members  of  the  governing 
body  so  they  too  have  a voice  in  how  local  health  care  deliv- 
ery and  utilization  controls  are  determined.  Lapps  claims  this 
is  necessary  because  “employers  see  a PHO  as  a fox  guard- 
ing the  henhouse — and  the  key  to  all  managed  care  is  trust.” 

While  it  is  not  an  answer  for  very  small  towns,  Lapps 
believes  CHP  can  help  mid-sized  communities — he  offered 
Gallatin  and  Bedford  County  as  examples — from  losing  their 
local  hospitals,  an  all  too  frequent  occurrence  these  days. 

One  of  the  key  ingredients  in  the  CHP  formula  is  to  offer 
area  residents  more  choice  in  who  delivers  their  care.  While 
patients  in  some  communities  are  encouraged  to  have  a pri- 


Lapps 
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mary  care  physician  deliver 
most  of  their  care,  they  still 
have  open-access  to  network 
specialists.  In  areas  where 
there  aren’t  enough  primary 
care  physicians  to  go  around, 
the  general  surgeon  may  act 
as  a gatekeeper. 

While  CHPs  may  be  able 
to  help  out  mid-sized  com- 
munities whose  hospitals  are  still  viable,  what  about  the  oth- 
ers? According  to  the  state  health  department,  at  least  13  of 
Tennessee’s  rural  hospitals  have  on  the  average  fewer  than 
1 5 overnight  patients — not  enough  to  pay  the  utility  bills  and 
staff,  much  less  keep  pace  with  expensive  technological  ad- 
vances. Former  HealthTrust  COO  W.  Hudson  Connery  Jr. 
had  a vision  for  such  areas  and  garnered  $30  million  in  ven- 
ture capital  to  form  Arcon  Healthcare  in  1995. 

Based  in  Nashville,  Arcon  Healthcare  goes  into  under- 
served areas  where  there  is  no  hospital,  or  where  there  is  a 
hospital  on  the  verge  of  closing,  and  builds  health  care  cen- 
ters to  deliver  primary  care  and  a full  range  of  diagnostic 
services.  Each  20,000  square  foot  “hospital  without  beds” 
houses  a primary  care  clinic,  a large  diagnostic  center  with  a 
certified  laboratory  and  imaging  equipment,  two  ambulatory 
surgery  suites,  and  an  emergency  care  clinic.  Though  the 
centers  do  not  perform  any  major  surgical  procedures,  they 
do  offer  24-hour  emergency  care  to  stabilize  severely  ill  pa- 
tients before  transferring  them  to  a tertiary  care  facility. 

But  it  isn’t  just  a bricks  and  mortar  solution.  According  to 
Dan  McAdams,  vice  president  of  managed  care,  Arcon’s  goal 
is  to  service  90%  of  the  health  care  needs  in  the  communities 
where  it  locates.  To  do  so  the  company  will  have  to  contract 
with  myriad  providers  and  insurers.  As  local  markets  dictate, 
Arcon  will  affiliate  with  specialty  physicians  and  other  pro- 
viders to  offer  occupational  medicine,  vision  care,  dental  care, 
pharmacy,  physical  therapy,  home  health  care,  durable  medi- 
cal equipment,  and  behavioral  health  care.  Telemedicine  will 
also  factor  largely  in  the  company’s  strategy.  For  instance,  a 
Nashville  orthopedic  group  is  under  contract  to  review  x-rays, 
MRIs,  and  CAT  scans  that  are  transmitted  over  phone  lines 
to  high-resolution  video  screens. 

McAdams  says  the  company’s  “cookie  cutter  approach” 
is  designed  for  areas  with  between  10,000  and  50,000  resi- 
dents within  a 15-mile  radius.  Before  entering  a community 
Arcon  looks  at  prior  utilization  and  migration  patterns  and 
conducts  extensive  interviews  with  community  leaders  and 
insurers.  Three  Tennessee  communities — Wartburg,  Soddy- 
Daisy,  and  Rockwood — are  among  Arcon’s  first  ten  ventures. 
The  others  are  in  Alabama,  Florida,  and  Nevada. 

With  the  rash  of  hospital  closings  in  America’s  small  towns, 
identifying  communities  that  are  good  prospects  for  the  health 


care  centers  has  not  been  a 
problem.  Indeed,  such  com- 
munities often  roll  out  the  red 
carpet  for  Arcon  because  it 
brings  quality  health  care  ser- 
vices to  people  who  would 
otherwise  have  to  travel  20  or 
more  miles  to  receive  such 
services. 

They  also  create  a few 
high-quality  jobs  for  remote  communities.  While  patient 
records,  purchasing,  and  bookkeeping  are  all  handled  at 
Arcon’s  Nashville  headquarters,  each  facility  has  a staff  of 
30,  at  least  two  of  whom  are  primary  care  physicians. 

And  what’s  in  it  for  them? 

“The  physicians  who  work  with  us  benefit  because  all  the 
administrative  hassles  are  taken  care  of  by  the  staff  at  head- 
quarters,” says  McAdams.  Local  doctors  who  sign  on  with 
the  centers  like  being  able  to  practice  in  high-tech  facilities 
with  equipment  they  couldn’t  afford  on  their  own.  McAdams 
also  claims  Arcon  physicians  are  given  the  opportunity  to 
take  the  lead  in  managing  patient  care.  He  says  the  doctors 
are  “reasonably  well  compensated”  and  there  is  a physician 
incentive  program  based  on  quality  of  outcomes  using  NCQA 
and  JCAHO  standards. 

While  Arcon  “likes  as  much  as  possible  to  work  with  phy- 
sicians in  the  community,”  McAdams  says  that  so  far  most  of 
the  centers  have  had  to  recruit  at  least  one  doctor  from  out- 
side. In  some  of  the  smaller  towns  there  haven’t  been  any 
doctors  to  approach.  For  instance,  both  physicians  at  the 
Soddy-Daisy  facility  had  to  be  brought  in  from  other  areas. 
In  Wartburg  they  have  one  local  physician  and  one  out-of- 
area recruit,  and  in  Rockwood  both  staff  physicians  came 
from  area  practices. 

As  you  can  see,  CHP  and  Arcon  Healthcare  have  two  very 
different  approaches  to  making  managed  care  work  for  small 
towns.  Nevertheless,  the  vision  behind  each  of  these  ap- 
proaches appears  to  be  very  much  in  line  with  the  seven  char- 
acteristics identified  by  NRHA  in  their  aforementioned  re- 
port on  the  subject.  Both  Arcon  and  CHP  claim  that  their 
respective  models  allow  the  local  market  to  dictate  what  ser- 
vices are  available  locally,  that  prevention  and  early  detec- 
tion are  key,  and  that  the  local  health  care  center  or  hospital 
should  assume  risk  and  manage  the  community’s  health  care 
resources. 

Whether  either  of  these  companies  will  have  a positive 
long-term  effect  on  the  communities  they  serve  remains  to 
be  seen.  Nevertheless,  it’s  good  to  know  that  there  are  at 
least  a few  entrepreneurs  out  there  trying  to  tailor  appropri- 
ate health  care  solutions  for  America’s  small  towns  instead 
of  trying  to  make  them  fit  into  the  same  old  managed  care 
model. □ 


“Employers  see  a PHO  as  a fox 
guarding  the  henhouse — and  the 
key  to  all  managed  care  is  trust  ” 

Brian  A.  Lapps,  Sr. 
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Using  Asset  Protection  Strategies 
To  Shield  Your  Practice  and 
Savings  From  Lawsuits 

David  B.  Mandril,  JD,  MBA 


Ask  physicians  whether  or  not  they  have  heard  of  the  le- 
gal term  “asset  protection”  and  most  will  answer,  “No.”  Things 
may  change  soon.  For  as  more  and  more  doctors  look  to  safe- 
guard their  practice  and  savings  from  the  ever-present  law- 
suit and  creditor  threats,  “asset  protection”  will  be  increas- 
ingly discussed  in  medical  journals  and  at  conferences. 

What  Asset  Protection  Is 

Asset  protection  is  a small,  but  rapidly  expanding,  legal 
specialty  which  focuses  on  protecting  a client’s  wealth  from 
all  types  of  dangers,  such  as  lawsuits,  creditor  claims,  and 
taxes.  It  is  also  a combination  of  many  legal  subspecialties, 
including  corporate  law,  the  law  of  partnerships,  estate  plan- 
ning, tax  planning,  creditor  rights,  and  the  law  of  foreign  coun- 
tries, among  others.  Where  only  five  years  ago,  few  attorneys 
would  consider  themselves  asset  protection  specialists,  to- 
day there  are  hundreds  of  attorneys  practicing  in  this  area, 
and  the  numbers  will  continue  to  grow. 

The  goal  of  asset  protection  planning  is  to  provide  the  cli- 
ents with  the  greatest  degree  of  financial  security,  both  in 
their  practice  and  in  their  personal  financial  affairs.  This  goal 
is  achieved  by  using  asset  protection  “tools”  to  safeguard  both 
practice  equity  and  personal  wealth  (Table  1).  In  addition, 
asset  protection  planning  often  can  create  significant  estate 
and  income  tax  savings  as  well. 

Despite  the  tax  savings  that  can  be  achieved  in  asset  pro- 
tection planning,  the  primary  focus  of  asset  protection  is  al- 
ways to  legally  secure  the  physician’s  wealth,  from  any  and 
all  threats.  For  once  physicians’  asset  protection  programs 
are  established,  their  personal  and  professional  assets  will 
enjoy  unparalleled  security.  Why?  Because  they  will  own  their 
practice  and  other  valuable  assets  in  forms  that  prevent  any- 
one from  “getting  at”  them.  The  result:  any  lawsuit  or  claim 
they  face  will  be  dropped  or  they  will  be  able  to  negotiate  a 
“pennies  on  the  dollar”  settlement. 


Mr.  Mandell,  an  attorney  at  law,  is  president  of 
Guardian  Publishing. 


TABLE  1 

COMMON  ASSET  PROTECTION  TOOLS 

An  asset  protection  attorney  will  typically  use  some,  if  not  all,  of  the 
following  tools  in  creating  an  asset  protection  plan  for  a physician. 

• Homestead  declaration 

• Debt  Shields 

• Joint  ownership,  including  “tenancy  by  the  entirety” 

• Corporations,  including  professional  corporations 

• Limited  Partnerships 

• Limited  Liability  Companies  and  Partnerships 

• Irrevocable  domestic  trusts,  such  as  Life  Insurance  Trusts,  Charitable 
Remainder  Trusts,  Children’s  Trusts,  among  many  others 

• Revocable  domestic  trusts,  such  as  Living  Trusts 

• Wills 

• Foreign  Asset  Protection  Trusts 


Either  way,  these  protected  physicians  have  saved  the  time, 
expense,  and  stress  involved  in  defending  a claim,  costs  which 
they  would  incur  even  if  they  ultimately  “won”  the  case  or  it 
was  covered  under  an  insurance  policy.  In  this  way,  the  costs 
of  setting  up  an  asset  protection  plan  can  be  recouped  by 
discouraging  or  settling  only  one  lawsuit  or  creditor  claim. 

A Case  Study:  Dr.  Stanley,  Internist 

To  see  an  example  of  what  asset  protection  entails,  take 
the  case  of  an  internist  named  Dr.  Stanley.  Dr.  Stanley,  whose 
principal  assets  are  his  home  equity  and  a mutual  fund  port- 
folio, operates  a private  practice,  along  with  partners  Dr.  Steve 
and  Dr.  Jane.  Let’s  assume  here  that  Dr.  Steve  and  the  part- 
nership are  sued  by  Martha,  a former  receptionist,  alleging 
wrongful  termination.  Her  suit  asks  for  compensatory  and 
punitive  damages  totaling  $800,000.  What  can  Dr.  Stanley 
expect  if  he  has  not  engaged  in  asset  protection  planning?  (A 
wrongful  termination  case  is  only  one  example — the  same 
principles  would  apply  for  any  non-malpractice  claim,  which 
malpractice  insurance  would  not  cover,  or  for  malpractice 
claims  in  excess  of  coverage  limits.) 

Most  likely,  neither  the  physicians’  malpractice  insurance 
policies  nor  their  general  insurance  policies  will  cover  them 
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here — they  typically  exclude  coverage  for  behavior  in  viola- 
tion of  state  law  (which  wrongful  termination  by  definition 
is).  Also,  because  they  operate  their  practice  as  a general  part- 
nership, both  Dr.  Stanley  and  Dr.  Jane  are  as  financially  re- 
sponsible to  Martha  as  is  Dr.  Steve.  Thus,  Dr.  Stanley’s  per- 
sonal savings  are  completely  vulnerable  to  the  lawsuit  threat. 
Without  prior  asset  protection  planning.  Dr.  Stanley  could 
lose  hundreds  of  thousands  of  dollars  of  his  home  equity  or 
mutual  funds  to  Martha’s  lawsuit,  if  it  is  successful.  While  he 
could  then  sue  Dr.  Steve  for  reimbursement,  how  attractive 
does  this  option  seem? 

The  unfortunate  part  of  this  hypothetical  scenario  is  that 
Dr.  Stanley  could  have  easily  protected  himself  from  this  and 
other  lawsuit  threats  by  using  simple  inexpensive  asset  pro- 
tection strategies.  First,  to  insulate  himself  from  claims  against 
his  partners,  Dr.  Stanley  could  have  established  a professional 
corporation  to  be  the  partner  in  the  medical  partnership.  Rather 
than  Dr.  Stanley  personally  being  the  partner,  his  professional 
corporation  would  be  the  partner.  This  structure  would  shield 
Dr.  Stanley’s  personal  wealth  from  all  claims  against  the  part- 
nership, other  than  those  arising  from  his  behavior. 

Second,  to  protect  his  home  equity.  Dr.  Stanley  should  have 
made  a proper  declaration  of  homestead  status.  While  the 
amount  of  equity  safeguarded  by  law  varies  among  the  states, 
the  average  amount  of  protection  is  close  to  $50,000,  and  in 
some  states,  the  protection  is  unlimited.  Unfortunately,  in 
Tennessee,  homestead  protection  is  relatively  insignificant — 
only  $5,000  for  individuals,  $7,500  for  joint  owners.  Still, 
though,  this  is  an  easy  way  to  protect  some  home  equity — 
and  this  protected  amount  may  be  increased  in  the  future  by 
the  state  legislature. 

While  Tennessee  is  a state  that  affords  little  homestead 
protection,  it  is  also  a state  that  allows  the  extremely  protec- 
tive “tenancy  by  the  entirety”  ownership  form.  This  form  of 
owning  property  is  available  only  to  married  couples  and,  in 
most  cases,  only  creditors  of  both  spouses  can  attach  it — 
creditors  of  only  spouse  (like  Martha’s  suit  against  Dr.  Stanley) 
cannot  reach  such  property.  Thus,  if  Dr.  Stanley  were  mar- 
ried, he  and  his  wife  could  have  protected  their  home  equity 
and  mutual  funds  by  owning  such  assets  through  tenancy  by 
the  entirety. 

A second  option  to  safeguard  the  funds,  available  in  Ten- 
nessee as  well  as  other  states,  would  have  been  to  own  the 
funds  through  a family  limited  partnership  (FLP).  Through 
an  FLP,  the  funds  would  be  almost  untouchable  as  they  would 
be  protected  from  any  lawsuit  against  Dr.  Stanley  profes- 
sionally or  personally,  as  well  as  any  claim  against  his  wife 
or  against  the  couple  together.  Moreover,  through  the  FLP, 
Dr.  Stanley  and  his  wife  would  retain  100%  control  over  the 
funds  at  all  times.  And,  if  the  couple  had  children,  they  could 
also  save  thousands  of  dollars  in  income  taxes  by  using  an 
FLP  to  “share”  income  with  their  children  as  passive  own- 


ers. Essentially,  they  would  use  the  children’s  lower  tax 
brackets  without  having  to  actually  give  any  funds  to  the 
children  themselves. 

Finally,  Dr.  Stanley  could  have  protected  his  mutual  funds 
by  using  an  irrevocable  trust,  also  called  an  “asset  protection 
trust.”  The  trustee  of  the  trust  (usually  a trust  company  or 
responsible  advisor)  would  control  the  funds,  as  their  legal 
owner,  but  would  be  required  to  follow  the  trust’s  terms,  which 
Dr.  Stanley  and  his  wife  previously  laid  down.  These  terms 
might  have  created  a college  fund  for  children,  support  fund 
for  parents,  or  even  a plan  for  charitable  gifts.  Regardless  of 
the  specific  terms,  as  Dr.  Stanley  and  his  wife  have  given  up 
all  control  of  the  funds  “irrevocably”  to  the  trust,  the  assets 
would  be  beyond  the  reach  of  any  creditors,  including  those 
with  lawsuits.  Despite  such  benefits,  using  an  irrevocable  trust 
must  be  considered  seriously,  as  ownership  and  control  of 
the  funds  are  given  to  the  trust  unconditionally. 

Why  Physicians  Are  Particularly  in  Need 

Does  asset  protection  sound  appealing  to  you?  It  should. 
Physicians  are  among  the  leading  candidates  to  benefit  from 
asset  protection  planning — along  with  other  professionals, 
small  business  owners,  real  estate  developers/owners,  and  the 
conspicuously  wealthy.  Like  these  other  groups,  physicians 
in  general  are  perceived  as  “Deep  Pockets,”  attractive  law- 
suit targets  who  can  afford  to  pay  ridiculous  jury  awards  or 
expensive  settlements. 

Like  most  Deep  Pockets,  physicians  probably  have  much 
of  their  wealth  exposed  to  the  lawsuit  threat.  It  is  one  of  the 
leading  misconceptions  of  physicians,  in  fact,  that  malprac- 
tice insurance  adequately  covers  their  personal  savings  from 
most  lawsuit  threats.  Malpractice  is  only  one  of  the  many 
types  of  claims  that  can  be  brought  against  doctors,  either  in 
their  practice  or  outside  of  professional  duties. 

Consider  the  following  dangers,  which  are  all  typically 
not  covered  by  malpractice  insurance.  If  hit  with  any  of  these 
lawsuits,  all  of  a physician’s  personal  wealth  could  be  vul- 
nerable: allegations  of  sexual  harassment,  claims  for  race, 
age,  or  gender  discrimination,  wrongful  termination  proceed- 
ings (as  demonstrated  above),  personal  injuries  at  the  prac- 
tice premises,  negligent  handling  of  the  practice  pension 
fund,  claims  arising  out  of  managed  care  contracts,  and  oth- 
ers. Even  ordinary  contract  disputes  or  delinquent  debts  can 
turn  into  lawsuits,  and  malpractice  coverage  provides  no 
shield  whatsoever. 

Further,  the  list  of  non-malpractice  lawsuits  above  does 
not  even  include  claims  against  a doctor  personally,  which 
are  completely  removed  from  one’s  practice,  such  as  those 
(1)  from  car  or  boating  accidents,  (2)  by  tenants  of  any  in- 
vestment properties,  (3)  arising  out  of  outside  businesses,  or 
(4)  from  house  guests  or  neighbors.  These  lawsuits  threaten 
one’s  practice  equity  and  personal  savings  as  well. 
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While  one  can  purchase  insurance  in  an  attempl  lo  protect 
against  these  risks,  premiums  are  often  expensive  and  many 
claims  are  excluded  in  the  policies’  “line  print”  (as  shown 
above  in  the  case  study).  Further,  as  jury  awards  continue  to 
escalate,  even  reasonable  coverage  limits  can  leave  the  phy- 
sician vulnerable  to  a major  Financial  hit.  For  these  reasons 
and  others,  relying  solely  on  insurance  to  protect  your  prac- 
tice and  savings  is  both  expensive  and  risky.  The  better  strat- 
egy: shield  your  practice  and  savings  using  an  asset  protec- 
tion plan  and  enjoy  superior  lawsuit  and  creditor  protection, 
while  saving  taxes  as  well. 

In  today’s  world  of  risk  management  and  defensive  medi- 
cine, asset  protection  and  the  practice  of  medicine  should  go 
hand  in  hand.  It  is  only  a matter  of  time  until  physicians  real- 


ize the  benefits  they  can  enjoy  by  establishing  asset  protec- 
tion plans.  It  is  a wise  move  towards  the  goals  of  a secure 
practice  and  a promising  financial  future. □ 


For  more  on  how  to  shield  your  savings  and  practice  from 
lawsuits  while  saving  taxes,  see  The  Doctor’s  Asset  Protec- 
tion Kit©,  written  by  attorney  and  lecturer  David  B.  Mandell. 
The  multimedia  kit,  consisting  of  a 300-page  manual,  an  au- 
diocassette, a Special  Report,  worksheets,  and  forms,  explains 
real-world  strategies  Tennessee  physicians  can  use.  The  kit  is 
available  from  Guardian  Publishing  at  (800)  554-7233.  Men- 
tion this  article  and  receive  the  audiocassette  portion  of  the 
kit  for  free  (plus  shipping). 


"Be  part  of  a world-class  operation. 
And  lose  the  residency  blues. " 


w 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

CALL  TODAY! 
(800)624-5293 

MR  FORCE  RESERVE 

A GREAT  WAY  TO  SERVE 
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Ask  TMA  . . . . 


Q:  Is  routine  mandatory  HIV  testing  illegal  where  a phy- 
sician agrees  to  treat  all  patients  with  positive  results  but  re- 
fuses to  treat  those  patients  who  do  not  consent  to  the  testl 

A:  Yes.  This  type  of  routine  mandatory  testing  probably  is 
illegal  discrimination  and  should  not  be  required  for  several 
reasons.  The  AMA  Council  on  Ethical  and  Judicial  Affairs 
issued  a revised  AIDS  policy  statement  to  clarify  that  a 
physician’s  refusal  to  treat  an  AIDS  patient  could  be  consid- 
ered abandonment  and  unlawful  discrimination  based  on 
seropositivity.  Two  federal  statutes  that  may  affect  HIV  test- 
ing policies  are  the  Rehabilitation  Act  of  1973,'  and  its  suc- 
cessor, the  Americans  with  Disabilities  Act  of  1990. 2 In  short, 
it  may  be  expensive  to  defend  such  a policy  from  a claim  of 
illegal  discrimination,  and  therefore  the  risks  may  outweigh 
any  benefits  of  routine  mandatory  HIV  testing. 

Other  patient  issues  could  be  affected  by  such  a policy. 
For  example,  state  and  federal  reporting  requirements  would 
prevent  total  confidentiality  of  results  and  could  affect  a 
patient’s  employment  or  health  insurance  coverage,  in  addi- 
tion to  violating  the  patient’s  constitutional  right  of  privacy. 
This  is  to  say  nothing  of  the  emotional  trauma  of  a false- 
positive result.  Also,  there  may  be  fraud  and  abuse  issues 
raised  depending  on  who  is  required  to  pay  for  the  test,  as 
many  insurance  companies  reserve  the  right  to  decline  reim- 
bursement for  tests  that  are  not  medically  necessary. 

AIDS/HIV  testing  policy  requirements  for  facilities  are 
set  forth  in  the  TMA  Physician’s  Guide  to  Health  Law  and 
Practice  Management  at  pages  56-59.  Basically,  any  donor 
blood  facility  is  required  to  test  blood  and  plasma  for  AIDS 
contamination.  Prospective  donors  are  prohibited  from  giv- 
ing blood  if  they  know  they  have  AIDS  or  are  HIV  positive. 
The  Board  of  Medical  Examiners  (BME)  has  issued  a special 


If  you  have  a question  that  TMA  may  be  able  to  address, 
contact  “Ask  TMA,”  PO  Box  120909,  Nashville,  TN  37212- 
0909,  or  fax  your  question  to  “Ask  TMA”  at  (615)  383-5918. 
TMA  will  respond  in  writing  and  later  reprint  summaries  of 
key  answers  that  will  assist  other  TMA  members.  (Please  in- 
clude a daytime  phone  number  in  case  TMA  staff  needs  to  clarify 
an  issue  or  provide  follow-up.)  You  may  also  submit  your  ques- 
tions and  read  responses  online  through  TMA’s  homepage 
MEDWIRE  (http://www.medwire.org). 

Disclaimer:  The  information  provided  by  the  TMA  Legal 
Department  in  this  regular  Journal  feature  is  intended  for  infor- 
mational purposes  only  and  is  not  meant  to  provide  (or  be  a 
substitute  for)  particularized  legal  advice  to  or  for  TMA  mem- 
bers or  other  individuals  who  read  this  feature.  Please  consult 
with  your  own  attorney  before  relying  or  acting  upon  any  of  the 
information  provided  here. 


rule  to  prescribe  the  standards  of  practice  for  physicians  or 
health  care  workers  who  have  tested  positive  for  HIV.1 

Tennessee  law  generally  prevents  blood  testing  without  a 
patient’s  consent.  Violations  may  result  in  a physician’s  civil 
liability  for  a battery  and  loss  of  licensure.  There  are  limited 
exceptions,  such  as  the  laws  that  permit  HIV  testing  without 
a person’s  consent  when  that  person  is  arrested  and  exposes 
a law  enforcement  officer,  or  if  the  person  is  convicted  of  a 
sex  crime  or  prostitution. 

Suggested  alternatives  include  using  universal  precautions 
in  treating  all  patients,  restricting  testing  to  high-risk  groups 
only  where  the  patients  show  no  obvious  clinical  manifesta- 
tions of  the  disease.  Also,  the  BME  has  issued  a separate 
policy  and  rules  and  regulations  covering  physicians  who 
themselves  test  positive.4 

Q:  One  of  our  patients  who  was  six  weeks  pregnant  came 
in  for  prenatal  care  and  presented  symptoms  of  drug  use. 
She  refused  to  give  a urine  sample,  but  did  let  us  take  a blood 
sample.  She  specifically  refused  to  allow  us  to  test  her  blood 
for  drugs  and  threatened  to  sue  us  if  we  did.  Can  we  test  her 
blood  for  drugs  without  her  consent  or  report  her  to  the  De- 
partment of  Health  and  Human  Services  for  suspected  child 
abuse  ? She  has  had  several  other  pregnancies,  most  of  which 
resulted  in  miscarriages. 

A:  No,  absolutely  not.  Testing  a patient’s  blood  for  drugs 
without  the  patient’s  consent  can  result  in  the  physician,  health 
care  workers,  and  the  clinic  or  hospital  being  subject  to  a 
civil  lawsuit  for  battery  (and  possibly  invasion  of  privacy), 
plus  licensure  sanctions  or  revocation.  Moreover,  the  Ten- 
nessee laws  that  require  reporting  of  suspected  child  abuse 
do  not  apply  in  the  case  of  a fetus  that  is  not  yet  viable.5  One 
alternative  is  to  try  to  get  the  mother  to  voluntarily  submit  to 
rehabilitation  treatment. 

Q:  / am  leaving  my  practice  group  to  join  another  one. 
My  current  employer  has  threatened  to  sue  me  for  breach  of 
contract  if  I notify  my  patients  by  mail  of  my  new  practice 
address,  even  if  I do  so  at  my  own  expense.  My  employment 
contract  states  that  during  the  term  of  the  contract  and  upon 
its  termination,  all  records,  charts  and  other  information  with 
respect  to  patients  shall  be  and  remain  the  sole  property  of 
the  employer;  provided,  however,  that  both  the  employer  and 
the  employee  shall  honor  the  wishes  of  patients  with  respect 
to  the  transfer  of  their  records  and  charts.  If  I do  notify  my 
patients,  would  I violate  this  clause?  If  I don  7 notify  my  cur- 
rent patients  that  I am  leaving,  can  I be  accused  of  abandon- 
ing them? 
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A:  ( 1 ) If  you  do  notify  your  patients  that  you  are  leaving 
the  practice,  you  may  be  accused  of  breach  of  contract.  That 
is  a separate  question  from  what  your  obligations  to  the  pa- 
tient are/  Moreover,  courts  are  generally  disinclined  to  up- 
hold a contract  with  provisions  that  require  individuals  to  act 
against  their  professional  code  of  ethics  and  they  usually  find 
contractual  provisions  that  do  so  violate  public  policy.  How- 
ever, the  contract  provision  may  be  viewed  simply  as  a re- 
strictive covenant.  In  that  event,  your  employer  could  sue 
you  for  breach  of  contract.  Note,  however,  that  restrictive 
covenants  (also  known  as  non-compete  clauses)  generally 
must  be  reasonable  as  to  geographic  scope  and  length  of  time 
in  order  to  be  valid  and  enforceable.7 

(2)  If  you  neglect  to  notify  your  patients  that  you  are  leav- 
ing the  practice,  you  could  be  accused  of  patient  abandon- 
ment, which  is  described  in  part  in  the  section  set  forth  in  the 
TMA  Physician’s  Guide  to  Health  Law  and  Practice  Man- 
agement/ This  would  result  in  civil  liability  and  licensure 
sanctions.  The  offending  group  practice  also  would  face  simi- 
lar liability.  Consider  working  with  your  attorney  to  get  an 
advisory  opinion  from  the  BME,  or  call  their  staff  counsel 
directly  at  (615)  741-161 1.  On  the  other  hand,  if  your  con- 
tract clearly  specifies  that  the  patients  go  with  the  clinic  upon 
termination  of  the  physician/employer  contract,  it  seems  you 
have  a good  argument  that  these  are  not  your  patients  any 
longer  and  the  practice  must  take  full  responsibility  for  their 
medical  treatment  and  well-being. 

Q:  May  we  withhold  copies  of  the  chart  of  a patient  who 
refuses  to  pay  the  bill  for  treatment? 

A:  No.  It  is  unethical  and  illegal  to  withhold  medical 
records  as  a means  of  forcing  patients  to  pay  their  bill. 

Medical  offices  should  never  withhold  copies  or  summa- 
ries of  records  as  a way  of  getting  a patient  to  pay  an  out- 
standing or  overdue  fee  for  treatment  or  services.  Indeed,  the 
Tennessee  Board  of  Medical  Examiners  (BME)  may  revoke 
a physician’s  license  for  holding  medical  records  “hostage.” 
Under  T.C.A.  §63-6-214(b)(l),  the  BME  can  sanction  any 
physician  who  engages  in  “unprofessional,  dishonorable  or 
unethical  conduct.”  The  AMA  Council  on  Ethical  and  Judi- 
cial Affairs,  which  updates  the  Code  of  Ethics,  states  as  fol- 
lows on  this  subject:  “While  physicians  should  be  conscious 
of  costs  and  not  provide  or  prescribe  unnecessary  services  or 
ancillary  facilities,  social  policy  expects  that  concern  for  the 
care  the  patient  receives  will  be  the  physician’s  first  consid- 
eration . . . .’’Additionally,  a “physician  who  formally  treated 
a patient  should  not  refuse  for  any  reason  to  make  his  or  her 
records  of  that  patient  promptly  available  on  request  to  an- 
other physician  presently  treating  the  patient  . . . medical  re- 
ports should  not  be  withheld  because  of  an  unpaid  bill  for 
medical  services.”  (AMA  Opinions  2.09  and  7.01)  In  addi- 
tion, a physician’s  refusal  to  release  medical  records  or  a sum- 


mary can  result  in  an  immediate  threat  to  a patient’s 
health,  such  as  with  a high-risk  pregnancy,  and  can 
greatly  increase  the  physician’s  exposure  for  liability. 

Q:  Can  we  describe  a physician 's  specialty  designation 
as  “Board  Eligible"  if  he  or  she  has  not  been  fully  certified, 
but  is  still  planning  to  do  so  or  has  extensive  training  or  ex- 
perience in  that  particular  field? 

A:  No.  The  American  Board  of  Medical  Specialties 
(ABMS)  currently  recommends  that  hospital  directories  or 
other  publications  that  are  attempting  to  describe  a physician’s 
level  of  certification  or  progress  towards  a specialty  certifi- 
cation do  not  use  the  term  “board  eligible”  because  this  phrase 
can  be  misleading.  It  is  inaccurate  in  some  circumstances  to 
describe  a physician  as  “board  eligible,”  such  as  when  the 
particular  specialty  board  requires  the  completion  of  addi- 
tional years  of  training,  clinical  experience  or  residency  train- 
ing after  a period  of  time.  ABMS  recommends  that  publica- 
tions refer  to  a physician  who  has  completed  all  of  the 
requirements  as  “board  certified,”  and  in  the  case  of  a physi- 
cian who  wants  to  designate  a specialty  but  has  not  com- 
pleted all  the  requirements  as  self-designated  by  adding  an 
asterisk  (*)  and  inserting  the  number  of  actual  years  of  spe- 
cialty training,  with  an  explanatory  note  that  the  physician 
has  indicated  the  specialty  listed  or  by  simply  leaving  a blank 
in  the  space  for  a specialty  designation.  ABMS  notes  that 
inquiries  about  the  general  process  of  certification  may  be 
addressed  to  ABMS,  and  questions  concerning  the  progress 
or  status  of  individual  physicians  or  requirements  of  an  indi- 
vidual specialty  board  should  be  addressed  to  that  board.  Both 
the  TMA9  and  the  AMA  follow  these  policy  guidelines. □ 
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practice  must  be  notified  that  the  physician  is  leaving  the  group.  Patients  of  the  physician  must  also 
be  notified  of  the  physician’s  new  address  and  offered  the  opportunity  to  have  their  medical  records 
forwarded  to  the  departing  physician  al  his  or  her  new  practice.  If  the  responsibility  for  notifying 
patients  falls  to  the  departing  physician  rather  than  to  the  group,  the  group  should  not  interfere 
with  the  discharge  of  these  duties  by  withholding  patient  lists  or  other  necessary  information. 
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Physicians  should  check  their  network  or  HMO/PPO  insurance  contract  carefully  to  sec  if  their 
patient  termination  rights  arc  limited,  or  if  there  arc  specific  procedures  to  follow  (as  there  arc,  for 
example,  in  TcnnCarc).  If  the  patient  is  anything  other  than  a private  pay  patient,  then  the  physi- 
cian must  carefully  examine  the  network  or  managed  care  contract  to  determine  how  the  patient 
can  be  released  to  another  provider.  In  TcnnCarc,  for  example,  a physician  cannot  simply  fire  the 
patient  and  ask  him  or  her  lo  find  another  TcnnCarc  participating  physician.  The  TcnnCarc  pro- 
gram has  set  up  a lengthy  grievance  process  that  all  MCOs  have  contracted  lo  set  up — in  conjunc- 
tion with  the  TcnnCarc  Bureau.  Some  MCOs,  however,  have  politely  allowed  physicians  to  bypass 
this  procedure  and  have  worked  with  providers  and  patients  to  ensure  compatibility.  If  the  patient 
is  a workers’  compensation  claimant,  the  physician  still  may  have  a contract  with  the  employer. 
The  court  that  is  reviewing  the  workers’  compensation  case  may  still  expect  the  physician  lo 
provide  medical  records  or  deposition  and  trial  testimony. 
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Tennessee  Medicine  - December,  1997 


489 


Practicing  Medicine 


Loss  Prevention  Case  of  the  Month 

The  Unfairness  of  the  System 

J.  Kelley  Avery,  MD 


Case  Report 

On  the  17th  of  the  month, 
a 33-year-old  man  was  in- 
volved in  a very  severe  auto- 
mobile accident  that  oc- 
curred about  midnight.  It 
was  a roll-over  accident  in 
which  the  driver  was  thrown 
out  of  the  vehicle.  He  was 
brought  to  the  emergency  de- 
partment of  a tertiary  care 
hospital  arriving  about  two 
hours  after  the  accident  with 
a blood  pressure  recorded  at 
102/70  mm  Hg.  He  was  un- 
responsive, had  roving  eyes, 
and  had  blood  in  the  left  or- 
bit. His  fundi  appeared  to 
be  clear.  The  ears  showed  no 
blood.  His  chest  sounded 
clear  and  his  heart  rate  and 
rhythm  were  within  normal 
limits.  His  pupils  were  round, 
regular  at  about  5 mm,  and 
equal,  and  reactive  to  light. 
He  moved  his  right  arm  to 
pain  but  not  the  other  ex- 
tremities. He  had  a mild 
abrasion  over  the  left  lower 
chest  but  otherwise  he  had 
no  other  sign  of  injury.  He 
was  intubated  nasally  and  a 
nasogastric  tube  was  passed  into  the  stomach. 

The  chest  x-ray  was  read  as,  “No  fractures  seen  within  the 
thorax.”  About  20  minutes  after  his  arrival  in  the  emergency 
department,  an  x-ray  of  the  cervical  spine  (C-spine)  showed, 
“Only  the  upper  6 of  the  vertebrae  are  well  seen  on  lateral 
view,  with  C-7  appearing  grossly  intact  and  well  aligned  on 
the  swimmer’s  projection.  There  was  no  evidence  of  frac- 
ture, subluxation,  or  prevertebral  soft  tissue  swelling  on  this 
limited  exam.”  He  was  sent  to  CT  with  a monitor  in  place. 
The  report  of  a CT  of  the  cervical  spine  concluded  with, 


“Visualized  vertebral  bodies  are  in  normal  alignment.  I see 
no  evidence  of  a fracture  or  subluxation.  No  evidence  for  a 
paraspinous  mass.  Imp:  Normal  CT  covering  C6-T3.”  An 
hour  and  a half  after  admission  the  patient  was  moving  his 
left  and  right  upper  and  right  lower  extremities,  and  was  at- 
tempting to  raise  himself  off  the  stretcher.  Two  and  a half 
hours  after  admission  it  was  noted  that  he  was  moving  both 
upper  extremities,  the  right  more  than  the  left. 

The  patient  was  being  treated  as  a closed  head  injury.  The 
trauma  surgeon,  general  and  vascular,  evaluated  the  patient, 
who  appeared  to  be  stable  at  this  time,  about  four  hours  after 
arrival.  He  questioned  the  reading  of  the  x-ray  and  the  CT 
scan  of  the  neck,  and  believed  that  there  was  evidence  for  a 
subluxation  in  the  area  between  C-7  and  T-l.  He  admitted 
the  patient  to  the  surgical  intensive  care  unit  with  the  diagno- 
sis of  “MVA  with  resulting  C-spine  injury.”  This  impression 
was  not  pursued  further. 

The  neurosurgeon  on  the  trauma  team  wrote  a progress 
note  about  six  hours  after  the  patient’s  arrival  concurring  with 
the  diagnosis  of  closed-head  injury.  He  too  observed  the  rov- 
ing eyes,  the  response  to  pain  on  the  right  side,  and  lack  of 
response  of  the  left  upper  extremity.  He  saw  the  CT  of  the 
brain  and  C-spine  made  earlier  and  concluded,  “C-spine  OK. 
CT  brain  - intraventricular  hemorrhage.”  He  stated  that  he 
would  follow  the  patient.  Radiology  reported,  “C-spine:  Ques- 
tion sub-lux  C7-T1.” 

On  the  second  day  of  treatment  various  observers  reported 
the  movement  on  the  right  side  usually  as  withdrawal  from 
pain,  but  some  spontaneous  movements  of  right  side  were 
observed  as  well.  The  left  side  was  flaccid.  On  the  morning 
of  that  day  the  neurosurgeon’s  evaluation  was  essentially 
unchanged  from  his  initial  impression,  which  a severe  closed- 
head  injury  with  intraventricular  hemorrhage,  resulting  in  a 
flaccid  paralysis  of  the  left  side,  but  with  some  movements 
of  the  right  side,  some  appearing  to  be  spontaneous.  The  pa- 
tient was  beginning  to  open  his  eyes  sometimes  when  his 
name  was  called. 

He  appeared  to  be  slightly  more  responsive  the  third  day, 
and  various  observers  reported  different  findings  at  different 
times  of  the  day.  But  there  seemed  to  be  persistent  findings 
of  some  movement  of  the  right  arm,  none  of  the  left  arm,  and 
little  or  no  response  in  either  lower  extremity.  He  began  to 
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run  a fever.  A lumbar  puncture  was  done  with  the  removal  of 
about  20  ml  of  cerebrospinal  fluid  (CSF).  After  the  fluid  was 
drained  off,  the  patient  began  to  be  more  responsive,  and  he 
opened  his  eyes  and  moved  his  right  arm  more,  but  could  not 
grip  with  either  hand. 

On  the  fourth  day  more  CSF  was  removed.  The  opening 
pressure  was  over  300  ml  water,  and  about  50  ml  was  drained 
off.  Angiography  revealed  a normal  cerebral  circulation,  and 
there  seemed  to  be  consistent  withdrawal  of  the  right  arm  to 
pain  and  flaccidity  of  the  lower  extremities. 

On  the  fifth  day  the  patient  remained  unresponsive  but  he 
did  begin  to  turn  eyes  to  verbal  stimuli.  Some  bloody  drain- 
age had  been  observed  for  the  nose  earlier,  there  was  x-ray 
evidence  of  pneumonitis,  and  antibiotics  had  been  started  for 
coverage  early  in  his  treatment.  A left  frontal  ventriculostomy 
was  done  for  drainage.  The  pressure  had  been  measured  at 
10  ml  water.  The  CSF  was  said  to  be  clear.  He  remained 
obtunded  but  perhaps  showed  some  neurologic  improvement. 

He  had  been  hospitalized  a week  when  he  began  to  show 
considerable  improvement.  He  was  noted  to  be  more  respon- 
sive, with  spontaneous  movements  of  the  right  arm  and  some 
“twitching”  movements  in  the  right  leg  to  painful  stimuli. 
Consideration  was  given  to  weaning  him  from  the  ventilator, 
but  he  remained  febrile  with  gram-positive  cocci  in  the  CSF 
and  pneumonia  on  x-ray.  A few  days  later  he  began  to  ac- 
tively respond  to  pain  in  the  right  lower  extremity,  and  he 
was  seen  to  mouth  words.  The  neurologic  evaluation  was  still 
very  guarded,  and  the  question  of  a cervical  in  jury  again  ap- 
peared in  the  record.  He  began  to  localize  pain  in  all  extremi- 
ties except  the  left  arm.  Some  movement  was  noted  in  all  but 
the  left  arm.  He  began  to  follow  simple  commands.  Pulmo- 
nary complications  of  infection  were  aggressively  treated, 
but  he  proved  difficult  to  wean  from  the  ventilator,  and  a 
tracheostomy  was  required. 

During  the  third  week  of  hospitalization  he  was  moving 
all  extremities  purposefully  except  the  left  arm.  A possible 
seizure  was  noted  during  this  time.  Movements  continued  to 
be  more  purposeful  and  he  began  to  try  to  speak.  The  ventric- 
ulostomy was  removed  and  consideration  given  to  a ven- 
triculo-peritoneal  shunt,  which  was  done  two  days  later.  Late 
in  the  fourth  week  in  the  surgical  intensive  care  unit  the  pa- 
tient began  to  respond  to  pain  in  all  extremities.  Neurologi- 
cally  he  was  definitely  improved.  Repeatedly  there  appeared 
in  the  record  the  mention  of  a possible  spinal  injury,  and  he 
was  evaluated  for  placement  in  a rehabilitation  facility. 

In  the  course  of  this  examination,  the  physiatrist  wrote  in 
the  record,  “I  see  no  evidence  of  any  history  of  spinal  cord 
injury  or  stroke,  but  his  examination  is  somewhat  concern- 
ing, as  he  definitely  moves  the  left  side  less  that  the  right. 


and  has  little  movement  in  right  lower  extremity  as  well.” 
The  patient  was  transferred  to  the  rehab  facility  where  he 
spent  several  months.  It  was  weeks  in  rehab  before  studies 
were  done  that  revealed  definite  evidence  of  injury  to  the 
spinal  cord  at  the  C-7  level,  with  distortion  of  the  cord.  The 
patient  continued  to  improve  during  the  course  of  several 
months  but  was  left  with  a severe  neurologic  deficit. 

A lawsuit  was  filed  charging  that  there  was  negligence  in 
the  delay  of  the  diagnosis  and  treatment  of  the  spinal  cord 
injury.  The  delay  between  the  rehab  evaluation  examination 
that  strongly  implicated  spinal  cord  damage,  and  the  definitive 
proof  by  imaging  studies,  was  difficult  to  overcome  and  the 
physician  involved  urged  settlement  rather  than  risking  trial. 

Loss  Prevention  Comments 

A good  trauma  team  worked  extremely  hard  to  save  the 
life  of  this  badly  injured  man.  This  was  a “roll-over”  acci- 
dent in  which  the  victim  had  been  thrown  from  the  vehicle 
and  sustained  life-threatening  head  injuries.  Had  it  not  been 
for  the  attention  of  the  team  to  his  closed-head  injury,  pro- 
tecting the  brain  from  the  increasing  intracranial  pressure, 
the  management  of  compromised  respiratory  status,  support- 
ing nutrition,  and  reacting  aggressively  to  all  of  the  threats 
that  appeared,  he  most  certainly  would  have  died.  It  is  under- 
standable that  the  rather  equivocal  evidence  of  cervical  cord 
damage,  while  mentioned  several  times,  was  not  “top  of  the 
mind”  for  the  team.  One  could  say  that  the  neurosurgeon 
deviated  from  an  acceptable  standard  of  care  by  not  pursuing 
the  neck  injury  to  a definitive  diagnosis,  but  again,  he  had  to 
make  decisions  in  that  very  critical  time,  and  who  can  say 
that  the  decision  to  focus  all  his  efforts  on  the  more  immedi- 
ate threat  to  life,  the  closed-head  injury,  was  wrong.  We  are 
not  asked  to  be  right;  we  are  asked  to  be  reasonable,  taking 
the  clinical  situation  that  faces  us  into  consideration.  I be- 
lieve the  neurosurgeon  did  just  that. 

Again,  the  physiatrist  who  strongly  suspected  the  cord 
injury  stated  in  his  note  that  there  had  been  no  history  of  that 
injury  in  the  record.  That  statement  was  simply  in  error,  but 
the  failure  to  address  that  injury  with  definitive  studies  ear- 
lier in  the  patient’s  stay  in  the  rehab  facility  probably  had  no 
effect  on  the  outcome  of  the  case,  expert  witnesses  to  the 
contrary  notwithstanding.  But  faced  with  the  stresses  and 
strains  of  a trial,  in  which  all  these  “experts”  say  that  to  have 
addressed  the  injury  earlier  in  the  rehab  facility  would  have 
made  all  the  difference  between  being  able  to  walk  and  be- 
ing wheelchair  confined,  is  asking  a lot,  and  he  was  not  will- 
ing to  risk  it.  He  was  not  willing  to  take  the  risk  that  the  jury 
would  have  taken  his  position  over  that  of  the  wheelchair- 
bound  patient.  Who  can  blame  him?0 
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If  There’s  Anything  the  Medical  Community 
Should  Be  Able  to  Agree  On,  It’s  This: 

Patients  Come  First. 


A frank  discussion  of  DuPont  Pharma’s  efforts  to  safeguard  the  interests 
of  patients  taking  narrow  therapeutic  index  (NTI)  medications 


Those  of  us  involved  in  America’s 
health  care  system  must  never  ignore 
those  who  are  meant  to  benefit  from 
it:  The  patients. 

DuPont  Pharma  joins  with  those  who 
are  concerned  about  the  interests  of 
millions  of  Americans  who  rely  upon 
one  or  more  of  a small  number  of 
prescription  medications  known  as 
narrow  therapeutic  index  (NTI)  drugs. 

NTI  drugs  are  a special  class  of  about 
two  dozen  prescription  drugs  which 
are  of  particular  concern  to  patients 
and  health  care  professionals.  Too  lit- 
tle of  an  NTI  drug  may  result  in  inef- 
fective therapy.  Too  much  may  result 
in  toxic  effect  to  the  patient.  With 
these  drugs,  there  is  little  margin  for 
error.  Yet,  properly  used,  they  are 
essential  to  the  treatment  of  many 
critical  medical  conditions. 

There  is  concern  about  switching 
patients  from  one  formulation  of  an 
NTI  drug  to  another,  without  notify- 
ing the  prescribes  or  patients. 
Therapy  with  NTI  drugs  must  be 
monitored  carefully. 


DuPont  Pharma  is  committed  to 
helping  safeguard  the  interest  of 
patients  who  take  NTI  drugs.  To 
that  end  we: 

■ support  efforts  in  a number  of 
states  to  ensure  patients  and  pre- 
scribes know  and  approve  of 
substitutions  of  NTI  drug  formula- 
tions. Common-sense  “right-to- 
know"  regulations  will  safeguard 
the  interests  of  patients,  physi- 
cians, pharmacists  and  other 
health  care  professionals. 

■ support  the  adoption  of  stricter 
standards  for  the  approval  of 
generic  formulations  of  all  NTI 
medications,  to  reduce  the 
potential  for  variability  between 
all  formulations  of  NTI  drugs 
available  to  patients. 

■ philosophically  and  financially 

support  the  Health  Alliance  for 
NTI  Patient  Safety,  a national 
coalition  of  medical,  patient  and 
consumer  organizations  commit- 
ted to  the  protection  of  people 
who  rely  on  NTI  drugs. 


We  manufacture  an  important  NTI 
drug  and  we  know  that  some  will 
suggest  our  efforts  are  meant  to  dis- 
courage competition.  In  fact,  we 
believe  that  generics  can  play  an 
important  role  in  reducing  health 
care  costs.  In  the  case  of  NTI  med- 
ications, however,  patient  safety 
must  come  first.  The  simple  mea- 
sures we  propose  safeguard  the 
interest  of  patients  who  take  — as 
well  as  health  care  professionals  who 
dispense  — both  innovator  and 
generic  drug  formulations. 

We  invite  the  entire  medical  com- 
munity — including  physicians, 
pharmacists  and  other  pharmaceuti- 
cal manufacturers  — to  join  us  in 
working  to  provide  protections  for 
patients  taking  NTI  medications. 
The  focus  of  our  healthcare  system 
should  always  remain  on  the 
patient.  We  should  all  be  able  to 
agree  on  that. 


DU  PONT 
PHARMA 


DuPont  Pharma 

Wilmington,  DE  19880-0723 
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Introduction 

In  studies  of  active  pulmo- 
nary tuberculosis  (TB),  the 
reported  incidence  of  hyper- 
calcemia in  the  United  States 
ranges  from  16%  to  28% 
when  serial  measurements  of 
calcium  are  made  and  cor- 
rected to  a normal  serum  al- 
bumin level.2  Although  a rare 
patient  may  develop  symp- 
tomatic or  life-threatening  hypercalcemia,1'6  the  observed 
elevation  in  serum  calcium  is  usually  insignificant  and  re- 
quires no  treatment. 

It  has  been  frequently  noted  that  the  elevation  of  serum 
calcium  occurs  only  after  anti-TB  therapy  has  been  started.7 
This  observation  suggests  that  dissolution  of  the  tuberculous 
granuloma  may  exert  some  influence  on  calcium  homeo- 
stasis, probably  through  granuloma  synthesis  of  1,25- 
dihydroxyvitamin  D.  Although  earlier  studies  failed  to  show 
that  anti-TB  drug  selection  affected  serum  calcium  levels,12 
newer  combination  anti-TB  agents  have  not  been  evaluated. 
We  undertook  a clinical  study  of  all  newly  diagnosed  pa- 
tients with  active  pulmonary  TB  who  were  treated  at  the 
regional  health  clinic  to  determine  the  incidence  of  hypercal- 
cemia in  our  area,  and  assess  the  effects  of  modern  chemo- 
therapy on  serum  calcium  levels. 

Methods 

After  obtaining  approval  from  the  Institutional  Review 
Board,  all  patients  with  newly  diagnosed  active  pulmonary 
TB  treated  at  the  East  Tennessee  Regional  Health  Clinic  be- 
tween January  1,  1994  and  January  1996  were  followed  for 
the  development  of  hypercalcemia.  Active  pulmonary  TB  was 
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defined  by  a positive  culture 
of  Mycobacterium  tuberculo- 
sis from  respiratory  secre- 
tions in  the  context  of  a ra- 
diographic picture  consistent 
with  TB.  Hypercalcemia  was 
defined  as  a corrected  serum 
calcium  level  greater  than 
1 0.5  mg/dl.  After  we  had  ex- 
amined each  patient,  combi- 
nation anti-TB  therapy  was 
prescribed  to  fit  the  patient’s  unique  circumstances. 

Serum  calcium  and  albumin  levels  were  obtained  at  the 
start  of  treatment  and  again  at  three  months.  In  patients  with 
hypoalbuminemia,  the  serum  calcium  was  corrected  to  an 
albumin  of  4.0  mg/dl  by  using  the  formula:  corrected  serum 
calcium  = measured  serum  calcium  + ([4.0  - measured  albu- 
min] X 0.8).  From  history,  none  of  our  patients  took  cal- 
cium supplements  in  the  first  three  months  of  therapy. 

The  change  in  corrected  serum  calcium  was  tabulated  for 
each  patient  at  three-month  interval.  Age,  gender,  compli- 
ance with  therapy,  and  specific  drug  regimen  were  recorded, 
and  the  information  was  evaluated  for  statistical  significance 
using  the  t-test  for  unpaired  samples  and  analysis  of  variance 
between  groups  (ANOVA). 

Results 

Eighty-three  newly  diagnosed  cases  of  pulmonary  TB  met 
the  inclusion  criteria,  and  the  patients  were  compliant  with 
therapy.  The  mean  age  of  the  study  group  was  63.7  ± 17.1 
years,  with  a range  of  from  24  to  94  years  of  age.  There  were 
45  men  and  38  women.  There  was  no  significant  difference 
in  the  mean  ages  of  the  male  and  female  patients  (62.1  vs 
65.6  years  respectively). 

The  mean  initial  corrected  serum  calcium  value  for  the 
entire  study  group  was  9.5  mg/dl.  The  women  did  not  differ 
significantly  from  their  male  counterparts  (9.45  vs  9.50  re- 
spectively). The  mean  corrected  serum  calcium  level  at  three 
months  for  the  entire  group  was  9.48  mg/dl. 


ABSTRACT 

In  a study  of  83  patients  with  active  pulmonary  tuberculo- 
sis who  were  treated  in  East  Tennessee,  only  three  developed 
hypercalcemia.  The  incidence  of  hypercalcemia  in  East  Ten- 
nessee is  markedly  lower  than  that  quoted  in  earlier  studies 
performed  in  the  United  States.1  The  explanation  for  the  in- 
frequent occurrence  of  elevated  serum  calcium  in  our  popu- 
lation is  probably  multifactorial,  but  does  not  appear  to  be 
related  to  the  selection  of  antituberculous  agents. 
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TABLE  1 

COMPARISON  OF  PATIENT  SUBGROUPS  BASED  ON  ANTITUBERCULOUS  THERAPIES 


Group  1: 

Sample  Size 

Mean  Age  in  Years 

Increase  in  Mean  Serum  Calcium  mg/dl 

Number  of  Patients  with  Hypercalcemia 

INH/RIF 
Group  2: 

25 

66.5  ± 16.4 

0.16  ± 0.26 

1/25  (4.0%) 

INH/RIF/EMB 
Group  3: 

23 

62.6  ± 19.4 

0.23  ± 0.30 

1/23  (4.3%) 

INH/RIF/PZA 
Group  4: 

20 

63.8  ± 16.3 

0.27  ± 0.47 

1/20  (5%) 

INH/RIF/PZA/EMB 

15 

60.4  ± 16.0 

0.12  ± 0.14 

0/15  (0%) 

Total  Study  Group 

83 

63.7  ± 17.1 

0.19  ± 0.32 

3/83  (3.6%) 

INH  = Isoniazid;  RIF  = Rifampin;  EMB  = Ethambutol;  PZA  = Pyrazinamide 


Three  individuals  developed  hypercalcemia  as  defined  for 
this  study  giving  an  incidence  of  3.6%  of  our  study  group. 
Two  patients  were  men  and  one  a women. 

The  study  group  was  separated  into  four  groups  based  on 
their  anti-TB  therapy  (Table  1 ).  There  was  no  significant  dif- 
ference in  age  or  mean  serum  calcium  changes  among  these 
groups  (P=0.41). 

Discussion 

The  exceptionally  low  rate  of  hypercalcemia  among  pa- 
tients in  East  Tennessee  treated  for  newly  diagnosed  pulmo- 
nary TB  paralleled  our  experience  and  expectations.  Our  ini- 
tial hypothesis  for  explaining  this  observation  was  that  the 
use  of  more  effective  three-  to  four-drug  anti-TB  combinations 
disturbed  calcium  metabolism  less  than  earlier  forms  of  two- 
drug  therapy.  Two-drug  combinations  were  the  norm  when 
the  original  estimates  of  the  incidence  of  hypercalcemia  were 
made.12  This  was  not  borne  out  by  our  data.  Each  of  the  three 
patients  who  became  hypercalcemic  were  in  a different  treat- 
ment group.  The  mean  change  in  corrected  serum  calcium 
was  not  statistically  different  when  treatment  groups  were  com- 
pared (P=0.41).  Modern  therapeutic  combinations  of  anti- 
TB  agents  do  not  seem  to  affect  serum  calcium  differently. 

Traditional  explanations  for  variation  in  the  incidence  of 
hypercalcemia  in  tuberculous  patients  include  differences  in 
calcium  intake,  sunlight  exposure,  and  vitamin  D supplemen- 
tation. Investigators  in  Hong  Kong  found  a low  incidence  of 
hypercalcemia  in  a population  frequently  affected  with  TB.4 
Low  dietary  calcium  intake  was  thought  to  explain  the  infre- 
quent occurrence  of  hypercalcemia  in  their  TB  population. 
Our  study  group  may  be  biased  toward  a population  with  a 
lower  than  normal  calcium  intake,  as  evidence  by  the  group’s 
overall  nutritional  state.  Of  83  individuals,  44  had  serum  al- 
bumin levels  lower  than  4.0  mg/dl  and  19  had  serum  albu- 
min levels  lower  than  3.5  mg/dl. 

Another  mechanism  that  influences  calcium  homeostasis 
is  the  amount  of  sunlight  exposure.  The  incidence  of  hyper- 


calcemia with  active  TB  in  Greece  is  close  to  48%  and  signi- 
ficantly exceeds  the  quoted  incidence  in  the  United  States.1* 
The  investigators  in  that  series  excluded  patients  taking  di- 
etary supplements  of  calcium.  They  considered  that  the  in- 
creased vitamin  D synthesis  from  prolonged  exposure  to  ul- 
traviolet sunlight  predisposed  their  patients  to  hypercalcemia. 
We  have  no  indication  that  our  population  had  less  sunlight 
exposure  than  other  patients  in  the  United  States.  The  mean 
age  of  our  study  group  suggests  that  the  population  may  not 
spend  as  much  time  outdoors  as  a younger  cohort. 

Finally,  there  appears  to  be  a genetic  predisposition  for 
developing  TB-associated  hypercalcemia.  Very  low  rates  of  hy- 
percalcemia accompanying  TB  have  been  observed  in  Ma- 
laysia (2.3%)  even  after  factoring  in  diet  modification,  vita- 
min D supplementation,  and  sunlight  exposure.9  This  may  be 
true  of  the  East  Tennessee  population,  but  historical  controls 
from  this  area  would  be  needed  to  confirm  this  speculation. 

The  argument  for  a genetic  predisposition  centers  around 
an  individual’s  potential  response  to  endogenous  and  exog- 
enous sources  of  vitamin  D.  Some  tuberculous  patients  with 
hypercalcemia  have  been  shown  to  have  elevated  levels  of 
1 ,25-dihydroxy  vitamin  D (calcitriol)  that  is  presumably  syn- 
thesized by  granulomas.1"  " Subsequently,  increased  absorp- 
tion of  calcium  occurs  in  these  patients.  It  is  clear,  however, 
that  not  all  patients  with  active  TB  manufacture  increased 
calcitriol  or  develop  hypercalcemia  when  intentionally  ad- 
ministered supplemental  vitamin  D.  Although  further  stud- 
ies are  needed  to  clarify  this  matter,  an  inherent  genetic 
predisposition  to  excessive  calcitriol  production  during  tuber- 
culous therapy  appears  operative. 

Finally,  a more  pragmatic  explanation  for  the  low  inci- 
dence of  hypercalcemia  may  be  related  to  an  earlier  diagno- 
sis of  TB  that  is  facilitated  by  today’s  aggressive  approach. 
There  is  some  evidence  that  the  serum  calcium  levels  may 
reflect  the  mycobacterial  burden  with  which  the  host  must 
deal.  In  one  study  the  corrected  serum  calcium  level  corre- 
lated with  the  radiographic  extent  of  disease.12  Perhaps  early 
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diagnosis  allows  intervention  at  a point  where  therapy  does 
not  promote  excessive  extrarenal  synthesis  of  1 ,25-dihydroxy- 
vitamin  D. 

We  have  determined  that  the  incidence  of  hypercalcemia 
in  patients  with  pulmonary  TB  who  live  in  East  Tennessee 
and  are  treated  by  the  regional  health  clinic  is  only  3.6%. 
The  reason  for  this  low  occurrence  of  elevated  calcium  lev- 
els is  probably  multifactorial,  but  it  does  not  appear  to  be  re- 
lated to  the  use  of  specific  anti-TB  combinations  in  therapy.O 
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Infantile  Hypertrophic  Pyloric 
Stenosis  and  Congenital  Heart  Disease: 
An  Under-Recognized  Association 

Ashok  V.  Mehta,  MD;  Santhosh  K.  Ambalavanan,  MB,  BS 


Introduction 

Infantile  hypertrophic  pyloric  stenosis  (IHPS)  is  relatively 
common,  with  an  incidence  of  1 to  3 per  1,000  live  births.1-4 
The  cause  and  development  of  IHPS  are  considered  multi- 
factorial, and  may  include  mechanical,  genetic,  and  environ- 
mental factors,  or  a combination  of  these  in  a genetically  pre- 
disposed infant.14'*  There  have  been  reports  of  association  of 
congenital  heart  disease  (CHD)  with  various  congenital  gas- 
trointestinal anomalies,  but  so  far,  isolated  IHPS  has  not  been 
reported  to  have  such  an  association.911  The  objective  of  this 
study  was  to  analyze  the  significance  of  any  association  be- 
tween IHPS  and  CHD. 

Patients  and  Methods 

The  medical  records  of  all  children  diagnosed  with  IHPS 
between  January  1988  and  June  1993  at  Johnson  City  Medi- 
cal Center  were  reviewed.  Of  30  infants  who  had  an  abdomi- 
nal ultrasound,  12  were  diagnosed  with  IHPS.  Thirty-six  in- 
fants had  an  upper  GI  series  and  26  were  diagnostic.  The 
remaining  patients  were  diagnosed  clinically,  and  IHPS  was 
confirmed  by  surgery.  The  records  of  these  infants  were  re- 
viewed for  information  as  to  any  associated  CHD.  All  chil- 
dren with  a clinical  diagnosis  of  heart  murmur  were  either 
evaluated  or  called  to  be  evaluated  by  a pediatric  cardiolo- 
gist. The  diagnosis  of  CHD  was  made  clinically  by  a pediat- 
ric cardiologist  and  was  confirmed  by  echocardiogram  in 
some  infants. 

Results 

Fifty-eight  children  (49  male  and  9 female,  all  white)  were 
diagnosed  with  IHPS;  39  of  49  male  infants  were  firstborn;  9 
of  49  were  second  conceptuses,  but  were  the  first  male  chil- 
dren. Their  age  ranged  between  2 weeks  and  10  weeks  (me- 
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TABLE  1 

TYPE  OF  CHD  IN  CHILDREN  WITH  PYLORIC  STENOSIS 

Heart  Defect  Number  of  Patients 

ASO  (Ostium  secundum  defect)  1 

PDA,  clinically  1 

PDA,  + ASD  (Ostium  secundum  defect)  1 

Truncus  arteriosus  1 

VSD  1 

Concentric  LV  hypertrophy  1 

Total  6 

CHD  = congenital  heart  disease,  ASD  = atrial  septal  defect,  PDA  = patent 
ductus  arteriosus,  VSD  = ventricular  septal  defect,  LV  = left  ventricular 

dian  age  4 weeks).  Twelve  of  58  infants  were  diagnosed  as 
having  a heart  murmur,  and  6 (10.3%)  of  these  had  a defini- 
tive structural  heart  disease  persisting  beyond  two  weeks  of 
life.  Five  of  these  latter  had  complete  echocardiographic  stud- 
ies including  color  flow  mapping.  The  cardiac  lesions  identi- 
fied are  shown  in  Table  1 . Only  one  child  was  premature  (35 
week  gestational  age),  but  had  a confirmed  ostium  secundum 
type  of  atrial  septal  defect  beyond  10  weeks  of  life.  Of  the 
six  other  infants  with  initial  heart  murmur  diagnosis,  one  had 
functional  heart  murmur  with  normal  echocardiogram,  one 
had  peripheral  pulmonic  stenosis  of  infancy,  one  had  no 
murmur  on  follow-up,  and  three  were  lost  to  follow-up  with- 
out definitive  diagnosis. 

Two  infants  had  family  history  of  CHD;  one  infant  with 
an  isolated  ostium  secundum  atrial  septal  defect  had  a brother 
with  esophageal  atresia  and  died  of  complex  CHD  at  13 
months  of  age,  and  the  other  infant  with  heart  murmur  who 
was  lost  to  follow-up  had  history  of  CHD  in  his  father.  None 
of  the  infants  had  any  recognizable  genetic  syndrome,  chro- 
mosomal disorders  or  any  other  gastrointestinal  anomalies. 

Discussion 

The  exact  etiology  of  IHPS  is  speculative,  though  heredi- 
tary and  environmental  factors  may  play  a role.  Prolonged 
pylorospasm  has  long  been  blamed  as  a causative  factor1; 
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maternal  stress,  drugs  taken  by  the  mother  during  pregnancy," 
redundant  pylorie  mucosa,  chromosomal  abnormalities,  and 
even  an  association  with  blood  groups  0 and  B have  all  been 
implicated4;  lending  some  credence  to  a congenital  etiology 
is  a high  concordance  in  monovular  twins  compared  to 
binovular  twins.  Impaired  neuronal  function  as  evidenced  by 
a reduction  of  certain  peptidergic  nerve  endings  in  smooth 
muscle  in  pyloric  stenosis  patients,  has  been  blamed  in  the 
pathophysiology  of  the  disorder';  morphologic  changes  in 
the  intrinsic  nerves  and  ganglion  cells,  immaturity,  abnormal 
distribution  and  degeneration  of  ganglion  cells  have  also  been 
described  and  disputed.4-7* 

Pyloric  stenosis  has  been  reported  as  a component  in  sev- 
eral syndromes  or  chromosomal  abnormalities  such  as  trisomy 
18,  Turner  syndrome,  Smith-Lemli-Opitz  syndrome,  and 
Cornelia  de  Lange  syndrome.  Many  of  these  are  also  associ- 
ated with  CHD.12  Anecdotal  reports  or  chromosomal  dele- 
tions describe  pyloric  stenosis  and  CHD  as  components.11  In 
our  series,  none  had  any  chromosomal  abnormalities  or  iden- 
tifiable genetic  syndrome.  To  our  knowledge,  the  association 
of  isolated  pyloric  stenosis  and  CHD  has  not  been  studied, 
though  various  other  isolated  gastrointestinal  anomalies  such 
as  tracheo-esophageal  fistula,  omphalocele,  malrotation  of 
the  intestine,  esophageal  atresia,  and  anorectal  anomalies  have 
been  reported  in  associated  with  CHD."111  The  overall  inci- 
dence of  CHD  is  about  0.8%  live  births.  This  may  be  an  un- 
derestimate, since  the  incidence  of  VSD  alone  has  been  re- 
cently reported  to  be  5.7  per  1 ,000  live  births.14  CHD  is  also 
of  multifactorial  etiology,  mostly  idiopathic  (85%)  sometimes 
genetic  (10%)  and  uncommonly  environmental  (about  5%). 
Of  the  58  infants  with  IHPS  in  our  study,  six  had  CHD  (10.3%) 
Five  of  our  six  patients  had  CHD  with  left-to-right  shunt. 


Greenwood  et  al"  have  reported  various  types  of  CHD  in 
patients  with  congenital  gastrointestinal  malformation  except 
infantile  pyloric  stenosis.  Ours  is  the  first  article  emphasiz- 
ing the  association  of  IHPS  and  CHD. 

It  should  be  noted  that  our  study  is  small  and  retrospec- 
tive. Not  all  infants  with  heart  murmur  were  seen  by  the  pe- 
diatric cardiologist  or  had  echocardiogram.  Since  both  IHPS, 
which  affects  1 to  3 per  1,000  infants  and  CHD,  which  af- 
fects 8 per  1,000  births,  are  relatively  common  conditions, 
some  fortuitous  occurrence  of  these  two  conditions  is  to  be 
expected.  So,  careful  evaluation  of  infants  with  IHPS  for  as- 
sociated CHD  is  recommended  and  a large  prospective  study 
may  further  elucidate  this  important  association. □ 

References 

1 . Stoll  H Jr,  Sawyers  LJ  (cds):  Surgery  of  the  Stomach , Duodenum  and  Small  Intestine.  Boston, 
Blackwell  Scientific  Publications,  1992. 

2.  Kerr  AM:  Unprecedented  risk  in  incidence  of  infantile  hypertrophic  pyloric  stenosis.  Br  Med  J 
281:714-715,  19X0. 

3.  Carter  CO:  Genetics  of  common  single  malformations.  Br  Med  Bull  7* 2:21-26,  1976. 

4.  Nylus  LM,  Wastell  C (eds):  Surgery  of  the  Stomach  and  Duodenum.  Boston,  Little  Brown  and 
Co,  19X6. 

5.  Malmfors  G,  Sundler  F:  Peptidergic  innervation  in  infantile  hypertrophic  pyloric  stenosis.  J 
Pediatr  Sur # 2 1 : 303-306,  1 9X6. 

6.  Eskenazi  B.  Bracken  MB:  Bendcclin  (Debendox)  as  a risk  factor  for  pyloric  stenosis.  Am  J 
Ohstet  Gynecol  144:919-924.  19X2. 

7.  Bidding  HH,  Kernohan  JW:  A morphologic  study  of  the  myenteric  plexus  and  musculature  of 
pylorus.  Surf;  Gynecol  Ohstet  97:322-329,  195.3. 

X.  Friesen  SR,  Boley  JO,  Miler  DR:  The  myenteric  plexus  of  the  pylorus,  its  early  normal 
development  and  its  changes  in  hypertrophic  pyloric  stenosis.  Surgery  39:21-26,  1956. 

9.  Salisaricq  C,  Chen  WJ,  Manka  M,  et  al:  Familial  congenital  short  small  bowel  with  associated 
defects:  a long-term  survival.  Clin  Pediatr  23:453-455,  19X4. 

10.  Garson  A Jr,  Bricker  JT,  McNamara  DG  (eds):  The  Science  and  Practice  of  Pediatric  Cardi- 
ology. Philadelphia,  Lea  & Fehiger,  1990. 

1 1.  Greenwood  RD,  Rosenthal  A,  Parisi  L,  et  al:  Extracardiac  abnormalities  in  infants  with 
congenital  heart  disease.  Pediatrics  55:4X5-492,  1975. 

12.  Jones  KL  (ed):  Smith's  Recognizable  Patterns  of  Human  Malformation.  Philadelphia,  W.B 
Saunders,  I9XX. 

13.  Shokeir  MHK,  Ray  M,  Hamerlon  JL,  et  al:  Deletion  of  the  short  arm  of  chromosome  No.  10. 
J Med  Genet  12:99-103,  1975. 

14.  Mehta  AV,  Chidambaram  B:  Ventricular  septal  defect  in  the  first  year  of  life.  Am  J Cardiol 
70:364-366,  1992. 


New  Catalog  Helps  Obstetricians  and  Pediatricians 
Counsel  Patients  to  Stop  Smoking 

From  complete  smoking  cessation  programs  to  pamphlets  on  secondhand  smoke, 
this  new  catalog,  developed  in  response  to  the  AHCPR  Clinical  Practice  Guidelines 
on  Smoking  cessation,  contains  dozens  of  quality  resources. 

The  catalog,  developed  by  researchers  in  the  field  of  smoking  cessation  at  the 
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Ischemic  Stroke  in  Sickle  Cell  Disease: 
A Review 


Gary  W.  Duncan,  MD 


Among  the  many  complications  of  sickle  cell  disease  (he- 
moglobin SS),  stroke  has  been  known  to  be  a major  problem 
almost  since  the  disease  was  first  described  in  1910.  Approxi- 
mately 5.5%  to  17%  of  patients  with  sickle  cell  disease  will 
develop  a stroke.1-2  These  strokes  are  often  large,  and  the  young 
patients  acquire  disabilities  that  last  a lifetime.  Ischemic 
strokes  tend  to  occur  in  the  younger  patients,  and  cerebral 
hemorrhages  more  often  in  older  ones.  Most  of  the  ischemic 
strokes  resemble  ischemic  strokes  in  adults  with  transient 
ischemic  attacks  and  major  stroke  syndromes,  but  brain  im- 
aging studies  show  that  asymptomatic  infarcts  can  occur  in 
these  young  patients  just  as  they  do  in  adults. 

The  etiology  of  stroke  is  still  unclear;  initially  it  was  as- 
cribed to  other  complications  of  sickle  cell  disease  such  as 
anemia,  fever,  crises,  meningitis,  etc.  The  later  use  of  angi- 
ography showed  that  these  children  had  occlusive  lesions  in 
the  intracerebral  arteries  with  a similar  appearance  to  those 
lesions  seen  in  adults.1  The  arterial  lesions  are  intracranial 
and  usually  multiple.  The  distal  internal  carotid  and  proxi- 
mal portions  of  the  anterior  and  middle  cerebral  arteries  are 
the  usual  sites.  Pathology  studies  have  shown  these  occlusive 
lesions  are  not  to  be  due  to  typical  atherosclerosis,  but  there 
is  fibrous  hyperplasia  of  the  intima  and  at  times  superim- 
posed thrombosis.  The  fibrous  hyperplasia  develops  over  time, 
and  is  presumably  a consequence  of  the  hyperdynamic  and 
high-velocity  blood  flow  at  the  proximal  arterial  sites,  the 
altered  surface  of  the  sickle  cells,  and  adherence  of  red  cells 
to  the  vessel  wall. 

There  had  been  little  to  do  to  prevent  the  strokes  or  to  treat 
those  with  strokes.  The  lesions  are  intracranial  and  are  not 
amenable  to  surgery,  and  they  do  not  have  the  atherosclerotic 
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properties  that  might  lend  themselves  to  therapies  used  in 
adults.  In  the  early  1 980s  it  was  found  that  transfusion  therapy 
effectively  prevented  recurrent  strokes  in  patients  who  had 
already  had  a stroke.1-4  Sickle  cell  disease  patients  with  a his- 
tory of  stroke  were  treated  with  transfusions  every  four  to 
six  weeks  in  order  to  reduce  and  maintain  hemoglobin  S lev- 
els less  than  30%.4  This  approach  reduced  the  recurrence 
rate  of  stroke  from  90%  to  10%.  Follow-up  cerebral  arte- 
riograms in  the  transfused  patients  documented  an  improve- 
ment of  the  appearance  of  the  stenotic  lesions.  The  luminal 
surfaces  of  the  lesions  became  smooth,  and  the  degree  of 
stenosis  did  not  progress.  The  lesions  will  progress  if  the 
transfusions  are  not  administered  or  are  discontinued.1 

Although  secondary  prevention  of  stroke  had  been  ac- 
complished, selection  of  patients  for  primary  prevention 
therapy  is  difficult.  Since  less  than  20%  of  sickle  cell  disease 
patients  develop  stroke,  it  would  be  unreasonable  to  subject 
all  sickle  cell  disease  patients  to  transfusion  therapy  or  cere- 
bral arteriography  in  order  to  select  those  who  might  benefit 
from  the  transfusions.  The  advent  of  transcranial  Doppler 
ultrasonography  has  offered  a window  of  detection  of  in- 
tracranial arterial  stenoses.  This  technique  employs  low  fre- 
quency (2  megahertz)  ultrasound  which  will  penetrate  the 
cranial  vault  and  detect  movement  of  blood  cells  in  cerebral 
vessels,  as  well  as  measure  blood  flow  direction  and  veloc- 
ity. An  arterial  stenosis  can  be  detected  by  demonstrating 
focal  areas  of  increased  blood  flow  velocity  along  the  course 
of  an  artery.  This  examination  has  been  useful  in  adults  and 
has  now  been  applied  successfully  in  children.  In  1994, 
Adams  et  af  performed  serial  transcranial  Doppler  ultrasound 
studies  in  190  patients  with  sickle  cell  disease.  Among  the 
23  patients  with  abnormal  results  suggesting  arterial  stenosis, 
6 (26%)  developed  a stroke,  whereas  stroke  occurred  in  only 
1 of  the  remaining  167  patients  (0.6%).  This  meant  that  sickle 
cell  disease  patients  with  abnormal  transcranial  Doppler  ul- 
trasound studies  were  44  times  more  likely  to  develop  a stroke 
than  those  with  normal  study  results.  All  other  clinical  char- 
acteristics were  similar  in  the  two  groups. 
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The  next  question  was  whether  or  not  transcranial  Dop- 
pler studies  can  identify  children  with  sickle  cell  disease  who 
are  at  high  risk  for  stroke.  In  other  words,  can  we  now  iden- 
tify those  who  should  receive  regular  transfusion  therapy 
before  the  occurrence  of  the  first  stroke,  with  irreversible  brain 
damage?  In  1995,  the  National  Heart,  Lung  and  Blood  Insti- 
tute (NHLBI)  funded  a multicenter,  randomized,  controlled 
study  of  this  question.  The  aim  of  the  study  was  to  select 
sickle  cell  disease  patients  at  high  risk  for  stroke  based  on 
transcranial  Doppler  ultrasound  screening  tests.  The  control 
group  would  receive  standard  therapy  and  the  treated  group 
would  be  administered  transfusions  approximately  monthly 
in  order  to  reduce  the  sickle  hemoglobin  content  to  less  than 
30%.  Both  groups  would  be  followed  with  regular  examina- 
tions and  brain  scans  for  the  occurrence  of  a new  stroke. 

Although  the  full  data  have  not  yet  been  reported,  on  Sept. 
1 8,  1 997,  the  NHLBI  issued  a Clinical  Alert6  indicating  that 


it  had  stopped  the  study  because  the  results  were  so  compel- 
ling. After  one  year,  1 0 of  the  63  patients  in  the  control  group 
developed  stroke,  and  only  one  patient  in  the  group  treated 
with  transfusions  had,  which  represents  an  astonishing  90% 
reduction  in  stroke.  The  full  data  are  eagerly  awaited,  but 
this  therapy,  although  indicated  in  a relatively  small  number 
of  people,  appears  to  be  one  of  the  more  potent  primary  and 
secondary  measures  for  prevention  of  cerebral  infarction. □ 
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Help  Them  To  Stand  Tall 

Lou  Ethel  D.  Pearson,  DrPH,  MPH,  BSN,  RN 


Introduction 

Osteoporosis  is  a “Progressive  systemic  skeletal  disease 
characterized  by  low  bone  mass  and  microarchitectural  dete- 
rioration of  bone  tissue  with  a consequent  increase  in  bone 
fragility  and  susceptibility  to  fracture.”1  It  constitutes  a major 
public  health  threat  for  28  million  Americans,  and  accounts  each 
year  for  1.5  million  fractures,  including  300,000  hip  fractures, 
700,000  vertebral  fractures,  200,000  wrist  fractures,  and  more 
than  300,000  fractures  at  other  sites.  One  of  every  two  women 
and  one  of  eight  men  over  50  will  suffer  from  an  osteoporosis- 
related  fracture  in  their  lifetime.  Fractures  from  this  condi- 
tion result  in  50,000  deaths  annually  in  the  United  States.  By 
age  75,  one-third  of  all  men  will  be  affected  by  osteoporosis. 
While  this  disorder  is  often  thought  of  as  affecting  older  indi- 
viduals, it  can  strike  at  any  age.  The  estimated  cost  associ- 
ated with  osteoporosis-related  fractures  is  $13.8  billion  ($38 
million  each  day)  for  hospital  and  nursing  home  care.2 

Risk  Factors 

The  literature  is  replete  with  classifications  that  catego- 
rize the  risk  factors  for  osteoporosis.  The  following  classifi- 
cation puts  risk  factors  into  the  four  categories  of  genetic, 
lifestyle,  medical  disorders,  and  medications.  Many  of  these 
factors  are  evident  in  the  patient’s  history  and/or  physical 
examination.  Patients  who  present  themselves  with  the  fac- 
tors listed  in  Table  1 are  at  risk  for  developing  osteoporosis. 

Clinical  Manifestations 

Often,  patients  will  have  the  classic  symptoms  of  post- 
menopausal osteoporosis:  fractures,  loss  of  height,  kyphosis, 
and  back  pain.  These  symptoms  are  often  missed,  but 
osteoporosis  can  be  treated  if  detected  before  there  is  signifi- 
cant bone  loss.  Men  and  women  will  stand  tall  longer  if  a 
complete  medical  workup  is  performed  to  diagnose  for  this 
silent  disease.  A medical  workup  for  osteoporosis  should  in- 
clude at  least  a medical  history,  appropriate  x-rays,  urine  and 
blood  tests,  and  a bone  mineral  density  test  (BMD). 

The  Scientific  Advisory  Board  of  the  National  Osteoporosis 
Foundation  recommends  densitometry  use  for  the  following 
purposes: 

• To  assist  postmenopausal  women  in  making  decisions 
about  hormone  replacement  therapy, 

From  the  Tennessee  Department  of  Health,  Nashville.  Dr.  Pearson 
is  director  of  the  Osteoporosis  Program. 


• To  quantify  bone  mass  in  patients  whose  x-rays  indicate 
possible  bone  loss, 

• To  monitor  bone  loss  from  overactivity  of  the  parathy- 
roid gland  in  making  decisions  about  surgery, 

• To  monitor  the  effects  of  treatment  in  patients  on  steroid 
therapy,  and 

• To  monitor  change  in  bone  mass  in  individuals  who  are 
being  treated  for  osteoporosis. 

Follow-up  densitometry  to  monitor  change(s)  in  an  indi- 
vidual should  be  performed  in  many  of  the  conditions  above. 
The  American  Association  of  Clinical  Endocrinologists  of- 

TABLE  1 

RISK  FACTORS  FOR  OSTEOPOROSIS 

Genetic 

Advanced  Age 
Being  Female 

Thin  and/or  Small  Body  Frame  (<125  lb) 

Positive  Family  History 
Previous  Osteoporotic  Fracture 
Early  Menopause  (<45  years) 

Late  Menarche 

Low  Testosterone  Level  in  Men 

Lifestyle  Factors 

Nutrition 

Vitamin  D Deficiency 
Calcium  Deficiency 
Excessive  Smoking 
Excessive  Alcohol  Intake 
Inactivity 

Excessive  Caffeine  Intake 
Prolonged  Immobilization 
Certain  Medications 

Excessive  Glucocorticoid  Therapy 
Excessive  Thyroid  Hormone 
Anticonvulsants 

Gonadotropin-Releasing  Hormone  Agonists 
Chronic  Phosphate-Binding  Antacid  Use 
Heparin 
Lithium 

Chemotherapy 
Medical  Disorders 

Rheumatoid  Arthritis 
Hyperparathyroidism 
Anorexia  Nervosa  or  Bulimia 
Chronic  Kidney  Disease 
Diabetes  (Type  I) 

Hypogonadism 

Malabsorption  Due  to  Gastrointestinal  Disease 

Liver  Disease 

Malignancy 
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fer  the  following  guidelines  for  performing  follow-up  BMD 
measurements/ 

“Perform  a follow-up  measurement  every  2 to  3 years  for  pa- 
tients with  normal  baseline  BMD  (T  score  more  than  -1.5). 
Patients  who  have  BMD  measurements  well  above  the  minimal 
desirable  level  may  not  need  a repeat  measurement. 

Perform  a follow-up  measurement  every  1 to  2 years  until  bone 
mass  stabilizes  for  patients  in  an  osteoporosis  prevention  program. 
When  bone  mass  stabilizes,  perform  a follow-up  measurement  ev- 
ery 2 to  3 years. 

Perform  a follow-up  measurement  annually  for  3 consecutive 
years  for  patients  on  a therapeutic  program.  If  bone  mass  has  stabi- 
lized after  3 years,  perform  a follow-up  measurement  every  2 years. 
Otherwise,  continue  with  annual  follow-up  measurements  until  sta- 
bility is  achieved. 

Annual  BMD  measurements  may  be  justified  until  bone  mass 
stabilizes  if  the  patient  is  taking  glucocorticoids  or  has  other  condi- 
tions that  may  affect  bone  mass  (Risk  Factors).”  3 

It  is  of  interest  that  Rubin  and  Cummings4  has  found  that 
women  whose  results  of  bone  densitometry  were  below  nor- 
mal were  much  more  likely  to  start  estrogen,  increase  their 
calcium  intake,  start  exercising  regularly,  and  even  take  pre- 
cautions to  prevent  falls. 

Helping  Patients  Prevent  Osteoporosis 

There  is  a saying,  “How  we  take  care  of  our  bodies  when  we 
are  young  is  how  our  bodies  will  take  care  of  us  when  we  are 
old.”  To  paraphrase  this  statement,  how  we  take  care  of  our 
bones  when  we  are  young  is  how  our  bones  will  take  care  of  us 
when  we  are  old.  Building  strong  bones  before  the  age  of  30 
can  be  the  best  defense  against  developing  osteoporosis.  Hav- 
ing a healthy  lifestyle  can  be  just  as  important  for  keeping  bones 
strong  as  for  keeping  the  whole  body  healthy.  So,  instruct  your 
patient  to  eat  a well-balanced  nutritious  calcium-rich  diet. 

The  National  Academy  of  Sciences  (NAS)  recommends 
1,000  mg  of  calcium  per  day  for  people  ages  31  to  50,  and 
1 ,200  mg  for  ages  5 1 and  over.  Currently,  the  average  adult’s 
diet  provides  500  to  700  mg  of  calcium  per  day,  far  less  than 
the  amount  needed  for  good  bone  health.'' Calcium  plays  an 
extremely  important  role  throughout  life  in  the  development 
and  maintenance  of  bone.  Calcium  is  stored  in  the  bones  and 
is  used  by  the  body  for  a variety  of  functions,  such  as  regu- 
lating heart  rate,  blood  clotting,  and  maintaining  a stable  ner- 
vous system.  In  the  absence  of  adequate  calcium  in  the  diet, 
the  body  will  take  calcium  from  the  bones  to  meet  the  body’s 
other  needs  such  as  maintaining  membrane  function  and  in- 
tracellular regulation  of  glandular  secretion.  But  calcium  in- 
take is  only  one  factor;  vitamin  D improves  the  utilization  of 
calcium  and  phosphorus  and  is  required  for  bone  and  teeth 
formation.  Deficiency  symptoms  may  lead  to  rickets,  tooth 
decay,  softening  of  bones,  improper  healing  of  fractures,  lack 
of  vigor,  muscular  weakness,  inadequate  absorption  of  cal- 
cium, and  retention  of  phosphorus  by  the  kidneys.  Sources 
rich  in  calcium  include  dairy  products  (milk,  hard  cheeses, 
yogurt),  broccoli,  canned  salmon  and  sardines  with  bones, 


nuts  (Brazil  nuts  and  almonds),  and  tofu.  Sources  for  vita- 
min D include  exposure  to  sunlight  and  fortified  foods. 

Patients  should  be  encouraged  to  keep  moving  and  get 
exercise,  particularly  weight-bearing  exercises  such  as  walk- 
ing, dancing,  walking  in  water,  and  climbing  stairs.  In  addition 
to  forcing  the  muscles  and  skeleton  to  work  against  gravity, 
these  exercises  also  improve  the  body’s  overall  balance  and 
flexibility.  Be  sure  to  give  limits  with  the  encouragement. 

Patients  should  refrain  from  smoking  and  drinking  alco- 
hol or  at  least  decrease  the  amount  of  alcohol  and  the  num- 
ber of  cigarettes. 

Women  who  are  premenopausal  should  be  advised  about 
hormone  replacement  therapy  immediately  after  menopause 
(no  matter  how  menopause  originated).  Studies  have  shown 
that  when  the  physician  gives  the  order,  makes  the  recommen- 
dation, and  instructs  the  patient,  many  patients  will  comply. 

Help  them  to  stand  talULl 
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A Hypertensive  Man  With 
Abdominal  Pain 


Case  Report 

A 66-year-old  man  with  hypertension  came  to  the  emergency 
room  with  epigastric  pain.  He  had  felt  well  until  an  hour  after 
his  evening  meal,  when  he  noted  the  abrupt  onset  of  sharp, 
stabbing  chest  pain  that  radiated  to  his  back  between  his  scap- 
ulae. Over  the  course  of  several  minutes,  the  pain  migrated 
slowly  down  his  back,  and  finally  settled  in  his  epigastrium. 
He  described  the  pain  as  diffuse,  dull,  and  not  relieved  by  a 
change  in  positions.  He  denied  associated  nausea,  vomiting, 
diarrhea,  or  shortness  of  breath.  For  one  year  he  had  had  hyper- 
tension due  to  an  adrenal  aldosterone  secreting  tumor,  which 
was  scheduled  for  removal  later  that  month.  He  was  taking 
multiple  antihypertensive  medications  that  included  minoxidil, 
metoprolol,  nifedipine,  ethacrynic  acid,  and  amiloride. 

Physical  examination  revealed  a well-developed  man  who 
appeared  uncomfortable  because  of  abdominal  pain.  His  pulse 
was  72/min,  and  his  blood  pressure  167/69  mm  Hg  bilater- 
ally. A grade  2/6  diastolic  murmur  that  had  not  been  appreci- 
ated during  previous  clinic  visits  was  heard  at  the  right  upper 
sternal  border.  His  abdomen  was  soft,  with  normal  bowel 
sounds,  but  was  diffusely  tender  throughout,  but  without  re- 
bound tenderness  or  guarding.  His  neurologic  examination 
was  normal,  and  his  pulses  were  equal  bilaterally.  An  EKG 
was  unchanged  from  a previous  tracing.  His  chest  x-ray 
showed  a widened  mediastinum  with  prominent  pulmonary 
vasculature.  His  liver  tests  and  amylase  were  normal. 

Because  of  a concern  that  the  patient  might  have  an  aortic 
dissection,  he  was  admitted  to  the  medical  intensive  care  unit 
and  given  intravenous  nitroprusside  and  a beta-blocker  to  op- 
timize his  blood  pressure.  A contrasted  CT  scan  of  his  chest 
and  abdomen  showed  an  aortic  dissection  beginning  at  the 
root  of  the  thoracic  aorta  and  extending  to  involve  the  left 
iliac  artery.  A transesophageal  echocardiogram  confirmed  the 
proximal  nature  of  the  dissection,  as  well  as  secondary  aortic 
insufficiency.  His  dissection  was  repaired,  and  he  subsequently 
made  a complete  recovery. 

Discussion 

Aortic  dissection  is  a potentially  catastrophic  event.  The 
true  incidence  is  unknown,  as  many  cases  go  undiagnosed 


Presented  by  Hyatt  D.  Sutton,  MD,  chief  medical  resident, 
Veteran  "s  Administration  Hospital,  Nashville. 


antemortem.  The  majority  of  patients  are  hypertensive,  but 
other  predisposing  factors  include  advanced  age,  Marfan’s 
syndrome,  aortic  coarctation,  and  pregnancy.1  Dissections  are 
classified  by  anatomic  location.  One  commonly  used  classi- 
fication system  is  the  Standford  System,  in  which  dissec- 
tions in  the  ascending  aorta  are  designated  type  A,  and  those 
distal  (sparing  the  ascending  aorta)  type  B.1,2 

Clinically,  the  presenting  symptom  of  90%  of  patients  with 
dissection  is  severe  chest  pain  that  may  be  described  as  a 
“ripping”  pain  radiating  to  the  back.3  The  pain  may  migrate 
down  the  back  as  the  dissection  extends  distally.  While  aor- 
tic dissection  may  be  associated  with  hypotension,  blood 
pressure  is  usually  elevated.1  Acute  aortic  insufficiency  and 
tense  pericardial  effusion  are  not  uncommon  when  the  dissec- 
tion involves  the  ascending  aorta.  There  may  be  various  de- 
grees of  heart  failure.  Aortic  insufficiency  is  commonly  as- 
sociated with  proximal  dissection  (over  50%  in  most  series4), 
and  may  be  a clinical  clue  initially.  Other  complications  in- 
clude hemorrhage  into  the  pleural  cavity,  ischemia  of  the 
arms,  legs,  kidney,  or  myocardium,  and  neurologic  deficits. 

Given  the  high  mortality  in  untreated  patients,  prompt 
diagnosis  and  initiation  of  treatment  is  critical.  The  diagno- 
sis of  aortic  dissection  in  unstable  patients  is  best  made  by 
transesophageal  echocardiogram.  Stable  patients  may  be 
evaluated  by  computed  tomography  or  magnetic  resonance 
imaging.2  Given  their  extremely  high  risk  of  rupture  (about 
90%), 2 type  A dissections  require  immediate  replacement  of 
the  aorta  with  an  artificial  graft.  The  operative  mortality  is 
between  10%  and  25%.5  For  those  with  uncomplicated  distal 
dissections,  medical  therapy  is  the  mainstay.  Intravenous  beta 
blockade  helps  to  reduce  aortic  wall  stress,  and  should  be  a 
first  line  agent  to  help  control  blood  pressure.  Rupture  of  the 
aorta,  limb  ischemia,  or  organ  ischemia  (e.g.,  renal)  are  indi- 
cations for  operative  therapy  in  type  B dissections.1  “The 
overall  survival  rate  of  patients  with  aortic  dissection  who 
leave  the  hospital  is  around  60%  and  40%  at  five  and  ten  years 
respectively,  and  is  not  influenced  by  the  type  of  dissection.”2  □ 
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Report  on  the  Management  of 
Vesicoureteral  Reflux  in  Children 


Victor  Braren,  MD 


Recently,  the  American  Urological  Association  convened 
an  expert  Panel  to  review  and  analyze  literature  on  methods 
for  treating  primary  vesicoureteral  reflux  (VUR)  in  children. 
I was  an  advisor  to  the  Panel.  The  project  was  undertaken 
with  the  expectation  of  making  practice  policy  recommen- 
dations based  on  treatment  outcomes  data. 

VUR  is  usually  a birth  defect  but  may  also  be  acquired. 
Due  to  the  nature  of  the  studies  that  have  been  carried  out, 
exact  prevalence  data  for  VUR  are  less  than  perfect.  Results 
compiled  from  seven  studies  show  that  about  2%  of  screened 
school  children  have  bactiuria.  About  a quarter  of  these  (24%) 
have  VUR.  These  data  are  Hawed  in  that  screening  ages  in 
these  studies  began  at  4 years  whereas  a very  large  number 
of  children  develop  reflux  at  2 to  3 years  of  age.  Therefore, 
the  prevalence  may  be  much  higher. 

VUR  predisposes  to  renal  infection  which  may  result  in 
renal  injury  and  scarring.  Extensive  renal  scarring  causes 
decreased  renal  function  and  may  result  in  renal  insufficiency, 
end-stage  renal  disease,  hypertension,  decreased  somatic 
growth,  and  morbidity  during  pregnancy.  The  primary  goal 
in  treatment  of  children  with  VUR  is  prevention  of  renal  in- 
jury and  other  sequelae. 

The  Panel  searched  available  databases  for  all  articles  from 
1 965  to  1 994  on  VUR.  Parameters  were  identified  as  criteria 
by  which  effectiveness  of  treatment  would  be  analyzed:  health 
outcomes  (pyelonephritis,  hypertension,  growth,  etc.),  inter- 
mediate outcomes  (reflux  resolution,  renal  function,  etc.),  and 
harm  from  medical  or  surgical  therapy.  Data  were  systemati- 
cally analyzed  for  seven  treatment  alternatives:  (1)  intermit- 
tent antibiotic  therapy,  (2)  bladder  training,  (3)  continuous 
antibiotic  prophylaxis,  (4)  antibiotic  prophylaxis  and  blad- 


Dr.  Braren  is  Associate  Clinical  Professor  of  Urology  and 
Pediatrics  at  Vanderbilt  University  School  of  Medicine.  He  was 
an  advisor  to  the  American  Urological  Association ’s  Pediatric 
Vesicoureteral  Reflux  Guidelines  Panel. 

Reprint  requests  to  329  2 1st  Ave.  North,  Nashville,  TN  37203 
(Dr.  Braren). 


dcr  training,  (5)  antibiotic  prophylaxis,  anticholinergics,  and 
bladder  training,  (6)  open  surgical  repair,  and  (7)  endoscopic 
repair.  Key  outcomes  identified  were:  probability  of  VUR 
resolution,  likelihood  of  developing  pyelonephritis  and  renal 
scarring,  and  possibility  of  complications  from  medical  or 
surgical  treatment. 

Available  outcomes  data  on  the  various  treatment  alter- 
natives were  summarized  and  the  relative  probabilities  of 
inherent  outcomes  were  compared  for  each  alternative.  Treat- 
ment recommendations  were  based  on  scientific,  evidence- 
based  outcomes  and  expert  opinion. 

The  Panel  attempted  to  rely  on  published  evidence  when 
possible.  Many  studies,  however,  proffered  data  that  were 
difficult  to  synthesize  because  of  inconsistent  reporting,  lim- 
ited follow-up,  incomplete  methodology  description,  or 
poorly  defined  patient  populations.  Only  three  prospective 
randomized  controlled  trials  compared  medical  to  surgical 
therapy. 

For  most  children,  the  Panel  recommended  antibiotic  pro- 
phylaxis as  initial  treatment.  Maintaining  continuous  urine 
sterility  is  beneficial  for  decreasing  the  risk  of  renal  scarring, 
and  this  benefit  seems  to  outweigh  the  potential  adverse  ef- 
fects of  antibiotics.  Surgery  is  recommended  for  children  with 
persistent  VUR  and  certain  other  indications.  Open  antireHux 
surgery  is  95%  to  98%  effective  for  correcting  VUR,  and  in 
moderately  severe  reflux  the  risk  of  pyelonephritis  is  2 to  2.5 
times  higher  in  children  treated  with  continuous  prophylaxis 
than  in  those  treated  surgically.  Because  of  lack  of  proved 
long-term  safety  and  efficacy  of  most  materials  used  for  in- 
jection therapy,  the  Panel  does  not  recommend  the  endoscopic 
form  of  treatment. 

Clinicians  treating  children  with  VUR  should  provide  par- 
ents with  information  about  the  known  benefits  of  and  harms 
from  available  options  for  therapy.  To  satisfy  this  need,  the 
Panel  has  written  an  instructive  booklet  for  parents. 

A copy  of  the  full  Panel  report,  a summary  thereof  (7  Urol 
157:1846-1851,  May  1997),  a tabulation  of  data,  and  the 
handout  for  parents  are  available  from  me.O 
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Ilwsffsilf  Joes  not  discriminate... 
Protect  yourself  and  your  employees. 

Examine  the  best  group  long  term 
disability  coverage  for  physicians  and  staff. 

The  TMA  Association  Insurance  Agency  is  now  offering  the 
leading  group  long  term  disability  protection  available  — the 
“Income  Protection  Plan”  for  medical  practices  with  two  or 
more  doctors;  and  a separate  long  term  disability  plan,  the 
“Salary  Continuance  Plan”  for  medical  clinic  employees. 

We  believe  these  two  plans  offer  the  best  group  disability 
insurance  value  available  for  your  premium  dollars. 

For  a competitive  quote  and  complete  plan  information,  give  us  a call  today  at 

423-629-2400  or  toll  free  at  1-800-347-1109. 


■ Long  Term  Income  Protection  Plan 

for  physicians  and  administrators 

• Provides  Siis/her  specialty  definition  of 
disability 

• Up  to  $ 1 5,000  of  monthly  benefit  for  larger 
practices 

• Offers  a choice  of  plans:  the  non-integrated 
no  offset  plan  or  a percent  of  salary  plan 
with  potential  integration 

• Contractual  HIV+/Hepatitis  B benefit 
option 

• Elimination  period  satisfied  with  total  or 
partial  disability,  with  no  minimum  period  of 
total  disability  required 

• Benefits  payable  to  age  65  or  beyond,  based 
upon  age  when  disability  commences 

• Only  four  rate  increases  in  38  years 

Underwritten  By: 

Continental  Casualty  Company 

OVA 

For  All  the  Commitments  You  Make® 


■ Long  Term  Salary  Continuance  Plan 

for  medical  clinic  employees 

• A broad  definition  of  total  disability 

• Minimum  payments  for  loss  of  limb(s)  or  sight, 
whether  or  not  disability  persists 

• Insured  W-2  income  — thus  covering  overtime 
earnings  and/or  bonus 

• 3-month  survivor  benefit 

• Minimum  benefit  based  on  10%  of  monthly 
benefit  or  $100  whichever  is  greater 

• A 24-month  own-occupation  provision  is 
included 

• Only  one  rate  increase  in  38  years 


Recommended  and  Sponsored  By: 


THE  TMA  ASSOCIATION  INSURANCE  AGENCY,  INC. 
1089  Bailey  Avenue  • Chattanooga,  Tennessee  37404 
1-800-347-1109  • (423)  629-2400  • Fax  (423)  629-1109 
E-mail:  tma@assoc-admin.com 


News  and  Views 


TMA  Alliance  Report 


(The  first  Alliance  Report  published  below  was  erroneously 
omitted  from  the  November  issue  of  Tennessee  Medicine.) 

AMA-ERF  Report 

Congratulations  to  the  TMA  Alliance  for  the  25th  year  of 
raising  more  money  for  AMA-ERF  than  any  other  state  alli- 
ance. The  thank  you  letters  from  the  deans  of  Tennessee’s  medi- 
cal schools  have  been  appreciative  of  our  giving  and  our  con- 
cerns for  the  medical  students.  We  thank  our  TMA  Alliance 
members  and  their  spouses  for  their  generosity  over  the  years. 

The  ultimate  goal  of  the  American  Medical  Association  Edu- 
cation and  Research  Foundation  is  to  increase  contributions. 
Our  motivation  to  do  this  comes  from  a very  inspiring  speech 
from  our  highly  esteemed  Alliance  member,  Johnnie  Amonette, 
on  the  occasion  of  her  inauguration  as  president  of  the  AM  A 
Alliance.  Johnnie  explained  the  power  of  “one,”  the  number 
that  is  “the  most  encompassing.”  One  person  can  make  a huge 
difference  in  the  lives  of  others.  “One  person  can  make  a differ- 
ence in  medical  education  and  research.”  Johnnie  said,  “Picture 
the  face  of  one  medical  student  who  can  stay  in  school  because 
you  helped.  Picture  one  researcher  approaching  a breakthrough 
because  you  cared.” 

Reflecting  on  these  words  is  the  way  we  will  undertake  our 
Holiday  Sharing  Card  Project  for  1997. 

The  1997  Holiday  Sharing  Card,  titled,  “The  Future  Belongs 
to  the  Children,”  was  created  by  former  medical  illustrator.  Dr. 
Zachary  Rosenberg,  a Memphis  Otolaryngologist. 

We  look  forward  to  increased  participation  by  the  TMA  Al- 
liance members  and  their  spouses. 

Barbara  Trautman 
AMA-ERF  Chairman 


How  an  Alliance  Was  Born 

Last  summer  we  opened  a shelter  for  abused  women  in  our 
community,  and  as  a member  of  the  board  of  directors  and  chair- 
man of  publicity  and  fund  raising  for  the  shelter,  I was  in  con- 
stant search  for  information  concerning  abuse  and  shelters.  My 
husband,  Tom,  pointed  out  an  article  in  his  AMA  journal  about 
the  SAVE  program  of  the  AMA  Alliance.  I had  to  ask,  “What’s 
an  Alliance?”  A few  weeks  later,  he  gave  me  an  article  in  the 
TMA  newsletter  that  featured  Johnnie  Amonette's  picture  and 
Tonya  Malzone’s  phone  number  at  the  TMAA  office.  I made  an 
inquiring  phone  call  to  Tonya  about  the  Alliance  and  “the  flood 
gates  opened!” 

Annelle  Bond,  immediate  past  TMAA  president,  called,  sent 
me  information,  and  invited  me  to  meet  her  at  the  November 
meeting  of  the  Overton  County  Alliance.  Barbara  Trautman, 
1996-97  Membership  Chairman,  also  called  and  sent  a large 
packet  of  information  and  materials.  And  so,  on  February  1 1, 
1997,  the  Scott  County  Medical  Society  Alliance  was  born.  We 
declared  ourselves  formed,  chose  officers,  and  decided  on  local 
dues.  We  began  with  four  members,  and  have  seven  as  of  March 
31.  That  is  70%  of  the  eligible  membership.  As  a small  rural 
area,  with  approximately  15  local  physicians,  only  10  of  whom 


are  TMA  members,  we  were  very  encouraged  by  the  response. 

Thank  you  Annelle,  Barbara,  and  Tonya  for  your  help  and 
words  of  encouragement  and  welcome. 

Kathi  Hall,  President 

Scott  County  Medical  Society  Alliance 


New  Members 

Tennessee  Medicine  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Jeffrey  B.  Brown,  MD,  Knoxville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Donna  J.  Crowe,  MD,  Nashville 
John  M.  Guenst,  MD,  Nashville 
Jeffrey  W.  Kehler,  MD,  Brentwood 


In  Memoriam 


Rae  B.  Gibson,  MD,  age  91 . Died  October  5,  1997.  Graduate  of 
Loma  Linda  University  Medical  School.  Member  of  Greene 
County  Medical  Society. 

William  P.  Hardy,  MD,  age  80.  Died  October  3,  1997.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member  of 
Roane-Anderson  County  Medical  Society. 

Robert  C.  Webster,  MD,  age  69.  Died  September  25,  1997. 
Graduate  of  University  of  Tennessee  College  of  Medicine.  Mem- 
ber of  Sumner  County  Medical  Society. 


AMA  Physician  Recognition  Awards 


The  following  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  September  1997.  This 
list,  supplied  by  the  AMA,  does  not  include  members  who  reside 
in  other  states.  Physicians  can  receive  the  PRA  certificate  valid 
for  one,  two,  or  three  years.  For  the  one-year  award,  physicians 
report  50  hours  of  continuing  medical  education,  including  20 
hours  of  Category  1;  for  the  two-year  award,  physicians  report 
100  hours  of  CME,  including  40  hours  of  Category  1;  for  the 
three-year  award,  physicians  report  150  hours  of  CME,  60  of 
which  are  Category  1.  Each  application  for  the  PRA  must  also 
verify  participation  in  Category  2 CME  activities. 

Ralph  1.  Barr,  MD,  Columbia 
Bruce  L.  Farris,  MD,  Knoxville 
Larry  D.  Hudson,  MD,  Johnson  City 
Charles  A.  Jordan,  MD,  Lebanon 
Ronald  C.  Kelly,  MD,  Bristol 
Brent  T.  Layton,  MD,  Nashville 
Keith  H.  Loven,  MD,  Goodlettsville 
Robert  E.  Tipton,  MD,  Memphis 
Ronald  E.  Turk,  MD,  Greeneville 
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Personal  News 


Dewayne  P.  Darby,  MD,  Jefferson  City,  has  been  named  a Fel- 
low of  the  American  Academy  of  Family  Physicians. 

Lari  mo  re  Warren,  MD,  Lebanon,  has  been  certified  as  a Diplo- 
mate  of  the  American  Board  of  Vascular  Surgery. 


Board  of  Medical  Examiners 


Minutes  - September  1997 

Name:  Virender  Anand,  MD  (Hohenwald) 

Violation:  Alleged  unprofessional  conduct  and  gross  mal- 
practice. 

Action:  Per  agreed  order,  license  suspended  for  one  month, 
suspension  stayed;  license  placed  on  probation  until  March  28, 
1998;  assessed  civil  penalty  of  $5,000;  must  complete  addi- 
tional continuing  medical  education. 

Name:  Royce  E.  Blackmon  Jr.,  MD  (Butler) 

Violation:  Gross  malpractice;  unprofessional  conduct;  pre- 
scribing to  an  addict. 

Action:  Per  agreed  order,  license  revoked. 

Name:  Dewey  Hood,  MD  (Dechard) 

Violation:  Overprescribing  and  inappropriate  prescribing; 
unprofessional,  dishonorable,  or  unethical  conduct;  gross  mal- 
practice, or  a pattern  of  continued  or  repeated  malpractice,  ig- 
norance, negligence,  or  incompetence  in  the  course  of  medical 
practice. 

Action:  Per  agreed  order,  license  suspended  for  five  months 
and  DEA  privileges  suspended  for  one  year;  license  to  be  placed 
on  probation  for  one  year  following  suspension;  must  complete 
mini-residency  program  on  overprescribing;  assessed  civil  pen- 
alty of  $5,000. 

Name:  Sanatkumar  M.  Jani,  MD  (Westminister,  MD) 
Violation:  Disciplinary  action  taken  in  another  state. 

Action : Per  agreed  order,  license  placed  on  probation  con- 
current with  the  period  of  probation  imposed  in  Maryland. 

Name:  Robert  S.  Mauricio,  MD  (Celina) 

Violation:  Overprescribing  and  improper  prescribing;  gross 
malpractice;  unprofessional,  dishonorable,  or  unethical  conduct. 

Action:  Per  agreed  order,  license  suspended,  suspension 
stayed;  license  placed  on  probation  for  five  years;  must  com- 
plete additional  course  work  and  enter  into  a contract  with  Phy- 
sicians Health  Program;  assessed  civil  penalty  of  $9,000  which 
is  waived. 

Name:  Robert  Michael  Nollner,  MD  (Cordova) 

Violation:  Unprofessional,  dishonorable,  or  unethical  con- 
duct; personal  misuse  of  a controlled  substance  in  such  a man- 
ner as  to  adversely  affect  his  practice  of  medicine;  making  false 
statements  or  representations,  being  guilty  of  fraud  or  deceit  in 
the  practice  of  medicine;  improper  prescribing;  engaging  in  the 


practice  of  medicine  when  mentally  or  physically  unable  to  safely 
do  so. 

Action:  Per  agreed  order,  license  placed  on  probation  for  one 
year;  must  complete  additional  course  work  and  maintain  a three- 
year  contract  with  the  Physicians  Health  Program;  assessed  civil 
penalty  of  $500. 


OME  Opportunities 


TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions  in 
Tennessee  conducting  intrastate  CME  programs.  Any  organization 
conducting  such  programs  may  apply  to  TMA  for  accreditation  as  a sponsor 
of  CME.  Inquiries  regarding  application  for  accreditation  as  a sponsor  of 
CME  should  be  made  in  writing  to:  CME  Department,  Tennessee  Medical 
Association,  PO  Box  120909,  Nashville,  TN  37212-0909. 

Vanderbilt  University  Medical  Center 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to  meet 
the  physician’s  practice  needs.  This  may  include  contact  with  pa- 
tients, participation  in  clinical  rounds  and  diagnostic  procedures, 
interaction  with  faculty  and  housestaff,  access  to  the  Medical  Cen- 
ter Library  and  other  learning  resources,  and  other  benefits  of  a 
preceptorship.  AMA/PRA  Category  1 credit  is  provided  for  each 
hour  of  participation.  Physicians  must  be  licensed  and  be  in  active 
practice  with  evidence  of  liability  coverage. 

For  information  contact  Division  of  CME,  Vanderbilt  University 
School  of  Medicine,  D-821 1 MCN,  Nashville,  TN  37232,  Tel.  (615) 
322-4030. 


University  of  Tennessee 

Continuing  Education  Schedule 


Memphis 

Jan  12-13  Pediatric  Advanced  Life  Support  Provider  Course 
Feb  16-19  10th  Annual  Update  in  Obstetrics  and  Gynecology — 
Grand  Cayman  Island,  BWI 
Feb  21-22  Radiology  Conference 

Feb  23-24  Pediatric  Advanced  Life  Support  Provider  Course 
March  7-14  Current  Issues  in  Obstetrics  and  Gynecology — 
Snowmass  Village,  Colo. 

March  15-20  31st  Annual  Review  Course  for  the  Family  Physician 
April  2-4  Symposium  on  Critical  Care  and  Emergency  Medi- 
cine— Hot  Springs,  Ark. 

April  20-21  Pediatric  Advanced  Life  Support  Provider  Course 
May  7-8  Update  ’98 

May  8 Maspen  1 1th  Annual  Nutrition  Symposium 
May  22  Pediatric  Advanced  Life  Support  Recertification 

Course 

May  30  Mempis  Eye  Convention 

June  4-5  1998  General  Surgery  Update 

June  15-16  Advanced  Pediatric  Life  Support  Provider  Course 


Chattanooga 

Feb  22-27  Clinical  Medicine — Maui,  Hawaii 

April  12-16  Primary  Care  Medicine  Update — San  Juan,  PR. 

June  10-13  Family  Medicine  Update 

For  information  contact  Mrs.  Jean  Bryan,  Office  of  CME, 
University  of  Tennessee,  800  Madison  Ave.,  Memphis,  TN  38163, 
Tel.  (901)448-5547. 


506 


Tennessee  Medicine  ~ December,  1997 


ASTRA  MERCK  SALUTES 


The  Tennessee  Medical  Association 

The  mission  of  Astra  Merck  is  to  develop  and  provide  pharmaceutical  products 
and  innovative  services  that  are  highly  valued  by  our  customers  and  consistently 
exceed  their  expectations. 

Contact  your  Astra  Merck  Pharmaceutical  Specialist  for  information  and  services, 
or  call  your  local  customer  unit. 


Jo  Martyn  sjs 


Sherry  Neil  $ 


Dexter  Holmes  ♦ 


Mitzi  Enix  H 


Paula  Benson  ★ 


Lora  Terpstra 


Miriam  Newton  ♦ 


Cassie  Griffin  ^ 


Michelle  Rolfe  ^ 


Paige  Lowery  $ 


Carla  Horton  sje 


Steve  Easterling  jje 


Astra  Merck 


Memphis  Customer  Unit 
6075  Poplar  Avenue,  Suite  700 
Memphis,  TN  38119 
(800)  767-7221 


Nashville  Customer  Unit 
5110  Maryland  Way,  #1 90 
Brentwood,  TN  37027 
(800)  295-3935 
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Physicians  Beware!  Promptly  Send  Address  Changes  to  BME 


Each  year  at  license  renewal  time,  many  physicians  never  get  a renewal  form  because  they  forgot  to  notify  the  Board  of  Medical 
| Examiners  about  their  office  relocation.  Don't  get  caught  in  this  trap  and  have  the  BME  administratively  revoke  your  license! 

| Once  revoked,  you  will  spend  lots  of  time  and  attorney's  fees  getting  reinstated.  Use  this  form  to  report  address  changes:  i 

| Old  Address  | 

I Name  j 

Address  

Address  

City/State/Zip  

New  Address 

Address  

Address  

City/State/Zip  

Phone Fax  

E-Mail  Address  Effective  Date  of  New  Address  

J Copy  this  form  and  send  by  Then,  send  a copy  to: 

j return  receipt  requested  mail  to:  Tennessee  Medical  Association  j 

Tennessee  Board  of  Medical  Examiners  PO  Box  120909,  Nashville,  TN  37212-0909 

426  Fifth  Ave.  N„  First  Floor,  Nashville,  TN  37247-1010  or  fax  it  to  TMA  at  (615)  383-5918 

i 1 
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Team  Health  has  Immediate  Opportunities 


Directorships  & Regular  Staffing  Opportunities 

Greater  Chattanooga  Area  — Annual  ED  patient  volumes  for 
these  facilities  in  the  Chattanooga  area  range  from  12,000  to  18,000. 
Chattanooga  is  home  to  the  Tennessee  Aquarium  and  the  Chatta- 
nooga Choo  Choo. 

Greater  Knoxville  Area  — These  facilities  in  the  Knoxville 
area  have  annual  ED  patient  volumes  ranging  from  12,000  to 
40,000.  Knoxville  is  located  in  the  foothills  of  the  Smoky  Mountains 
in  beautiful  East  Tennessee. 

Greater  Nashville  Area  — This  area  has  several  facilities  with 
ED  volumes  ranging  from  18,000  to  30,000.  There’s  never  adull 
moment  with  all  of  the  recreational  and  cultural  opportunities 
provided  by  Tennessee's  state  capital. 

Tri-cities  Area  — Approximate  annual  ED  patient  volume 
for  these  facilities  is  18,000  to  23,000.  The  Tri-cities  area  is 
nestled  in  the  foothills  of  the  Appalachian  and  Great  Smoky 
Mountains  of  northeast  Tennessee. 


Team  Health  is  seeking  EM,  IM  or  FP  physicians  for  these 
emergency  medicine  opportunities.  We  offer  competitive 
compensation,  flexible  scheduling  with  no  on-call  and  paid 
malpractice  insurance. 

For  more  information  about  these 
opportunities,  call  Lee  Ann  Long  at 

1-800-909-8366 

Visit  us  on  the  Internet  ot  http://www.team-health.com 


TEAM 

HEALTH 


Immediate  Emergency  Medicine 
Opportunities  in 

Tennessee 

Kentucky 

Virginia 

Georgia 

Emergency  Coverage  Corporation,  a physician 
staffing  group  located  in  Knoxville,  Tennessee,  has 
full-  or  part-time  opportunities  available  in  rural 
emergency  departments  in  Tennessee,  Kentucky,  Virginia 
and  Georgia.  Physicians  who  have  completed  a residency 
in  Emergency  Medicine  or  a Primary  Care  specialty  with 
Emergency  Medicine  experience  will  be  considered. 

Emergency  Coverage  Corporation  provides  flexible 
schedules,  competitive  compensation  and  paid  malprac- 
tice insurance. 


For  more  information,  fax  your  C V 
to  Jackie  Thurman  or  Deborah  Witt 
at  (423)  693-4064  or  call 

1-800-577-7707 


ECC 

EMERGENCY  COVERAGE 
CORPORATION 


RURAL  AREAS  SEEKING 
PRIMARY  CARE  PHYSICIANS 

Rural  Health  Services  Consortium,  Inc.,  which  operates  nine 
medical  centers  located  in  the  scenic  mountains  of  Northeast 
Tennessee,  is  accepting  CVs  from  physicians.  These  health 
care  centers  offer  competitive  wages  and  superior  benefits. 
This  consists  of  401 K,  mileage  reimbursement,  paid  malprac- 
tice insurance,  continuing  medical  education,  ten  official  holi- 
days off  with  pay,  and  relocation  is  available. 

If  interested  in  becoming  a part  of  our  work  team,  mail  CVs  to 
Ms.  Misty  Trent,  Rural  Health  Services  Consortium,  Inc.,  3825 
Hwy.  66  South,  Rogersville,  TN  37857.  Phone  (423)  272-9163, 
fax  (423)  272-4980,  e-mail  address  rhscmis@planetc.com. 
EOE 


OB/GYN  NEEDED 
NORTHERN  ARKANSAS 

Busy,  collegial  group  of  five  seeks  BC/BE  OB/GYN.  Beau- 
tiful, spacious  offices  directly  across  street  from  state-of- 
the-art  hospital.  Charming  university  community  one  hour 
from  Memphis. 

Contact:  Sherry  Andrews,  1-800/546-0954,  ID#5425JT, 
FAX:  314/726-3009,  e-mail:  careers@cejka.com. 


Inc. 


> nation's  fastest  growing 
’ locum  tenens  firm" 


YOUR  BEST  MOVE  FOR 


LOCUM  TENENS 


Ask  for : 

J.J.  COX,  ext.  2370  or 
Brian  Lund,  ext.  2379 


Nationwide  opportunities 
Excellent  per  diem  pay 
Occurrence  malpractice 
Paid  travel,  licensure,  lodging 


http://www.locumsnet.com 


Staff  Care  is  proud  to  sponsor 
the  Country  Doctor  of  the  Year  Award 


Unable  to  place  J-1  or  H-1  physicians 
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Career  Opportunity  Advertising 


Listings  for  Career  Opportunities  are  sold  as  follows: 
$35  for  the  first  50  words  ($25  for  TMA  members),  25 
cents  for  each  additional  word.  Count  as  one  word  all 
single  words,  two  initials  of  a name,  single  numbers, 
groups  of  numbers,  hyphenated  words,  and  abbrevia- 
tions. Advertisers  may  utilize  a box  number  for  confi- 
dentiality, if  desired,  in  care  of  Tennessee  Medicine, 
PO  Box  120909,  Nashville,  TN  37212-0909.  Use  of  this 
box  in  an  ad  will  add  eight  words  to  the  total  count. 

All  orders  must  be  submitted  in  writing  by  the  25th  of 
the  2nd  month  preceding  the  desired  month  of  publica- 
tion, and  will  be  subject  to  approval.  No  phone  orders 
will  be  accepted.  Payment  must  accompany  order. 
Each  listing  will  be  removed  after  its  first  publication 
unless  otherwise  instructed.  Fee-for-service  agency  ad- 
vertisements are  not  accepted  in  this  section. 

Mail  order  with  payment  to  Tennessee  Medicine,  PO 
Box  120909,  2301  21st  Ave.  South,  Nashville,  TN 
37212-0909.  Phone  (615)  385-2100. 


PHYSICIANS  WANTED 

NORTH  ALABAMA — Community  Health  Partners,  a Physician 
Practice  Management  Company  affiliated  with  a coalition  of  five 
regional  hospitals,  is  seeking  highly  qualified,  enthusiastic  family 
practice  physicians  for  a variety  of  practice  opportunities  in  the 
Huntsville,  Alabama  area.  A competitive  salary,  excellent  ben- 
efits, and  access  to  a bonus  plan  are  just  a few  of  the  many 


perks  you  will  enjoy.  Ideal  area  for  raising  a family:  top  schools, 
abundance  of  recreational  and  cultural  activities,  low  cost  of  liv- 
ing, taste  of  all  four  seasons.  Home  to  the  Marshall  Space  Flight 
Center,  the  U.S.  Space  and  Rocket  Center,  and  many  high-tech 
corporations.  Southern  Tradition  That's  State-of-the-Art.  For 
more  information,  call  Julie  Franklin  at  1 -800-31 9-4CHP  today, 
or  fax  CV  in  confidence  to  205-532-3252. 


RADIOLOGIST — Opening  for  Radiologist  in  a Middle  Tennessee 
suburban  community.  All  modalities  with  emphasis  on  MRI  and 
mammography.  No  call.  Part  time  or  full  time.  Flexible  schedule. 
Please  send  CV  to:  COA-100,  c/o  Tennessee  Medicine,  PO  Box 
120909,  Nashville,  TN  37212-0909. 


Primary  Care  Physicians 
Mid-Level  Practitioners 


Corrections  Corporation  of  America  (CCA)  has 

immediate  openings  for  medical  staff  positions 
Career  opportunities  in  privately  operated  correctional  facilities.  Currently 
considering  applicants  for  West  Tennessee,  Mississippi  and  Virginia.  Low 
HTV+  caseload,  no  inpatient  duties.  Total  compensation  package  $150,000+ 
for  full-time  positions.  NoJ-1  positions  Send  letter  with  C.V.  to: 


C.W.  Fletcher,  MD,  MPH 

Medical  Director 
CCA 


102  Woodmont  Boulevard 
Nashville,  TN  37205 
Fax.  (615)  269-8636 


CQ1 


Coiiec  lions 
Corporaibn  ol 
xtneilca 


CCA  is  an  equal  opportunity  employer.  M/F/Vet/HP 


COLUMBIA  OPPORTUNITIES 
NORTHEASTTENNESSEE 

NORTHEASTTENNESSEE  POSITIONS  AVAILABLE — All  located  in  the  same  area.  Family-oriented  com- 
munity, located  in  the  beauty  of  the  mountains  and  lakes.  Population  57,000. 

#1  Need  three  Family  Practice  physicians  to  join  a practice  of  five  already  established  primary  care  phy- 
sicians. The  practice  will  pay  you  an  exceptional  base  salary,  superior  benefits,  plus  incentives.  Plans 
are  being  made  to  move  to  a new  site  by  December  1997.  Excellent  call  schedule! 

#2  Primary  Care  physician  seeking  partner  for  private  practice.  Will  discuss  salary  guarantee  for  your  first 
year  and  other  incentives. 

#3  Family  Practice,  IM/Peds,  or  Peds  physicians  to  join  an  already  established  group,  seeking  to  form  a 
multispecialty  group.  Will  discuss  either  salaried  or  guarantee  assistance.  New  office  building  in  pro- 
cess with  move  expected  in  summer  of  1998. 

#4  Need  one  Family  Practice  physician  to  join  two  other  FPs.  Will  work  with  them  in  their  office  while  they 
phase  out  toward  retirement,  therefore  leaving  their  practice  to  someone  they  are  sure  will  give  their 
patients  quality  care. 

For  more  information  and  confidential  consideration  on  any  of  the  positions  listed  above,  please  contact: 

Anne  Helvey,  Director  of  Physician  Services 
Columbia  North  Side  Hospital,  Columbia  Sycamore  Shoals  Hospital 
Columbia  Johnson  City  Specialty  Hospitals 
401  Princeton  Road,  Johnson  City,  TN  37601 
Phone  (423)  854-5805  or  Fax  (423)  854-5748 
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Need  a New  Vehicle?  I’ll  Save  You  Time  and  Money! 


THINKING  ABOUT  A NEW*  CAR,  TRUCK,  VAN,  OR  SPORT  UTILITY  VEHICLE? 
THEN  BUY  OR  LEASE  FROM  MILLER  ROBINSON... 


FOR  5 GOOD  REASONS 


1 ALL  MAKES  AND  MODELS  OF  VEHICLES  /l  VAILABLE 

2 PERSONALIZED  SERVICE  - that  you  won’t  get  anywhere  else. 

3 THE  BEST  NEGOTIATED  LEASE  OR  PURCHASE  PRICE  AVAILABLE 
- probably  better  than  what  you  would  get  if  you  shopped  3 or  4 dealers. 

4 TOP  DOLLAR  FOR  YOUR  TRADE-IN  - no  classified  ads  or  haggling 
with  tire  kickers. 

5 YOU  CHOOSE  WHERE  WE  CLOSE  THE  SALE  OR  LEASE  TRANSAC- 
TION - your  home  or  office,  our  office,  wherever  it's  convenient  for  you. 

*or  quality  pre-owned 


“If  you  want  a nice  change  from  the  usual  vehicle  shopping 
experience,  give  me  a call.  > I’ll  show  you  how  simple  and 
affordable  it  can  be.”  h.  ,/. 


MILLER  ROBINSON 


391-3000 


Hoover  & Associates 

Auto  Leasing/Sales 

217  Donelson  Pike 
Nashville,  TN  37214 
615-391-3000 
Fax  615-391-0158 


List  of  Advertisers 

Astra  Merck 507 

Biosite  Diagnostics 482 

Carolyn  Avery  & Associates,  Inc 501 

Carter,  Young,  Lankford,  & Roach,  RC 499 

Cejka  & Company 5 1 2 

Columbia/HCA  Hospitals 513 

Corrections  Corporation  of  America 5 1 3 

Du  Pont  Pharma 492 

Emergency  Coverage  Corporation 512 

Hoover  & Associates  514 

MAG  Mutual  Insurance  Group 474 

Passport  Health  Communications 476 

Rural  Health  Services  Consortium,  Inc 512 

Staff  Care,  Inc 512 

State  Volunteer  Mutual  Insurance  Company 5 1 6 

Team  Health 512 

Tennessee  Consultation  Center 478 

The  TMA  Association  Insurance  Agency,  Inc 504 

U.S.  Air  Force  Reserve 487 


INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the  Edi- 
tor, John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A cover 
letter  should  identify  one  author  as  correspondent  and  should  include  his  complete 
address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  references,  must 
be  typewritten,  double-spaced  on  8-1/2  x 11  in.  heavy-duty  white  bond  paper.  Allow 
wide  margins  on  each  page  to  facilitate  editing.  Pages  should  be  numbered  and 
clipped  together  but  not  bound  Along  with  the  typed  manuscripts,  we  encourage 
you  to  submit  an  IBM-compatible  3-1/2"  high-density  diskette  containing  the 
manuscript  in  WordPerfect  or  ASCII  format;  the  transmittal  letter  should  identify 
the  format  used. 

Responsibility— The  author  is  responsible  for  all  statements  made  in  his  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author,  Tennessee  Medi- 
cine is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  prop- 
erty of  Tennessee  Medicine. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as  a 
condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright  owner- 
ship of  such  material  to  Tennessee  Medicine.  No  contribution  will  be  published 
unless  such  a conveyance  is  made. 

References — References  should  be  limited  to  20  for  major  communications  and  10 
for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  consecutive 
order,  not  alphabetically.  Personal  communications  and  unpublished  data  should  be 
included  only  within  the  text.  The  following  data  should  be  typed  on  a separate  sheet 
at  the  end  of  the  paper:  names  of  all  authors,  complete  title  of  article  cited,  name  of 
journal  abbreviated  according  to  Index  Medicus,  volume  number,  first  and  last 
pages,  and  year  of  publication.  Example:  Olsen  JH,  Boice  JE,  Seersholm  N,  et  al: 
Cancer  in  parents  of  children  with  cancer.  N Engl  J Med  333:1594-1599,  1995. 
Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be 
identified  on  the  back  with  the  author's  name,  the  figure  number,  and  the  word 
“top,"  and  must  be  accompanied  by  descriptive  legends  typed  on  a separate  sheet. 
Tables  should  be  typed  on  separate  sheets,  be  numbered,  and  have  adequately 
descriptive  titles.  Each  illustration  and  table  must  be  cited  in  numerically  con- 
secutive order  in  the  text.  The  Editor  will  determine  the  number  of  illustrations  and 
tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement 
from  both  the  author  and  publisher  giving  Tennessee  Medicine  permission  to  repro- 
duce them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the  correspon- 
dent author  before  publication. 
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email : inio@tma.medwire.org 
wellsite:  www.medwire.ori; 


I ENNIvSSKE 

Medical 
Asst  )CIATI0N 


Last  year,  medical  problems  forced  Josh  to  watch 


from  the  sideline.  But  thanks  to  his  off-field  coach 


his  doctor  --  Josh  is  back  in  the  game. 


You  see.  Josh's  doctor  is  one  of  more  than 


6,800  members  of  the  Tennessee  Medical  Association. 


As  the  physicians  of  Tennessee,  we're  dedicated  to  the 


health  and  well  being  of  patients  statewide.  Together, 


we're  committed  to  delivering  the  best  and  most 


efficient  care  possible. 


If  you  have  questions  about  a specific  medical  issue 


that  affects  you  — on  or  off  the  field  — talk  with  your  doc- 


tor or  contact  the  Tennessee  Medical  Association 


at  1-800-659-1862. 


Well,  J\±  Lecxst  You 
Know  What's  Ccaasiricj 
Your  Palpitations. 


D 

practicing  medicine  is  exciting  enough  without  having  to  face  the 
prospect  of  catastrophic  litigation.  Let  the  insurance  professionals 
at  physician  owned  and  operated  State  Volunteer  Mutual  Insurance 
Company  help  keep  your  stress  level  in  check.  For  over  20  years, 
our  financial  strength  and  security,  powerfully  demonstrated  by  an 
outstanding  rating,  has  helped  physicians  endure  an  increasingly 
hostile  legal  environment.  Join  the  more  than  9,500  practicing 
physicians  who  have  chosen  SVMIC  as  their  malpractice  insurer. 
It’ll  do  your  heart  good. 


STATE  VOLUNTEER  MUTUAL  INSURANCE  COMPANY 

For  more  information,  contact  Randy  Meador  or  Susan  Decareaux 
P.O.  Box  1065 
Brentwood,  TN  37024-1065 

1-800-342-2239  or  (615)  377-1999  • FAX  (615)  377-9192 
e-mail  address:  svmic@svmic.com 


Health  Sciences  & Human  Services  Library 
University  of  Maryland 
Baltimore 


WOT  TO  CIRCULATE 


Health  Sc,e"ces  & Human  Servir 

University  of  Maryt^L  iibraty 

Bdltimora 


NOT  TO  CIRCULATE 


Wert 

Bookbinding  i 

Grantville.  PA  ' 
| JULY-SEPT  1998  j| 

'“We  re  Quality  Boundl 


